PRTOR PRINTER'S NOS. 453, 948, 1809,
1924

HOUSE AMENDED

1837 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

REPORTED FROM COMMITTEE ON INSURANCE, HOUSE OF
REPRESENTATIVES, AS AMENDED, SEPTEMBER 20, 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 AND FOR
17 PENALTIES AND SANCTIONS, PROVIDING FOR REGULATIONS AND
18 FURTHER PROVIDING FOR COMPLIANCE WITH NATIONAL ACCREDITING
19 STANDARDS AND FOR EXCEPTIONS; MAKING REPEALS; AND MAKING
20 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 MEDICAL

NECESSITY.

"ADMINISTRATIVE POLICY." A WRITTEN DOCUMENT OR COLLECTION OF

DOCUMENTS REFLECTING THE TERMS OF THE CONTRACTUAL OR OPERATING

RELATIONSHTIP BETWEEN AN INSURER OR MA OR CHIP MANAGED CARE PLAN

AND A HEATLTH 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 BEHALEF OF AN INSURER THAT, BASED UPON THE TNEFORMATION

PROVIDED AND UPON APPLICATION OF UTILTZATION REVIEW, A REQUEST

FOR A BENEFTIT UNDER A HEATLTH TNSURANCE 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 BENEFIT TS THEREFORE DENIED, REDUCED OR TERMINATED OR

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

BENEEFTIT.

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

OR MAKE PAYMENT, IN WHOLE OR IN PART, FOR A BENEFIT BASED ON A

DETERMINATION BY AN INSURER OF A PERSON'S ELIGIBILITY FOR
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COVERAGE UNDER A HEALTH INSURANCE POLICY OR NONCOMPLIANCE WITH

AN ADMINISTRATIVE POLICY.

(3) A RESCISSION OF COVERAGE DETERMINATION.

"AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES." A

CONTRACT BETWEEN AN MA OR CHIP MANAGED CARE PILAN AND THE

DEPARTMENT OF HUMAN SERVICES OR PRIMARY CONTRACTOR OF THE

DEPARTMENT OF HUMAN SERVICES TO MANAGE THE PURCHASE AND

PROVISION OF MEDICAL, BEHAVIORAL HEATLTH OR HOME AND COMMUNITY-

BASED 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.

"APPLICABLE GOVERNMENTAL GUIDELINES." CLINICAL PRACTICE AND

ASSOCIATED GUIDELINES ISSUED UNDER THE AUTHORITY OF THE UNITED

STATES DEPARTMENT OF HEALTH AND HUMAN SERVICES, UNITED STATES

FOOD AND DRUG ADMINISTRATION, CENTERS FOR DISEASE CONTROL AND

PREVENTION, PENNSYLVANTIA DEPARTMENT OF HEATLTH OR OTHER STIMITLARLY

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.

"AUTHORIZED REPRESENTATIVE." ONE OF THE FOLLOWING:

(1) A PERSON, INCLUDING A HEALTH CARE PROVIDER, TO WHOM A

COVERED PERSON OR ENROLLEE HAS GIVEN EXPRESS WRITTEN CONSENT TO

REPRESENT THE COVERED PERSON OR ENROLLEE TN A COMPLATINT,

GRIEVANCE, ADVERSE BENEFTIT DETERMINATION, INTERNAL APPEATL OR

EXTERNAL REVIEW PROCESS.
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(2) A PERSON AUTHORIZED BY LAW TO PROVIDE SUBSTITUTED

CONSENT FOR A COVERED PERSON OR ENROLLEE.

(3) A FAMILY MEMBER OR TREATING HEALTH CARE PROVIDER

INVOLVED IN PROVIDING HEALTH CARE TO A COVERED PERSON OR

ENROLLEE TF THE COVERED PERSON OR ENROLLEE IS INCAPACITATED OR

UNAVAITLABLE TO PROVIDE CONSENT DUE TO A MEDICAL EMERGENCY OR

NECESSARY TO PREVENT A SERTOUS 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.

"CLINICAL REVIEW CRITERTIA." 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 NECESSITY AND APPROPRIATENESS OF HEALTH CARE

SERVICES.

"CLOSELY-RETIATED 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 AUTHORIZED SERVICE,

SUCH THAT A PRUDENT HEALTH CARE PROVIDER, ACTING WITHIN THE

SCOPE OF THE PROVIDER'S LICENSE AND EXPERTISE, MAY REASONABLY BE

EXPECTED TO PERFORM THE SERVICE IN CONJUNCTION WITH OR IN LIEU

OF THE ORIGINALLY AUTHORTIZED SERVICE IN RESPONSE TO MINOR

DIFFERENCES TN OBSERVED PATTENT CHARACTERISTICS OR NEEDS FOR

DIAGNOSTIC TINFORMATION THAT WERE NOT READITLY TIDENTIFTABLE UNTIL
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THE PROVIDER WAS ACTUALLY PERFORMING THE ORIGINALLY AUTHORIZED

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
COMMONWEATLTH.
"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 CHIP MANAGED

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

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

OR CHIP 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 BENEETIT

DETERMINATION ELIGIBLE FOR EXTERNAL REVIEW.

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

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

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

BEHALEF OF AN INSURER OR MA OR CHIP MANAGED CARE PLAN OF ALL

REASONABLY NECESSARY SUPPORTING INFORMATION WHICH OCCURS DURING

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 BENEFIT." A HEALTH CARE SERVICE AS SET FORTH IN THE

TERMS OF A HEALTH INSURANCE POLICY OR AN AGREEMENT WITH THE

DEPARTMENT OF HUMAN SERVICES. THE TERM INCLUDES A COVERED

SERVICE.

"COVERED PERSON." A POLICYHOLDER, SUBSCRIBER OR OTHER

INDIVIDUAL WHO IS ENTITLED TO RECETIVE HEATTH CARE SERVICES UNDER

A HEALTH INSURANCE POLICY.
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"COVERED SERVICE." A HEALTH CARE SERVICE ELIGIBLE FOR

PAYMENT UNDER THE TERMS OF A HEALTH INSURANCE POLICY OR AN

AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES.

"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.

"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

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

SERVICE.] THE TERM INCLUDES EMERGENCY TRANSPORTATION AND RELATED

EMERGENCY SERVICES PROVIDED BY A LICENSED AMBULANCE SERVICE.

"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
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WITH THE DEPARTMENT OF HUMAN SERVICES.

"EVIDENCE-BASED STANDARD." INTERVENTIONS AND TREATMENT

APPROACHES THAT HAVE BEEN PROVEN EFFECTIVE THROUGH APPROPRIATE

EMPTRICAL ANALYSTS.

"FACTILITY." A HEATTH CARE SETTING OR INSTITUTION PROVIDING

HEALTH CARE SERVICES, INCLUDING:

(1) A GENERAL, SPECIAL, PSYCHIATRIC OR REHABTILITATION

HOSPITAL.

(2) AN AMBULATORY SURGICAL FACILITY.

(3) A CANCER TREATMENT CENTER.

(4) A BIRTH CENTER.

(5) A SKILILED NURSING CENTER.

(6) AN INPATIENT, OUTPATIENT OR RESTIDENTIAL DRUG AND ALCOHOL

TREATMENT FACILITY.

(7) A TLABORATORY, TMAGING, DIAGNOSTIC OR OTHER OUTPATIENT

MEDICAL SERVICE OR TESTING FACILITY.

(8) A HEALTH CARE PROVIDER OFFICE OR CLINIC.

"FINAL ADVERSE BENEFTIT DETERMINATION." AN ADVERSE BENEFIT

DETERMINATION THAT HAS BEEN UPHELD BY AN INSURER OR A

UTILIZATION REVIEW ENTITY DESTGNATED BY THE TINSURER AT THE

COMPLETION OF THE INSURER'S TINTERNAL CLATM AND APPEAL PROCEDURES

AS SPECIFIED IN SECTION 2161.1.

"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
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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 BENEFIT

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

SERVICES. FOR MA OR CHTIP MANAGED CARE PTLANS, THE TERM SHALL ALSO

REFER TO AN TINDIVIDUAL PROVIDING PERSONAL ASSTISTANCE OR

REHABILITATIVE SERVICES.

"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

HEALTH CONDITION, TILLNESS, INJURY, DISEASE OR FUNCTIONAL

LIMITATION UNDER THE TERMS OF EITHER A HEALTH INSURANCE POLICY
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OR AN AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES. THE TERM

INCLUDES HOME-AND-COMMUNITY-BASED SERVICES PROVIDED TO AN

ENROLLEE UNDER THE TERMS OF AN AGREEMENT WITH THE DEPARTMENT OF

HUMAN SERVICES.

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

CERTIFICATE OR PLAN ISSUED 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 IONG-TERM CARE OR DISABILITY INCOME POLICY.
(4) A SPECIFIED DISEASE POLICY.

(5) A MEDICARE SUPPLEMENT POLICY.

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

MEDICAL PROGRAM OF THE UNIFORMED SERVICES (CHAMPUS) SUPPLEMENT

POLICY.

(7) A FIXED INDEMNITY POLICY.

(8) A HOSPITAL INDEMNITY POLICY.

(9) A DENTAL ONLY POLICY.

(10) A VISION 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 2161.10 THAT CONDUCTS

INDEPENDENT REVIFEWS OF ADVERSE BENEFTIT DETERMINATIONS, FINAL

ADVERSE BENEFTIT DETERMINATIONS AND GRIEVANCES.
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"INPATTIENT ADMISSION." ADMISSION TO A FACILITY FOR PURPOSES

OF RECEIVING A HEALTH CARE SERVICE.

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

ISSUES OR RENEWS AN INDIVIDUAL OR GROUP HEATLTH INSURANCE POLICY

THAT TS OFFERED OR GOVERNED UNDER ANY OF THE FOLLOWING:

(1) THIS 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 PROFESSTIONAL HEALTH SERVICES PLAN

CORPORATTIONS) .

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

CHTP 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
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
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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 CHILDREN'S HEALTH 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 ASSISTANCE OR CHILDREN'S HEALTH

INSURANCE PROGRAM ENROLLEES AND INTEGRATES THE FINANCING AND

DELTVERY OF HEALTH CARE SERVICES TO ENROLLEES BY ARRANGEMENTS

WITH HEALTH CARE PROVIDERS SELECTED TO PARTICIPATE.

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

THE FOLLOWING SOURCES:

(1) A PEER-REVIEWED SCIENTIEFTIC STUDY PUBLISHED IN OR

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 NATTIONAL

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

2 (4) ONE OF THE FOLLOWING STANDARD REFERENCE COMPENDIA:

3 (I) THE AMERICAN HOSPITAL FORMULARY SERVICE-DRUG

4 INFORMATION.

5 (I7) DRUGDEX TNFORMATION SYSTEM.

6 (ITT) THE AMERICAN DENTAL ASSOCIATION ACCEPTED DENTAL

7 THERAPEUTICS.

8 (IV) THE UNITED STATES PHARMACOPOEIA-DRUG INFORMATION.

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

10 AUSPICES OF A UNITED STATES GOVERNMENT AGENCY OR NATTIONALLY

11 RECOGNIZED FEDERAL RESEARCH INSTITUTE, INCLUDING:

12 (I) THE UNITED STATES AGENCY FOR HEALTHCARE RESEARCH AND
13 OQUALITY.

14 (IT) THE NATIONAL INSTITUTES OF HEALTH.

15 (ITT) THE NATTIONAL CANCER INSTITUTE.

16 (IV) THE NATIONAL ACADEMY OF SCIENCES.

17 (V) THE UNITED STATES DEPARTMENT OF HEALTH AND HUMAN

18 SERVICES.

19 (VI) THE FOOD AND DRUG ADMINISTRATTION.

20 (VIT) ANY NATTONAL BOARD RECOGNIZED BY THE NATIONAL

21 INSTITUTES OF HEALTH FOR THE PURPOSE OF EVALUATING THE MEDICAL

22 VALUE OF HEALTH CARE SERVICES.

23 (6) OTHER MEDICAL OR SCIENTIFIC EVIDENCE THAT IS COMPARABLE

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

25 (5).

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

27 APPLIED BY AN INSURER OR MA OR CHIP MANAGED CARE PLAN THAT

28 COMBINES THE CLINICAL REVIEW CRITERTA AND ANY ADDITIONAL

29 ADMINISTRATIVE REQUIREMENTS, AS APPLICABLE, NECESSARY TO

30 ARTICULATE THE INSURER'S OR MA OR CHTIP MANAGED CARE PLAN'S
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STANDARDS FOR COVERAGE OF A GIVEN HEALTH CARE SERVICE OR SET OF

HEALTH CARE SERVICES UNDER THE TERMS OF A HEALTH INSURANCE

POLICY OR AN AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES.

"MEDICATION-ASSISTED TREATMENT." UNITED STATES FOOD AND DRUG

ADMINTSTRATTION-APPROVED PRESCRIPTION DRUGS USED IN COMBINATION

WITH COUNSELING AND BEHAVIORATL HEATTH THERAPTES AND MANAGEMENT

IN THE TREATMENT OF OPIOID USE DISORDERS.

"NATC." THE NATIONAL ASSOCIATION OF INSURANCE COMMISSIONERS.

"NATIONALLY RECOGNIZED MEDICAL STANDARDS." CLINICAL

CRITERIA, PRACTICE GUIDELINES AND RELATED STANDARDS ESTABLISHED

BY NATTIONAL QUALITY AND ACCREDITATION ENTITIES GENERALLY

RECOGNIZED IN THE UNITED STATES HEATLTH CARE TNDUSTRY.

"PARTICIPATING HEATLTH CARE PROVIDER." A HEALTH CARE PROVIDER

THAT HAS ENTERED INTO A CONTRACTUAL OR OPERATING RELATIONSHIP

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

IN ONE OR MORE DESIGNATED NETWORKS OF THE INSURER AND TO PROVIDE

HEALTH CARE SERVICES TO COVERED PERSONS OR ENROLLEES UNDER THE

TERMS OF THE INSURER'S ADMINISTRATIVE 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.L,.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
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ENROLLEE .

"PRIMARY CONTRACTOR." A COUNTY, CONSORTTIUM OF COUNTIES, MA

OR CHIP MANAGED CARE PLAN OR OTHER ENTITY THAT HAS AN AGREEMENT

WITH THE DEPARTMENT OF HUMAN SERVICES TO MANAGE THE PURCHASE AND

PROVISTION OF BEHAVIOR HEALTH SERVICES.

"PRIOR AUTHORIZATION." A PROSPECTIVE UTILIZATION REVIEW

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

UTILIZATION REVIEW ENTITY ACTING ON BEHALE OF AN INSURER OR MA

OR CHIP MANAGED CARE PLAN, 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 HEATLTH CARE SERVICE. THE TERM

INCLUDES STEP THERAPY AND STEP THERAPY EXCEPTTION REQUESTS.

"PRIOR AUTHORIZATION REQUEST." A REQUEST FOR PRIOR

AUTHORIZATION OF A HEALTH CARE SERVICE THAT MEETS AN INSURER'S

OR MA OR CHIP MANAGED CARE PLAN'S ADMINISTRATIVE POLICY

REQUIREMENTS FOR SUCH A REQUEST AND INCLUDES THE SPECIEFIC

CLINICAL INFORMATION NECESSARY TO EVALUATE THE REQUEST UNDER THE

TERMS OF THE APPLICABLE MEDICAL POLICY.

["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

INFORMATION ABOUT EVENTS OR RELATIONSHIPS THAT IDENTIFIES AN

INDIVIDUAL WHO IS THE SUBJECT OF THE TNFORMATION OR FOR WHICH

THERE TS A REASONABLE BASTS TO BELTIEVE THAT THE INFORMATION

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

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

BEHAVIORAL HEALTH OR CONDITION OF AN INDIVIDUAL OR A MEMBER OF

THE TINDIVIDUAL'S FAMITY.

(2) THE PROVISTON OF HEALTH CARE SERVICES TO AN TINDIVIDUAL.

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

INDIVIDUAL.

"PROVIDER NETWORK." THE HEALTH CARE PROVIDERS DESIGNATED BY

[A] AN INSURER OR MA OR CHIP MANAGED CARE PLAN TO PROVIDE HEALTH

CARE SERVICES UNDER A HEALTH INSURANCE POLICY OR AN AGREEMENT

WITH THE DEPARTMENT OF HUMAN SERVICES.

"PROVIDER PORTAL." A DESIGNATED SECTION OR FUNCTIONAL

SOFTWARE MODULE ACCESSIBIE VIA AN INSURER'S OR MA OR CHTP

MANAGED CARE PLAN'S PUBLICLY ACCESSIBLE INTERNET WEBSITE THAT

FACILITATES HEALTH CARE PROVIDER SUBMISSION OF ELECTRONIC PRIOR

AUTHORIZATION REQUESTS.

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

CHI

o

MANAGED CARE PLAN OR A PARTICIPATING HEALTH CARE PROVIDER

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

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

"RETROSPECTIVE UTILIZATION REVIEW." [A REVIEW BY A
UTILIZATION REVIEW ENTITY OF ALL REASONABLY NECESSARY SUPPORTING
INFORMATION WHICH OCCURS FOLLOWING DELIVERY OR PROVISION OF A
HEALTH CARE SERVICE AND RESULTS IN A DECISION TO APPROVE OR DENY

PAYMENT FOR THE HEALTH CARE SERVICE.] REVIEW OF MEDICAL

NECESSITY PERFORMED BY AN INSURER OR MA OR CHIP MANAGED CARE

PTLAN, OR BY A UTILIZATION REVIEW ENTITY ACTING ON BEHALEF OF AN

INSURER OR MA OR CHTP MANAGED CARE PTLAN AND CONDUCTED AFTER

HEALTH CARE SERVICES HAVE BEEN PROVIDED TO A COVERED PERSON OR
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ENROLLEE, NOT INCLUDING THE REVIEW OF A CLAIM THAT IS LIMITED TO

AN EVALUATION OF THE REIMBURSEMENT LEVELS, VERACITY OF

DOCUMENTATION, ACCURACY OF CODING OR ADJUSTMENT FOR PAYMENT.

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

INSURER OR MA OR CHTP MANAGED CARE PLAN IS LICENSED OR HAS BEEN

ISSUED A CERTIFICATE OF AUTHORITY.

"SPECIALIST." A HEALTH CARE PROVIDER WHOSE PRACTICE IS NOT
LIMITED TO PRIMARY HEALTH CARE SERVICES AND WHO HAS ADDITIONAL
POSTGRADUATE OR SPECIALIZED TRAINING, HAS BOARD CERTIFICATION OR
PRACTICES IN A LICENSED SPECIALIZED AREA OF HEALTH CARE. THE
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

DESIGNATED DRUGS OR TREATMENT PROTOCOLS MUST BE EITHER

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

APPROVAL OF COVERAGE OF OTHER DESIGNATED DRUGS OR TREATMENT

PROTOCOLS. THE TERM DOES NOT INCLUDE REQUESTS FOR COVERAGE OF

NONFORMULARY DRUGS.

"URGENT HEAILTH CARE SERVICE." A COVERED HEATTH CARE SERVICE

SUBJECT TO PRTOR AUTHORIZATION THAT TS DELTIVERED ON AN EXPEDITED

BASIS FOR THE TREATMENT OF AN ACUTE CONDITION WITH SYMPTOMS OF

SUFFICIENT SEVERITY PURSUANT TO A DETERMINATION BY A LICENSED

TREATING PHYSTCIAN, OPERATING WITH THE INDIVIDUAL'S SCOPE OF

PRACTICE AND PROFESSIONAL EXPERTISE, THAT THE FATILURE TO PROVIDE

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

COMPLICATIONS OR A MATERIAL DETERIORATION IN THE COVERED

PERSON'S OR ENROLLEE'S CONDITION AND PROGNOSIS.

"URGENT REQUEST." A REQUEST FOR PRIOR AUTHORIZATION OF AN

URGENT HEALTHCARE SERVICE.
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"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

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

TECHNTIQUES DESTIGNED TO MONITOR THE USE OF OR EVALUATE THE

MEDICAL NECESSTITY, APPROPRIATENESS, EFFICACY OR EFFICIENCY OF

HEALTH CARE SERVICES, PROCEDURES OR SETTINGS, INCLUDING PRIOR

AUTHORIZATION, SECOND OPINION, CERTIFTCATION, 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 BEHALFEF OF

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

(B) INSURER AND MA AND CHIP 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
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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.] COVERAGE UNDER A

HEATLTH 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 CHIP MANAGED CARE PLAN IN

DETERMINING HEALTH CARE SERVICES.

(4) ENSURE THAT EMERGENCY SERVICES ARE PROVIDED TWENTY-FOUR
(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

(IT) 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
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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

POLTICY OR MA OR CHIP MANAGED CARE PIAN'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] HEALTH

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

NETWORK TO OBTAIN MATERNITY AND GYNECOLOGICAL CARE, INCLUDING
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
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IN THE [PLAN] HEALTH INSURANCE POLICY OR MA OR CHIP MANAGED CARE

PLAN'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

ADVERSE BENEFIT DETERMINATIONS FILED WITH THE INSURER UNDER A

HEATLTH TNSURANCE POLICY OR WITH THE MA OR CHTIP MANAGED CARE

PTLAN, AS APPLICABIE.

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 CHIP 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,
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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

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
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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 TF 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

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 HEATLTH CARE PROVIDER TO SUBMIT A REQUEST FOR

PRTOR 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 CHIP MANAGED CARE

PLAN OF THE PROVISION OF EMERGENCY SERVICES AND THE CONDITION OF
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THE COVERED PERSON OR ENROLLEE.

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

INSURER OF THE PROVISTION OF EMERGENCY SERVICES AND THE CONDITION

OF THE COVERED PERSON WITHTN TWO BUSINESS DAYS FOLLOWING THE

PERTIOD 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

PERIOD OF EMERGENCY.

(A.2) IF [AN] A COVERED PERSON'S OR ENROLLEE'S CONDITION HAS

STABILIZED AND THE COVERED PERSON OR ENROLLEE CAN BE TRANSPORTED

WITHOUT SUFFERING DETRIMENTAL CONSEQUENCES OR AGGRAVATING THE

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

ENROLLEE MAY BE RELOCATED TO ANOTHER FACILITY TO RECEIVE
CONTINUED CARE AND TREATMENT AS NECESSARY.

(B) FOR EMERGENCY SERVICES RENDERED BY A LICENSED EMERGENCY
MEDICAL SERVICES AGENCY, AS DEFINED IN 35 PA.C.S. § 8103
(RELATING TO DEFINITIONS), THAT HAS THE ABILITY TO TRANSPORT
PATIENTS OR IS PROVIDING AND BILLING FOR EMERGENCY SERVICES
UNDER AN AGREEMENT WITH AN EMERGENCY MEDICAL SERVICES AGENCY

THAT HAS THAT ABILITY, THE INSURER OR MA OR CHTIP MANAGED CARE

PLAN MAY NOT DENY A CLAIM FOR PAYMENT SOLELY BECAUSE THE
ENROLLEE DID NOT REQUIRE TRANSPORT OR REFUSED TO BE TRANSPORTED.
(C) FOR EMERGENCY SERVICES PROVIDED TO [MEDICAL ASSISTANCE

PARTICIPANTS] MA OR CHIP MANAGED CARE PLAN ENROLLEES, THE

FOLLOWING PROVISIONS SHALL APPLY:

(1) THE PROVISIONS OF SUBSECTION (B) SHALL APPLY TO THE SAME
SERVICES PROVIDED TO MEDICAL ASSISTANCE PARTICIPANTS UNDER
ARTICLE IV OF THE ACT OF JUNE 13, 1967 (P.L.31, NO.21), KNOWN AS

THE HUMAN SERVICES CODE.
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(2) PAYMENT FOR THE SERVICES SHALL BE IN ACCORDANCE WITH THE

CURRENT MA OR CHIP MANAGED CARE CONTRACTED RATES.

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

[ (D) THE PROVISIONS OF SUBSECTION (B) SHALL APPLY TO ALL
GROUP AND INDIVIDUAL MAJOR MEDICAL HEALTH INSURANCE POLICIES
ISSUED BY A LICENSED HEALTH INSURER. ]

SECTION 2117. CONTINUITY OF CARE.--(A) EXCEPT AS PROVIDED

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
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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

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
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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 CHTP MANAGED CARE PLAN TO PROVIDE HEALTH CARE SERVICES

THAT ARE NOT OTHERWISE COVERED UNDER THE TERMS AND CONDITIONS OF

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

AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES.

SECTION 2121. CREDENTIALING PROCEDURES.--(A) [A] AN INSURER

OR MA OR CHIP MANAGED CARE PLAN SHALL ESTABLISH A CREDENTIALING

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

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

CREDENTIALING PROCESS SHALL BE SUBJECT TO APPROVAL BY THE

DEPARTMENT AND SHALL INCLUDE WRITTEN CRITERTIA AND PROCEDURES FOR

AT LEAST THE FOLLOWING:

(1) INITIAL CREDENTIALING.

(2) RENEWAT, OF CREDENTTALING.

(3) RESTRICTING AND TERMINATING THE CREDENTIALS FOR HEALTH

CARE PROVIDERS.

(B) THE DEPARTMENT SHALL ESTABLISH CREDENTIALING STANDARDS

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

MAY ADOPT NATIONALLY RECOGNIZED ACCREDITING STANDARDS TO

ESTABLISH THE CREDENTIALING STANDARDS FOR INSURERS AND MA OR

CHIP MANAGED CARE PLANS.

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

SUBMIT A REPORT TO THE DEPARTMENT REGARDING ITS CREDENTIALING

PROCESS AT LEAST EVERY TWO (2) YEARS OR AS MAY OTHERWISE BE
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1 REQUIRED BY THE DEPARTMENT.

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

3 DISCLOSE RELEVANT CREDENTIALING CRITERIA AND PROCEDURES TO

4 HEALTH CARE PROVIDERS THAT APPLY TO PARTICIPATE OR THAT ARE

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

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

7 ALSO DISCLOSE RELEVANT CREDENTIALING CRITERIA AND PROCEDURES
8 PURSUANT TO A COURT ORDER OR RULE. ANY INDIVIDUAL PROVIDING

9 INFORMATION DURING THE CREDENTIALING PROCESS OF [A] AN INSURER

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

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

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

14 EXCLUDE OR TERMINATE A HEALTH CARE PROVIDER FROM PARTICIPATION

15 1IN THE [PLAN] INSURER'S OR MA OR CHIP MANAGED CARE PLAN'S

16 PROVIDER NETWORK DUE TO ANY OF THE FOLLOWING:

17 (1) THE HEALTH CARE PROVIDER ENGAGED IN ANY OF THE

18 ACTIVITIES SET FORTH IN SECTION 2113(C).

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

21 CONDITIONS.

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

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

26 ENROLLMENT OR RENEWAL OF CREDENTIALS TO A HEALTH CARE PROVIDER,

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

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

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

PLAN MAINTAINS MEDICAL RECORDS, THE INSURER OR MA OR CHTP

MANAGED CARE PLAN SHALL ADOPT AND MAINTAIN PROCEDURES TO ENSURE

THAT COVERED PERSONS AND ENROLLEES HAVE TIMELY ACCESS TO THEIR

MEDICAL RECORDS, INCLUDING MEDICATL RECORDS PROVIDED BY A HEATLTH

CARE PROVIDER TIN THE CONTEXT OF UTILIZATION 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:
(1) 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
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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

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 CHTP 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
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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

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 HEALTH CARE SERVICES

ARE COVERED.

THE NOTICE SHALL BE FOLLOWED BY A TELEPHONE NUMBER TO CONTACT

THE INSURER OR MA OR CHTIP 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 HEATTH INSURANCE POLICY OR BY AN

AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES.
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1 (5) A DESCRIPTION OF HOW THE INSURER OR MA OR CHIP MANAGED

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

3 PERSONS OR ENROLLEES.

4 (6) A NOTICE OF MAILING ADDRESSES AND TELEPHONE NUMBERS

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

6 APPROVAL OR AUTHORIZATION OF A HEALTH CARE SERVICE OR OTHER

7 INFORMATION REGARDING THE HEALTH INSURANCE POLICY OR SERVICES

8 COVERED BY THE MA OR CHIP MANAGED CARE PLAN.

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

10 PLAN'S UTILIZATION REVIEW POLICIES AND PROCEDURES.

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

12 BENEFIT DETERMINATION PROCEDURES USED TO RESOLVE DISPUTES

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

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

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

16 ADVERSE BENEFIT DETERMINATION APPEAL AS SET FORTH IN THIS

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

19 GRIEVANCE OR ADVERSE BENEFIT DETERMINATION.

20 (I1) THE RIGHT TO APPEAL A DECISION RELATING TO A COMPLAINT

21 [OR],. GRIEVANCE OR ADVERSE BENEFIT DETERMINATION.

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

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

24 OR ADVERSE BENEFIT DETERMINATION PROCESS AS SET FORTH IN THIS

25 ARTICLE.

26 (IV) A NOTICE THAT ALL [DISPUTES] DECISTIONS INVOLVING DENIAL
27 OF PAYMENT FOR A HEALTH CARE SERVICE WILL BE MADE BY QUALIFIED
28 PERSONNEL WITH EXPERIENCE IN THE SAME OR SIMILAR SCOPE OF

29 PRACTICE AND THAT ALL NOTICES OF DECISIONS WILL INCLUDE

30 INFORMATION REGARDING THE BASIS FOR THE DETERMINATION.
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(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
APPROVAL.

(III) 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 SATISEFY 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].
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(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

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 CHTIP 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.

20210SB0225PN1924 - 81 -



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

30

(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

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 CHIP 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, INCLUDING WHETHER THE INSURER HAS COMPLIED WITH THE

SURPRTISE BILLING AND COST-SHARING PROTECTIONS UNDER THE NO

SURPRISES ACT (PUB. L. 116-260, DIV. BB, TITLE I, 134 STAT.

2758) .
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(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) SHAILT INCLUDE:

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

TO FILE A REQUEST FOR EXTERNAL REVIEW OF AN ADVERSE BENEFTIT

DETERMINATION OR FTINAT ADVERSE BENEFIT DETERMINATION, INCLUDING

WHETHER THE INSURER HAS COMPLIED WITH THE SURPRISE BILLING AND

COST SHARING PROTECTIONS UNDER THE NO SURPRISE ACT.

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

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

EXTERNAL REVIEW, THE COVERED PERSON IS 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 DECISION

ON THE EXTERNAL REVIEW.

(IV) AN EXPLANATTION THAT EXTERNAL REVIEW IS AVATTLABLE WHEN

THE ADVERSE BENEFTIT DETERMINATION OR FINAL ADVERSE BENEFIT

DETERMINATION INVOLVES AN ISSUE OF MEDICAL NECESSITY,

APPROPRIATENESS, HEALTH 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
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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.

(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
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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.--

(A) AN MA OR CHTIP MANAGED CARE PLAN SHATLL ESTABLISH AND

MAINTAIN AN INTERNAL COMPLATINT PROCESS BY WHICH AN ENROLLEE OR

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

COMPLAINT.

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

INCLUDE ALL OF THE FOLLOWING:

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

EMPT.OYES OF THE MA OR CHTP MANAGED CARE PTLAN.

(2) THE ATLTLOWANCE OF A WRITTEN OR ORATL COMPLATNT.

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

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

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

COMPLAINT, UNLESS THE TIME FRAME FOR DECIDING THE COMPLAINT HAS

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

ENROLLEE .

(5) THE WRITTEN NOTIFTCATION OF THE DECISTION SHALL TINCLUDE

THE BASTIS FOR THE DECISTON AND THE PROCEDURE TO FTILE A REQUEST

FOR A SECOND LEVEL REVIEW OF THE DECISION OF THE REVIEW

COMMITTEE, EXCEPT AS PROVIDED IN PARAGRAPH (6).

(6) THE WRITTEN NOTIFICATION OF THE DECISION SHALL INCLUDE

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

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

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

SERVICE.

(I7) THE FATIURE OF THE MA OR CHTIP MANAGED CARE PLAN TO MEET

THE REQUIRED TIME FRAMES FOR PROVIDING A SERVICE OR ITEM IN A
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TIMELY MANNER.

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

DECIDE A COMPLAINT OR GRIEVANCE WITHIN THE REQUIRED TIME FRAMES.

(IV) A DENIAL OF PAYMENT BY THE MA OR CHIP MANAGED CARE PLAN

AFTER THE SERVICE OR ITEM HAS BEEN DELIVERED BECAUSE THE SERVICE

OR TTEM WAS PROVIDED BY A HEALTH CARE PROVIDER NOT ENROLLED TN

THE MEDICAL ASSISTANCE PROGRAM.

(V) A DENTIAL OF PAYMENT BY THE MA OR CHTIP MANAGED CARE PLAN

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 LTABTLITY.

(C) FOR ALL COMPLAINTS EXCEPT COMPLAINTS LISTED IN

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

LEVEL REVIEW THAT INCLUDES 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 IN THE INITTIAL REVIEW. AT

LEAST ONE-THTRD OF THE SECOND LEVEL REVIEW COMMITTEE SHATT NOT

BE EMPLOYED BY THE MA OR CHTP 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 LEVEL 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

DECISTON 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
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TO READ:

SECTION 2142. APPEAL OF COMPLAINT OR ADMINISTRATIVE ADVERSE

BENEFIT DETERMINATION.--[/(A) AN ENROLLEE SHALIL HAVE FIFTEEN

(15) DAYS FROM RECEIPT OF THE NOTICE OF THE DECISION 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. ]

(A) THE FOLIOWING SHALL APPLY:

(1) A COVERED PERSON MAY APPEAL A DECISTION ABOUT THE

COVERAGE, OPERATIONS OR MANAGEMENT POLTICTIES OF AN TINSURER, OTHER

THAN DECISTONS THAT ARE ADVERSE BENEFTT DETERMINATIONS.

(2) 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 TF THE SUBJECT

OF THE COMPLAINT IS LISTED IN SECTION 2141.1(B) (6).

(3) A COVERED PERSON OR ENROLLEE, OR COVERED PERSON'S OR

ENROLLEE'S AUTHORIZED REPRESENTATIVE, SHALTL HAVE FTFTEEN (15)

DAYS FROM RECETPT OF THE NOTICE OF THE DECISTON FROM THE SECOND

LEVEL REVIEW COMMITTEE TO APPEAT, THE DECISTON TO THE DEPARTMENT.

(4) ALL RECORDS FROM THE REVIEW SHALL BE TRANSMITTED TO THE

DEPARTMENT TN THE MANNER PRESCRIBED. THE COVERED PERSON,

ENROLLEE, HEALTH CARE PROVIDER OR INSURER OR MA OR CHIP MANAGED

CARE PLAN MAY SUBMIT ADDITTIONAL MATERTIALS RELATED TO THE

COMPLATINT.

(B) (1) A COVERED PERSON SHALL HAVE FTIFTEEN (15) DAYS FROM

RECETPT OF THE NOTICE OF A DECISTON ON AN ADMINISTRATIVE ADVERSE
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BENEFIT DETERMINATION CONDUCTED UNDER SECTION 2161.1 TO APPEAL

THE DECISION TO THE DEPARTMENT.

(2) ALL RECORDS FROM THE INTERNAL CLAIM AND APPEAL PROCEDURE

SHATLTL BE TRANSMITTED TO THE DEPARTMENT IN THE MANNER PRESCRIBED.

THE COVERED PERSON, HEALTH CARE PROVIDER OR INSURER MAY SUBMIT

ADDITTONAL MATERTATLS RELATED TO THE ADMINISTRATIVE ADVERSE

BENEFIT DETERMINATTION.

(C) THE COVERED PERSON OR ENROLLEE MAY BE REPRESENTED BY AN

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 ADMINISTRATIVE ADVERSE BENEFTIT

DETERMINATION 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 ADVERSE BENEFIT DETERMINATION. 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. ]
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(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
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

(ITT) 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.
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(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 BEHALFEF OF THE

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

AUTHORIZED REPRESENTATIVE OF THE INSURER OR MA OR CHIP MANAGED

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

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

CARE OR EFFECTIVENESS OF THE HEALTH CARE SERVICE BEING REVIEWED

[AND PROVIDE NOTIFICATION WITHIN THE FOLLOWING TIME FRAMES: ]

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

HEATLTH CARE SERVICES FOR AN COVERED PERSON OR ENROLLEE OF AN

INSURER OR MA OR CHIP MANAGED CARE PLAN, PROVIDE NOTIEFICATION

WITHTIN THE FOLLOWING TIME FRAMES:

(I) A PROSPECTIVE UTILIZATION REVIEW DECISION SHALL BE
COMMUNICATED WITHIN [TWO (2) BUSINESS DAYS OF THE RECEIPT OF ALL
SUPPORTING INFORMATION REASONABLY NECESSARY TO COMPLETE THE

REVIEW] THE TIME FRAME SPECIFTIED IN SECTION 2155.

(IT) A CONCURRENT UTILIZATION REVIEW DECISION SHALL BE
COMMUNICATED WITHIN ONE (1) BUSINESS DAY OF THE RECEIPT OF ALL
SUPPORTING INFORMATION REASONABLY NECESSARY TO COMPLETE THE
REVIEW.

(ITTI) A RETROSPECTIVE UTILIZATION REVIEW DECISION SHALL BE
COMMUNICATED WITHIN THIRTY (30) DAYS OF THE RECEIPT OF ALL
SUPPORTING INFORMATION REASONABLY NECESSARY TO COMPLETE THE
REVIEW.

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

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

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

THE TIME FRAMES SPECIFTIED IN SECTION 2155.

(8) MAINTAIN A WRITTEN RECORD OF UTILIZATION REVIEW

DECISIONS ADVERSE TO COVERED PERSONS OR ENROLLEES FOR NOT LESS

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

COVERED PERSON OR ENROLLEE.

(B) COMPENSATION TO ANY PERSON OR ENTITY PERFORMING
UTILIZATION REVIEW MAY NOT CONTAIN INCENTIVES, DIRECT OR
INDIRECT, FOR THE PERSON OR ENTITY TO APPROVE OR DENY PAYMENT
FOR THE DELIVERY OF ANY HEALTH CARE SERVICE.

(C) UTILIZATION REVIEW THAT RESULTS IN A DENIAL OF PAYMENT
FOR A HEALTH CARE SERVICE SHALL BE MADE BY A LICENSED PHYSICIAN

THAT MEETS THE QUALIFICATIONS IN SECTION 2155(C), EXCEPT AS

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

(D) A LICENSED PSYCHOLOGIST MAY PERFORM A UTILIZATION REVIEW
FOR BEHAVIORAL HEALTH CARE SERVICES WITHIN THE PSYCHOLOGIST'S
SCOPE OF PRACTICE IF THE PSYCHOLOGIST'S CLINICAL EXPERIENCE
PROVIDES SUFFICIENT EXPERIENCE TO REVIEW THAT SPECIFIC
BEHAVIORAL HEALTH CARE SERVICE. THE USE OF A LICENSED
PSYCHOLOGIST TO PERFORM A UTILIZATION REVIEW OF A BEHAVIORAL
HEALTH CARE SERVICE SHALL BE APPROVED BY THE DEPARTMENT AS PART
OF THE CERTIFICATION PROCESS UNDER SECTION 2151. A LICENSED
PSYCHOLOGIST SHALL NOT REVIEW THE DENIAL OF PAYMENT FOR A HEALTH
CARE SERVICE INVOLVING INPATIENT CARE OR A PRESCRIPTION DRUG.

() A ILICENSED DENTIST MAY PERFORM A UTILIZATION REVIEW FOR
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DENTAL SERVICES WITHIN THE DENTIST'S SCOPE OF PRACTICE IF THE

DENTIST'S CLINICAL EXPERIENCE PROVIDES SUFFICIENT EXPERIENCE TO

REVIEW THAT SPECIFIC DENTAL SERVICE. THE USE OF A LICENSED

DENTIST TO PERFORM A UTILIZATION REVIEW OF A DENTAL SERVICE

SHALTL BE APPROVED BY THE DEPARTMENT AS PART OF THE CERTIFTICATION

PROCESS UNDER SECTION 2151.

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) FESTABLISHMENT OF PROVIDER PORTAL.--WITHIN 18 MONTHS

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

OR CHIP MANAGED CARE PILAN SHATLL ESTABTLTSH A PROVIDER PORTATL THAT

INCLUDES, AT MINIMUM, THE FOLLOWING FEATURES:

(1) FEILECTRONIC SUBMISSION OF PRIOR AUTHORIZATION

REQUESTS.

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

PIAN'S APPLICABLE MEDICAL POLICIES.

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

REVIEW.

(4) CONTACT TNFORMATION FOR THE TINSURER'S OR MA OR CHIP

MANAGED CARE PIAN'S RELEVANT CLTINICAL OR ADMINISTRATIVE

STAFE'.

(5) FOR PRIOR AUTHORIZATION SERVICE NOT SUBJECT TO

ELECTRONIC SUBMISSION 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 TS UNAVATIABLE FOR ANY REASON.

(B) TRAINING AND SUPPORT FOR PORTAL USE.--WITHIN SIX MONTHS
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FOLLOWING THE ESTABLISHMENT OF A PROVIDER PORTAL UNDER

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

MAKE AVAILABLE TO HEALTH CARE PROVIDERS AND THETIR AFFILIATED OR

EMPILOYED STAFFEF ACCESS TO TRATNING ON THE USE OF THE INSURER'S OR

MA OR CHIP MANAGED CARE PIAN'S PROVIDER PORTAL.

(C) REQUIRED USE OF PROVIDER PORTAL.--—

(1) WITHIN 18 MONTHS FOLLOWING THE ESTABLISHMENT OF A

PROVIDER PORTAL UNDER SUBSECTION (A), A HEALTH CARE PROVIDER

SEEKING PRIOR AUTHORIZATION SHALL SUBMIT THE REQUEST VIA AN

INSURER'S OR MA OR CHIP MANAGED CARE PLAN'S PROVIDER PORTAL

UNLESS AN EXCEPTION APPLIES.

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

REQUIRE A HEATLTH CARE PROVIDER TO SUBMIT A PRTIOR

AUTHORIZATION REQUEST THROUGH THE PROVIDER PORTAL UNLESS ANY

OF THE FOLLOWING EXCEPTIONS APPLTIES:

(I) THE PORTAL IS NOT AVATILABLE AND OPERATIONAL AT

THE TIME OF ATTEMPTED SUBMISSION.

(IT) THE HEALTH CARE PROVIDER DOES NOT HAVE ACCESS

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

OPERATTONAL PROVIDER PORTATL.

(ITT) THE HEATTH CARE PROVIDER SATISEFIES AN

ALTLOWANCE BY THE INSURER OR MA OR CHIP MANAGED CARE PLAN

FOR SUBMISSION OTHER THAN THROUGH THE PROVIDER PORTAL.

SECTION 2154. MEDICAL POLICIES AND CLINICAL REVIEW CRITERIA.

(A) MEDICAL POLICIES.--=

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

MAKE AVAILABLE ITS CURRENT MEDICAL POLICIES THROUGH THE

INSURER'S OR MA OR CHTIP MANAGED CARE PIAN'S PUBLICLY

ACCESSTIBLE INTERNET WEBSTITE AND PROVIDER PORTAL.

(2) EACH MEDICAL POLICY DEVELOPED BY AN INSURER OR MA OR
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CHIP MANAGED CARE PLAN SHALTL TDENTIEFY THE CLINICAL REVIEW

CRITERIA USED IN THE POLICY'S DEVELOPMENT. THE TNSURER OR MA

OR CHIP MANAGED CARE PLAN SHALL IDENTIEFY ANY THIRD-PARTY

LICENSURE RESTRICTTIONS PREVENTING DISCLOSURE OF ALL OR PART

OF CLINICAL REVIEFW CRITERTA.

(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 INSURER OR MA OR CHIP MANAGED CARE PLAN

SHALL NOTIFY PROVIDERS OF A CHANGE TO A MEDICAL POLICY AS

FOLLOWS :

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

IN FEDERATL OR STATE TAW 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 CRITERTIA 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 LEAST 30 DAYS PRIOR TO APPLICATION OF THE CHANGE.

(IT) A CHANGE NOTIFICATION MAY BE PROVIDED THROUGH

REASONABLE MEANS, INCLUDING POSTING OF AN UPDATED AND

DATED MEDICAL POLICY REFLECTING THE CHANGE.

(B) CLINICAL REVIEW CRITERIA.--

(1) CLINICATL REVIEW CRITERIA ADOPTED BY AN TINSURER OR MA

OR CHIP MANAGED CARE PLAN AT THE TIME OF MEDICAL POLICY

DEVELOPMENT OR REVIEW SHATLTL:
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(I) BE BASED ON APPLICABLE NATIONALLY RECOGNIZED

MEDICAL STANDARDS.

(IT) BE CONSISTENT WITH APPLICABLE GOVERNMENTAL

GUIDELTINES.

(ITT) PROVIDE FOR THE DELTIVERY OF A HEATLTH CARE

SERVICE IN A CLINICALLY APPROPRTIATE TYPE, FREQUENCY AND

SETTING AND FOR A CLINICALLY APPROPRIATE DURATION.

(IV) REFLECT THE CURRENT MEDICAL AND SCIENTIFIC

EVIDENCE REGARDING EMERGING PROCEDURES, CLINICAL

GUIDELINES AND BEST PRACTICES AS ARTICULATED IN

INDEPENDENT, PEER-REVIEWED MEDICAL LITERATURE.

(2) NOTHING IN THIS SECTION SHALL REQUIRE AN INSURER OR

MA OR CHTP MANAGED CARE PILAN TO PROVIDE COVERAGE FOR A HEALTH

CARE SERVICE TO A COVERED PERSON OR ENROLLEE THAT TS

OTHERWISE EXCLUDED FROM COVERAGE UNDER A HEALTH INSURANCE

POLICY OR AN AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES.

SECTION 2155. PRIOR AUTHORIZATION REVIEW.

(A) GENERAL RULE.--—

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

MAKE A DETERMINATION RELATING TO PRTIOR AUTHORIZATION BASED ON

THE TNSURER'S OR MA OR CHIP MANAGED CARE PLAN'S REVIEW OF A

PRIOR AUTHORIZATION REQUEST AND THE FOLLOWING:

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

MEDICAL POLICY.

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

ADMINISTRATIVE POLICY.

(ITT) ALL MEDICAL INFORMATION RELATED TO THE

ENROLLEE OR COVERED PERSON.

(IV) ANY MEDICAL OR SCIENTIFIC EVIDENCE SUBMITTED BY

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

MANAGED CARE PLAN SHALL VERIFY THE COVERED PERSON'S OR

ENROLLEE'S ELIGIBILITY FOR COVERAGE UNDER THE TERMS OF THE

APPT.ICABLE HEALTH INSURANCE POLICY OR AN AGREEMENT WITH THE

DEPARTMENT OF HUMAN SERVICES.

(3) APPEALS OF ADMINISTRATIVE ADVERSE BENEFIT

DETERMINATIONS SHALL BE SUBJECT TO THE COMPLAINT PROCESS IN

SECTION 2142.

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

CHIP MANAGED CARE PLAN SHALL MAKE AVAILABLE A LIST, POSTED IN A

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

OR CHIP MANAGED CARE PTAN'S PUBLICLY ACCESSIBLE INTERNET

WEBSTITE, THAT TNDICATES THE HEATLTH CARE SERVICES FOR WHICH THE

INSURER OR MA OR CHTIP MANAGED CARE PLAN REQUIRES PRIOR

AUTHORIZATION.

(C) TINFORMATION SUBMISSION.--

(1) UPON RECEIPT OF A SUBMISSION OF A PRIOR

AUTHORIZATION REQUEST, AN INSURER, MCO OR CHIP MANAGED CARE

PLAN SHALL NOTIFY THE HEALTH CARE PROVIDER SUBMITTING THE

PRTOR AUTHORIZATION REQUEST OF ANY MISSING INFORMATION NEEDED

BY THE INSURER, MCO OR CHIP MANAGED CARE PLAN TO MAKE A PRIOR

AUTHORIZATION DETERMINATION. AN INSURER, MCO OR CHIP MANAGED

CARE PLAN SHALL IDENTIFY THE MISSING INFORMATION NECESSARY TO

MAKE A PRIOR AUTHORIZATION DETERMINATION WITH SUFFICIENT

SPECIFICITY TO ENABLE THE HEALTH CARE PROVIDER TO SUBMIT THE

INFORMATION TO ALLOW THE INSURER TO MAKE A DETERMINATION IN

ACCORDANCE WITH THIS CHAPTER.

(2) IF AN TINSURER OR MA OR CHIP MANAGED CARE PLAN

REQUIRES A PARTICIPATING HEATLTH CARE PROVIDER TO TRANSMIT

MEDICAL RECORDS IN SUPPORT OF A PRIOR AUTHORIZATION REQUEST
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ELECTRONICALLY, AND A HEALTH CARE PROVIDER IS CAPABLE OF

TRANSMITTING MEDICAL RECORDS IN SUPPORT OF A PRIOR

AUTHORIZATION REQUEST ELECTRONICALLY, THE HEALTH CARE

PROVIDER SHATT ENSURE THAT THE TINSURER 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 LAW AND THE HEAILTH CARE

PROVIDER'S CORPORATE POLICIES. THE INABILITY OF A HEALTH CARE

PROVIDER TO PROVIDE ELECTRONIC ACCESS SHALL NOT CONSTITUTE A

REASON TO DENY AN AUTHORIZATION REQUEST.

(D) CLINICAL KNOWLEDGE OF REVIEWER.--

(1) OTHER THAN AN ADMINISTRATIVE DENTAL OF A PRIOR

AUTHORIZATION REQUEST, A REQUEST FOR PRIOR AUTHORIZATION MAY

ONLY BE DENIED UPON REVIEW BY EITHER OF THE FOLLOWING:

(I) A ILICENSED HEALTH CARE PROVIDER WITH APPROPRIATE

TRAINING, KNOWLEDGE OR EXPERIENCE IN THE SAME OR SIMILAR

SPECIALTY THAT TYPICALLY MANAGES OR CONSULTS ON THE

HEALTH CARE SERVICE IN QUESTION.

(IT) A LICENSED HEALTH CARE PROVIDER, IN

CONSULTATTION WITH AN APPROPRIATELY QUALTIFTED THTIRD-PARTY

HEALTH CARE PROVIDER, LICENSED IN THE SAME OR SIMILAR

MEDICAL SPECIALTY AS THE REQUESTING HEALTH CARE PROVIDER

OR TYPE OF HEATLTH CARE PROVIDER THAT TYPTICALLY MANAGES

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

EXCEPT THAT ANY COMPENSATION PAID TO THE CONSULTING

HEALTH CARE PROVIDER MAY NOT BE CONTINGENT UPON THE

OUTCOME OF THE REVIEW.

(2) (RESERVED) .

(E) PEFER-TO-PEER REVIFW AVATILABLE.--TN THE CASE OF A DENIED

PRTOR AUTHORIZATION OTHER THAN AN ADMINISTRATIVE ADVERSE BENEFTIT
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DETERMINATION OF A CLAIM BY A COVERED PERSON OR AN MA OR CHIP

MANAGED CARE PLAN'S DENIAL OF A PRIOR AUTHORIZATION REQUEST THAT

DOES NOT INVOLVE MEDICAL JUDGMENT, AN TNSURER OR MA OR CHIP

MANAGED CARE PLAN SHALTL MAKE AVATTABLE TO THE REQUESTING

PROVIDER A LICENSED MEDICAL PROFESSTONAL FOR A PEFER-TO-PEER

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

INSURER OR MA OR CHTIP MANAGED CARE PLAN SHALL MEET THE STANDARDS

SPECIFIED IN SUBSECTION (C) AND HAVE AUTHORITY TO MODIFY OR

OVERTURN THE PRIOR AUTHORIZATION DECISTION. THE FOLLOWING SHALL

APPIY:

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

INCLUDING CONTACT TINFORMATION FOR THE INSURER OR TITS

UTILTZATION REVIEW ENTITY, OR MA OR CHIP MANAGED CARE PILAN OR

ITS UTILIZATION REVIEW ENTITY, SHALL BE AVATTLABLE ON THE

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

ACCESSIBLE INTERNET WEBSITE OR 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 TLIMITATIONS ON THE AVATTIABILITY OF QUALTFTIED

INSURER OR MA OR CHIP MANAGED CARE PLAN OR UTILIZATION

REVIEW ENTITY STAFE.

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

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

OR MA OR CHIP MANAGED CARE PLAN SHALL ACCEPT, ANOTHER

LICENSED MEMBER OF THE PROVIDER'S AFFILIATED OR EMPLOYED

CLINTCAL STAFF WITH KNOWLEDGE OF THE COVERED PERSON'S OR

ENROLLEE'S CONDITION AND REQUESTED PROCEDURE AS A QUALIFIED

PROXY FOR PURPOSES OF COMPLETING A PEER-TO-PEER DISCUSSION.
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1 (2) INDIVIDUALS ELIGIBLE TO RECEIVE A PROXY DESIGNATION

2 SHALL BE LIMITED TO LICENSED HEALTH CARE PROVIDERS WHOSE
3 ACTUAL AUTHORITY AND SCOPE OF PRACTICE IS INCLUSIVE OF
4 PERFORMING OR PRESCRIBING THE REQUESTED HEALTH CARE SERVICE.
5 (3) AUTHORITY MAY BE ESTABLISHED THROUGH A SUPERVISING
6 HEALTH CARE PROVIDER CONSISTENT WITH APPLICABLE STATE LAW FOR
7 NONPHYSTCIAN PRACTITIONERS.
8 (4) THE INSURER OR MA OR CHIP MANAGED CARE PLAN MUST
9 ACCEPT AND REVIEW THE INFORMATION SUBMITTED BY OTHER MEMBERS
10 OF A HEALTH CARE PROVIDER'S AFFILIATED OR EMPLOYED STAFFEF IN
11 SUPPORT OF A PRIOR AUTHORIZATION REQUEST.
12 (5) THE INSURER OR MA OR CHIP MANAGED CARE PLAN MAY NOT
13 LIMIT INTERACTIONS WITH AN INSURER'S OR MA OR CHIP MANAGED
14 CARE PIAN'S CLINTICAL STAFFEF SOLELY TO THE REQUESTING HEALTH
15 CARE PROVIDER.
16 (G) PEER-TO-PEER TIMELINE.--
17 (1) A PEER-TO-PEER DISCUSSION SHALL BE AVAILABLE TO A
18 REQUESTING HEALTH CARE PROVIDER FROM THE TIME OF A PRIOR
19 AUTHORIZATION DENTAL UNTIL THE INTERNAL GRIEVANCE PROCESS OR
20 INTERNAL ADVERSE BENEFIT DETERMINATION PROCESS COMMENCES.
21 (2) IF A PEER-TO-PEER DISCUSSION IS AVAILABLE PRIOR TO
22 ADJUDICATING A PRIOR AUTHORIZATION REQUEST, THE PEER-TO-PEER
23 DISCUSSION SHALL BE OFFERED WITHIN THE TIME LINES SPECIEFIED
24 IN THIS SUBSECTION OR SUBSECTION (H).
25 (H) REVIEW TIME LINES FOR REQUESTS SUBMITTED TO AN MA OR

26 CHIP MANAGED CARE PLAN.--

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

28 APPROVE OR DENY PRIOR AUTHORTIZATION SHATLIL BE COMMUNICATED
29 WITHIN TWO BUSINESS DAYS OF THE RECEIPT OF ALL SUPPORTING
30 INFORMATION REASONABLY NECESSARY TO COMPLETE THE REVIEW.

20210SB0225PN1924 - 99 -



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.--DETERMINATIONS ON PRIOR

AUTHORIZATION REQUESTS THAT MAY BE SUBJECT TO THE ADVERSE

BENEFIT DETERMINATTION PROCESSES SHALL BE TN ACCORDANCE WITH THE

FOLLOWING, UNLESS OTHERWISE REQUIRED BY FEDERAL TAW 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.

(3) FOR PRTOR AUTHORIZATTION REQUESTS OTHER THAN AS

SPECIFIED IN PARAGRAPHS (1) AND (2), WITHIN 15 DAYS. THE 15-

DAY DEADLINE MAY BE EXTENDED BY THE INSURER SUBJECT TO THE

FOLLOWING LIMITATIONS:

(I) UPON RECEIPT OF THE PRIOR AUTHORIZATION REQUEST,

THE INSURER PROVIDED NOTIFICATION OF MISSING INFORMATION

UNDER SECTION 2155(C) (1).

(IT) THE NOTIFICATION OF MISSING INFORMATION WAS

COMMUNTICATED AS SOON AS POSSIBLE FOLLOWING THE SUBMISSTION

OF THE PRTOR AUTHORIZATION REQUEST TO ALTLOW AN

OPPORTUNITY TO RESPOND PRIOR TO THE EXPTIRATION OF THE 15—
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DAY DEADLINE WITH THE TIDENTIFTED MISSING INFORMATION.

(ITT) IF THE HEALTH CARE PROVIDER SATISFIED THE

REQUIREMENTS FOR AN INSURER TO GRANT AN EXTENSION, THE

INSURER MAY EXTEND THE DEADLINE FOR AT LEAST 45 DAYS TO

ALTLOW THE PROVIDER TO RESPOND. UPON RECETPT OF THE

MISSING INFORMATION, THE TINSURER SHATLL RENDER A DECISION

WITHOUT DELAY.

(IV) NO INSURER SHALL UNREASONABLY DELAY OR WITHHOLD

THE SPECIFIC NOTICE OF ADDITIONAL INEFORMATION NEEDED TO

COMPLETE A REVIEW OF A PRIOR AUTHORIZATION REQUEST.

(V) NOTHING IN THIS PARAGRAPH SHALL REQUIRE AN

INSURER TO EXTEND THE INITIAT 15-DAY DEADLINE.

(4) FOR A REQUEST RELATED TO A PRESCRIPTION DRUG

AUTHORIZATION REQUEST OR STEP THERAPY REQUEST:

(I) TF THE REQUEST IS URGENT, WITHIN 24 HOURS.

(IT) TF THE REQUEST IS NOT URGENT, WITHIN TWO

BUSINESS DAYS, BUT NOT MORE THAN 72 HOURS.

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

PERFORMS A CILOSELY RELATED SERVICE, AN TNSURER OR MA OR CHIP

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

SERVICE FOR FATLURE OF THE HEATLTH 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 BUSINESS DAYS FOLLOWING

COMPLETION OF THE SERVICE BUT PRTIOR TO THE SUBMISSION OF THE

CLAIM FOR PAYMENT. THE SUBMISSION OF THE NOTIFICATION SHALL

INCLUDE THE SUBMISSTON OF ALL RETLEVANT CLINTCAL TINFORMATION

NECESSARY FOR THE INSURER OR MA OR CHTP MANAGED CARE PTLAN TO

EVALUATE THE MEDICAL NECESSITY AND APPROPRIATENESS OF THE
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1 SERVICE.

2 (2) NOTHING IN THIS SUBSECTION SHALL BE CONSTRUED TO

3 LIMIT AN TINSURER'S OR MA OR CHIP MANAGED CARE PLAN'S

4 RETROSPECTIVE UTILTZATION REVIEW OF MEDICAL NECESSITY AND

5 APPROPRIATENESS OF THE CILOSELY RETLATED SERVICE, NOR LIMIT THE
6 NEED FOR VERIFTICATION OF THE COVERED PERSON'S OR ENROLLEE'S

7 ELTGIBILITY FOR COVERAGE.

8 SECTION 2156. STEP THERAPY CONSIDERATIONS.

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

10 MANAGED CARE PILAN HAS A MEDICAL POLICY THAT INCLUDES STEP

11 THERAPY CRITERTA FOR A PRESCRIPTION DRUG, THE FOLLOWING APPLY:

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

13 CONSIDER AS PART OF THE INSURER'S OR MA OR CHIP MANAGED CARE
14 PLAN'S PRTIOR AUTHORIZATION PROCESS A REQUEST FOR AN EXCEPTION
15 TO THE INSURER'S OR MA OR CHIP MANAGED CARE PLAN'S STEP

16 THERAPY CRITERTA.

17 (2) A REQUEST FOR AN EXCEPTION TO AN INSURER'S OR MA OR
18 CHIP MANAGED CARE PLAN'S STEP THERAPY CRITERTIA SHALL BE BASED
19 ON THE COVERED PERSON'S OR ENROLLEE'S INDIVIDUALIZED CLINTCAL
20 CONDITTION, AND CONSIDER AT TEAST ALL OF THE FOLLOWING:

21 (I) CONTRAINDICATIONS, INCLUDING ADVERSE REACTIONS.
22 (IT) CLINICAL EFFECTIVENESS OR INEFFECTIVENESS OF

23 EACH REQUIRED PREREQUISITE PRESCRIPTION DRUG OR THERAPY.
24 (ITT) PAST CLINICAL OUTCOME OF EACH REQUIRED

25 PREREQUISTTE PRESCRIPTION DRUG OR THERAPY.

26 (IV) THE EXPECTED CLINTICAL OUTCOMES OF THE REQUESTED
27 PRESCRIPTION DRUG PRESCRIBED BY THE COVERED PERSON'S OR
28 ENROLLEE'S PROVIDER.

29 (V) FOR COVERED PERSONS OR ENROLLEES WHO PREVIOUSLY
30 RECEIVED HEALTH CARE COVERAGE FROM ANOTHER ENTITY,
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WHETHER THE COVERED PERSON OR ENROLLEE HAS ATLREADY

SATISFIED A STEP THERAPY PROTOCOL WITH THEIR PREVIOUS

INSURER OR MA OR CHIP MANAGED CARE PLAN THAT REQUIRED

TRTIALS OF PRESCRIPTION DRUGS FROM EACH OF THE CLASSES

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

MANAGED CARE PLAN'S STEP THERAPY PROTOCOL.

(B) APPLICABILITY.--THE STANDARDS AND TIME LINES SPECIFIED

IN SECTION 2155 SHALL APPLY TO A REVIEW OF A REQUEST FOR A STEP

THERAPY EXCEPTION.

SECTION 2157. MEDICATION-ASSISTED TREATMENT.

(A) GENERAL RULE.--AN INSURER OR MA OR CHIP MANAGED CARE

PLAN SHATLTL MAKE AVATTLABLE WITHOUT TINITIAT PRIOR AUTHORIZATION

COVERAGE OF AT LEAST ONE PRESCRIPTION DRUG APPROVED BY THE

UNITED STATES FOOD AND DRUG ADMINISTRATION FOR USE IN EACH

COMPONENT OF A MEDICATION-ASSISTED TREATMENT PROTOCOL.

(B) PREFERRED DRUG DESIGNATION.--NOTHING IN THIS SECTION

SHALL PROHIBIT AN INSURER OR MA OR CHTIP MANAGED CARE PLAN FROM

DESIGNATING PREFERRED DRUGS FOR THE RELEVANT COMPONENT OF A

MEDICATION-ASSISTED TREATMENT PROTOCOL WHEN MULTIPLE

PRESCRIPTION DRUGS ARE AVAILABLE, SUBJECT TO APPLTICABLE MEDICAL

POLICY OR PRESCRIPTION DRUG FORMULARY INFORMATION AVATITLABTILITY

REQUIREMENTS .

(C) SUBSEQUENT REQUESTS.--WITH THE EXCEPTION OF PRIOR

AUTHORIZATION FOR INITIAL COVERAGE, NOTHING IN THIS SECTION

SHALL PROHIBIT AN INSURER OR MA OR CHTIP MANAGED CARE PLAN FROM

REQUIRING PRIOR AUTHORIZATION ON SUBSEQUENT REQUESTS FOR

MEDICATION-ASSISTED TREATMENT TO ENSURE ADHERENCE WITH CLINICAL

GUIDELINES.

SECTION 6. SECTIONS 2161, 2162 AND 2163 OF THE ACT ARE

AMENDED TO READ:
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SECTION 2161. INTERNAL GRIEVANCE PROCESS.--(A) [A] AN MA OR
CHIP MANAGED CARE PLAN SHALL ESTABLISH AND MAINTAIN AN INTERNAL
GRIEVANCE PROCESS WITH TWO LEVELS OF REVIEW AND AN EXPEDITED

INTERNAL GRIEVANCE PROCESS BY WHICH AN ENROLLEE, AN ENROLLEE'S

AUTHORTIZED REPRESENTATIVE OR A HEALTH CARE PROVIDER, WITH THE

WRITTEN CONSENT OF THE ENROLLEE, 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 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

RECETPT OF THE GRIEVANCE UNLESS THE TIME FRAME FOR DECIDING THE

GRIEVANCE HAS BEEN EXTENDED BY UP TO FOURTEEN (14) DAYS AT THE

REQUEST OF THE ENROLLEE OR THE ENROLLEE'S AUTHORIZED

REPRESENTATIVE.

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

FOR A SECOND LEVEL REVIEW OF THE DECISION] FOR APPEALING THE

DECISION.

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

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

(2) A WRITTEN NOTIFICATION TO THE ENROLLEE OR THE HEALTH
CARE PROVIDER OF THE RIGHT TO APPEAR BEFORE THE SECOND LEVEL
REVIEW COMMITTEE.

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

(4) A WRITTEN NOTIFICATION TO THE ENROLLEE AND HEALTH CARE
PROVIDER REGARDING THE DECISION OF THE SECOND LEVEL REVIEW
COMMITTEE WITHIN FIVE (5) BUSINESS DAYS OF THE DECISION. THE
NOTICE SHALL INCLUDE THE BASIS AND CLINICAL RATIONALE FOR THE
DECISION AND THE PROCEDURE FOR APPEALING THE DECISION.

(D) ANY INITIAL REVIEW OR SECOND LEVEL REVIEW CONDUCTED
UNDER THIS SECTION SHALL INCLUDE A LICENSED PHYSICIAN, OR, WHERE
APPROPRIATE, AN APPROVED LICENSED PSYCHOLOGIST, IN THE SAME OR
SIMILAR SPECIALTY THAT TYPICALLY MANAGES OR CONSULTS ON THE

HEALTH CARE SERVICE.] A REVIEW CONDUCTED UNDER THIS SECTION

SHALL INCLUDE A LICENSED PHYSICIAN OR, WHERE APPROPRIATE, AN

APPROVED LICENSED PSYCHOLOGIST OR APPROVED LICENSED DENTIST, IN

THE SAME OR SIMILAR SPECIALTY THAT TYPTICALLY 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

PROCESS, INCLUDING AN EXPEDITED EXTERNAL GRIEVANCE PROCESS,

SHALL BE AVAILABLE WHICH SHALL INCLUDE A REQUIREMENT THAT A
DECISION WITH APPROPRIATE NOTIFICATION TO THE ENROLLEE AND

HEALTH CARE PROVIDER BE MADE WITHIN FORTY-EIGHT (48) HOURS OF
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1 THE FILING OF THE EXPEDITED GRIEVANCE.
2 SECTION 2162. EXTERNAL GRIEVANCE PROCESS.--(A) [A] AN MA OR
3 CHIP MANAGED CARE PLAN SHALL ESTABLISH AND MAINTAIN AN EXTERNAL

4 GRIEVANCE PROCESS, INCLUDING AN EXPEDITED GRIEVANCE PROCESS, BY

5 WHICH AN ENROLLEE, AN ENROLLEE'S AUTHORIZED REPRESENTATIVE OR A

6 HEALTH CARE PROVIDER WITH THE WRITTEN CONSENT OF THE ENROLLEE OR

7 THE ENROLLEE'S AUTHORIZED REPRESENTATIVE MAY APPEAL THE DENIAL

8 OF A GRIEVANCE FOLLOWING COMPLETION OF THE INTERNAL GRIEVANCE
9 PROCESS. THE EXTERNAL GRIEVANCE PROCESS SHALL BE CONDUCTED BY AN
10 INDEPENDENT UTILIZATION REVIEW ENTITY NOT DIRECTLY AFFILIATED

11 WITH THE MA OR CHIP MANAGED CARE PLAN.

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

14 REVIEW ENTITY] AN TRO ON A ROTATIONAL BASIS FROM THE LIST

15 MAINTAINED UNDER SUBSECTION (D) AND NOTIFY THE ASSIGNED

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

17 PLAN WITHIN TWO (2) BUSINESS DAYS OF RECEIVING THE REQUEST. IF
18 THE DEPARTMENT FAILS TO SELECT [A UTILIZATION REVIEW ENTITY] AN

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

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

22 (2) THE MA OR CHIP MANAGED CARE PLAN SHALL NOTIFY THE

23 ENROLLEE, THE ENROLLEE'S AUTHORIZED REPRESENTATIVE OR HEALTH

24 CARE PROVIDER OF THE NAME, ADDRESS AND TELEPHONE NUMBER OF THE
25 [UTILIZATION REVIEW ENTITY] IRO ASSIGNED UNDER THIS SUBSECTION
26 WITHIN TWO (2) BUSINESS DAYS.

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

29 (1) ANY EXTERNAL GRIEVANCE SHALL BE FILED WITH THE MA OR

30 CHIP MANAGED CARE PLAN WITHIN FIFTEEN (15) DAYS OF RECEIPT OF A
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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

EXTERNAL GRIEVANCE, THE MA OR CHTP MANAGED CARE PLAN SHALL

NOTIFY THE ENROLLEE, THE ENROLLEE'S AUTHORIZED REPRESENTATIVE OR

THE HEALTH CARE PROVIDER, THE [UTILIZATION REVIEW ENTITY] IRO
THAT CONDUCTED THE INTERNAL GRIEVANCE AND THE DEPARTMENT THAT AN
EXTERNAL GRIEVANCE HAS BEEN FILED.

(2) THE [UTILIZATION REVIEW ENTITY] IRO 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 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 IRO

ASSTGNMENT WAS MATLED TO THE ENROLLEE OR ENROLLEE'S

REPRESENTATIVE.

(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:
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(I) ONE OR MORE LICENSED PHYSICIANS [OR], APPROVED LICENSED

PSYCHOLOGISTS OR APPROVED LICENSED DENTISTS IN ACTIVE CLINICAL

PRACTICE OR IN THE SAME OR SIMILAR SPECIALTY THAT TYPICALLY
MANAGES OR RECOMMENDS TREATMENT FOR THE HEALTH CARE 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 OR CHTP MANAGED CARE

PLAN. 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
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JURISDICTION HAS BEEN FILED.

(7) ALL FEES AND COSTS RELATED TO AN EXTERNAL GRIEVANCE
SHALL BE PAID BY THE NONPREVAILING PARTY IF THE EXTERNAL
GRIEVANCE WAS FILED BY THE HEALTH CARE PROVIDER. THE HEALTH CARE

PROVIDER AND THE [UTILIZATION REVIEW ENTITY] IRO OR MA OR CHIP

MANAGED CARE PLAN SHALL EACH PLACE IN ESCROW AN AMOUNT EQUAL TO
ONE-HALF OF THE ESTIMATED 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 SATISEFY THE REQUIREMENTS OF THIS SECTION. A WRITTEN
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DECISION PURSUANT TO AN ALTERNATIVE DISPUTE RESOLUTION SYSTEM

SHALL BE FINAL AND BINDING ON ALL PARTIES. AN ALTERNATIVE

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 CHIP 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 BENEFTT DETERMINATIONS.

SECTION 2164. INTERNAL ADVERSE BENEFIT DETERMINATION PROCESS

FOR INSURER.

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

MAINTAIN AN INTERNAL ADVERSE BENEEFIT 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 HEATLTH SERVICE ACT.

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

PRTOR TO ANY APPEAL OF AN ADVERSE BENEFIT DETERMINATTION UNDER

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

COVERED PERSON'S AUTHORIZED REPRESENTATIVE NOTICE OF THE COVERED

PERSON'S RIGHT TO APPEAL AN ADVERSE BENEFIT DETERMINATTION WHICH

SHALL BE IN A FORM APPROVED BY THE DEPARTMENT.

SECTION 2164.1. EXTERNAL REVIEW APPLICABILITY AND SCOPE.

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

SUBDIVISION SHALL APPLY TO:
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(1) AN ADVERSE BENEFIT DETERMINATION RENDERED BY AN

INSURER THAT ARE BASED ON ANY OF THE FOLLOWING:

(I) MEDICAL NECESSTITY.

(IT) APPROPRIATENESS OF SERVICE.

(ITT) HEATTH CARE SETTING.

(IV) TLEVEL OF CARE.

(V) FEFFECTIVENESS OF A COVERED BENEFIT.

(2) (RESERVED) .

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

THIS SUBDIVISION DO NOT APPLY TO:

(1) COMPLAINTS, WHICH MAY BE APPEALED UNDER SECTION

2142.

(2) GRIEVANCES, WHICH MAY BE REVIEWED UNDER SECTTION

2162.

(3) ADMINISTRATIVE ADVERSE BENEFIT DETERMINATIONS, WHICH

MAY BE APPEALED UNDER SECTION 2142.

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

AVATILABLE TO A COVERED PERSON OR COVERED PERSON'S AUTHORIZED

REPRESENTATIVE WITH RESPECT TO HEALTH CARE SERVICES OF ANY

MONETARY VALUE. THERE TS NO MINIMUM FINANCTIATL 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 IN 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 INSURER SENDS WRITTEN NOTICE IN A FORM APPROVED BY

THE DEPARTMENT OF EITHER OF THE FOLLOWING:

(1) AN ADVERSE BENEFIT DETERMINATION UPON COMPLETION OF

THE TINSURER'S UTILIZATION REVIEW PROCESS.

(2) A FINAL ADVERSE BENEFIT DETERMINATION.
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1 (B) CONTENT OF NOTICE.--THE NOTICE SHALL INCLUDE:

2 (1) THE FOLLOWING, OR SUBSTANTIALLY EQUIVALENT,

3 LANGUAGE :

4 WE HAVE DENIED YOUR REQUEST FOR THE PROVISION OF OR

5 PAYMENT FOR A HEALTH CARE SERVICE OR COURSE OF

6 TREATMENT. YOU MAY HAVE THE RIGHT TO HAVE OUR

7 DECTISTON REVIEWED BY HEATLTH CARE PROVIDERS WHO HAVE

8 NO ASSOCIATION WITH US TIF OUR DECISION INVOLVED

9 MAKING A JUDGMENT AS TO THE MEDICAL NECESSITY,

10 APPROPRIATENESS, HEALTH CARE SETTING, LEVEL OF CARE
11 OR EFFECTIVENESS OF THE HEALTH CARE SERVICE OR

12 TREATMENT YOU REQUESTED. YOU ALSO HAVE THE RIGHT TO A
13 REVIEW OF WHETHER WE HAVE COMPLIED WITH THE SURPRISE
14 BILLING AND COST-SHARING PROTECTIONS UNDER THE NO

15 SURPRISES ACT. YOU MAY SUBMIT A REQUEST FOR EXTERNAL
16 REVIEW TO THE PENNSYLVANTA INSURANCE DEPARTMENT.

17 (2) FOR A NOTICE RELATED TO AN ADVERSE BENEFTIT

18 DETERMINATION, A STATEMENT INFORMING THE COVERED PERSON THAT:
19 (1) IF THE COVERED PERSON HAS A MEDICAL CONDITION
20 FOR WHICH THE TIME FRAME FOR COMPLETION OF AN EXPEDITED
21 REVIEFW OF AN ADVERSE BENEFIT DETERMINATTION UNDER SECTTION
22 2164 WOULD SERIOUSLY JEOPARDIZE THE LTFE OR HEALTH OF THE
23 COVERED PERSON OR WOULD JEQPARDIZE THE COVERED PERSON'S
24 ABILITY TO REGAIN MAXTMUM FUNCTION, THE COVERED PERSON,
25 OR THE COVERED PERSON'S AUTHORIZED REPRESENTATIVE, MAY
26 FILE A REQUEST FOR AN EXPEDITED EXTERNAL REVIEW AT THE
27 SAME TIME AS A REQUEST FOR AN EXPEDITED REVIEW OF AN
28 ADVERSE BENEFIT DETERMINATION UNDER SECTION 2164. THE IRO
29 ASSIGNED TO CONDUCT THE EXPEDITED EXTERNAL REVIEW SHALL
30 DETERMINE WHETHER THE COVERED PERSON IS REQUIRED TO
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COMPLETE THE EXPEDITED REVIEW OF THE ADVERSE BENEFTIT

DETERMINATION PRIOR TO CONDUCTING THE EXPEDITED EXTERNAL

REVIEW. THE REQUEST MAY BE FILED UNDER SECTION 2164.6 OR

2164.7 TIF:

(A) THE ADVERSE BENEFTIT DETERMINATION INVOLVES A

DENTAL 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 CERTIFTIES IN WRITING THAT THE RECOMMENDED OR

REQUESTED HEALTH CARE SERVICES THAT ARE THE SUBJECT

OF THE ADVERSE BENEFIT DETERMINATTION WOULD BE

SIGNIFTICANTLY LESS EFFECTIVE TF NOT PROMPTLY

INITTATED.

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

AUTHORIZED REPRESENTATIVE MAY FTITLE AN APPEAL UNDER THE

INSURER'S INTERNAL APPEAL PROCESS UNDER SECTION 2164, BUT

SHALL BE CONSIDERED TO HAVE EXHAUSTED THE INSURER'S

INTERNAL APPEAL PROCESS FOR PURPOSES OF SECTION 2164.4

AND MAY IMMEDIATELY FTILE A REQUEST FOR EXTERNAL REVIEW

UNDER SECTION 2164.3 TF:

(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 FTILES THE APPEAL

WITH THE INSURER.

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

AUTHORIZED REPRESENTATIVE HAS NOT REQUESTED OR AGREED

TO A DELAY.
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(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 APPEATL PROCESS

UNLESS THE FATILURE OR FATILURES 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.

(3) FOR A NOTICE RETLATED TO A FINAL ADVERSE BENEFIT

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 SERIQUSLY

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 DETERMINATTION

CONCERNS :

(A) AN ADMISSION, AVAILABILITY 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

REPRESENTATIVE MAY REQUEST AN EXPEDITED EXTERNAL

REVIEW UNDER SECTION 2164.6.
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(B) A DENTIAL OF COVERAGE BASED ON A

DETERMINATION THAT THE RECOMMENDED OR REQUESTED

HEALTH CARE SERVICE IS EXPERIMENTAL OR

INVESTIGATTIONAL, THE COVERED PERSON OR COVERED

PERSON'S AUTHORIZED REPRESENTATIVE MAY FITE A REQUEST

FOR A STANDARD EXTERNAL REVIEW TO BE CONDUCTED UNDER

SECTION 2164.7.

(C) A WRITTEN CERTIFTICATION BY THE TREATING

HEATLTH CARE PROVIDER THAT THE RECOMMENDED OR

REQUESTED HEALTH CARE SERVICE THAT IS THE SUBJECT OF

THE REQUEST WOULD BE SIGNIFICANTLY LESS EFFECTIVE TF

NOT PROMPTLY TINITIATED, THE COVERED PERSON OR THE

COVERED PERSON'S AUTHORIZED REPRESENTATIVE MAY

REQUEST AN EXPEDITED EXTERNAL REVIEW TO BE CONDUCTED

UNDER SECTION 2164.7.

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

EXPEDITED EXTERNAL REVIEW PROCEDURES REQUIRED BY SECTION

2136.1 THAT HIGHLIGHTS THE PROVISIONS 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 CFR

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

INFORMATION, TINCLUDING MEDICAT RECORDS, CONCERNING THE

COVERED PERSON, THAT ARE PERTINENT TO THE EXTERNATL REVIEW.

SECTION 2164.3. REQUEST FOR EXTERNAL REVIEW.
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(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 BENEFIT DETERMINATION OR FINAL

ADVERSE BENEFIT DETERMINATION.

SECTION 2164.4. EXHAUSTION OF INTERNAIL APPEAL PROCESS.

(A) REQUIREMENT TO EXHAUST INTERNAL APPEAT 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 REVIEW UNDER SECTION 2164 MAY NOT

BE MADE UNTIL THE COVERED PERSON HAS EXHAUSTED THE INSURER'S

INTERNAL APPEAL PROCESS UNDER SECTION 2164.

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

INSURER'S INTERNAL APPEAL PROCESS FOR PURPOSES OF THIS

SECTION TIF THE COVERED PERSON OR THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE:

(I) HAS FILED AN APPEAL INVOLVING AN ADVERSE BENEFTIT

DETERMINATION UNDER SECTION 2164.

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

COVERED PERSON'S AUTHORIZED REPRESENTATIVE REQUESTED OR

AGREED TO A DELAY, HAS NOT RECEIVED A WRITTEN DECISTON ON

THE APPEAT FROM THE INSURER WITHIN 30 DAYS FOLLOWING THE

DATE THE COVERED PERSON OR THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE FILED THE APPEATL WITH THE
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(B)

INSURER.

(ITT) THE INSURER WAIVES TITS INTERNAL CLAIM AND

APPEAT, PROCESS AND THE REQUIREMENT FOR A COVERED PERSON

OR COVERED PERSON'S AUTHORIZED REPRESENTATIVE TO EXHAUST

THE PROCESS BEFORE FTITING A REQUEST FOR AN EXTERNAL

REVIEW OR AN EXPEDITED EXTERNAL REVIEW.

(IV) THE INSURER HAS FATLED TO COMPLY WITH THE

REQUIREMENTS OF THE INTERNAL CLATM AND APPEAL PROCESS

UNLESS THE FATLURE OR FATLURES 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 FILE A REQUEST FOR AN

EXPEDITED EXTERNAL REVIEW OF THE ADVERSE BENEFIT

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 LIFE OR HEALTH OF THE COVERED PERSON OR

WOULD JEOPARDIZE THE COVERED PERSON'S ABILITY TO REGAIN

MAXTMUM FUNCTION.

(I7) UNDER SECTION 2164.7, IF THE ADVERSE BENEFIT

DETERMINATION INVOLVES A DENTATL OF COVERAGE BASED ON A

DETERMINATION THAT THE RECOMMENDED OR REQUESTED HEALTH
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CARE SERVICE IS EXPERIMENTAL OR INVESTIGATIONAL, AND THE

COVERED PERSON'S TREATING HEALTH CARE PROVIDER CERTIFIES

IN WRITING THAT THE RECOMMENDED OR REQUESTED HEALTH CARE

SERVICE THAT TS THE SUBJECT OF THE ADVERSE BENEFTT

DETERMINATION WOULD BE SIGNIFICANTLY TESS EFFECTIVE TF

NOT PROMPTLY INITIATED.

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

REVIEW UNDER PARAGRAPH (1), THE IRO 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

ITRO DETERMINES THAT THE COVERED PERSON IS REQUIRED TO FIRST

COMPLETE THE INTERNAL EXPEDITED APPEAL PROCESS UNDER SECTION

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

AND, TIF APPLICABLE, THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE, THAT THE ITRO MAY NOT PROCEED WITH THE EXPEDITED

EXTERNAL REVIEW UNDER SECTION 2164.6 UNTIL THE INSURER HAS

COMPLETED THE EXPEDITED REVIEW PROCESS AND THE COVERED PERSON'S

ADVERSE BENEFTIT DETERMINATION APPEATL REMATINS UNRESOLVED.

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

EXTERNATL REVIEW OF AN ADVERSE BENEFTIT DETERMINATION MAY BE MADE

BEFORE THE COVERED PERSON HAS EXHAUSTED THE INSURER'S INTERNAL

APPEAL PROCEDURES UNDER SECTION 2164, IF THE INSURER AGREES TO

WATVE THE EXHAUSTION REQUIREMENT. AT THAT TIME, THE COVERED

PERSON OR THE COVERED PERSON'S AUTHORIZED REPRESENTATIVE MAY

FITE A REQUEST IN WRITING FOR STANDARD EXTERNAL REVIEW AS

PROVIDED IN SECTION 2164.5 OR SECTION 2164.7.

SECTION 2164.5. STANDARD EXTERNAL REVIEW.

20210SB0225PN1924 - 119 -



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

30

(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 BENEFTIT DETERMINATION UNDER SECTION 2164.2.

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

THE TINSURER 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 RECEIPT OF THE COPY OF THE EXTERNAL REVIEW

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

COMPLETE A PRETLIMINARY REVIEW OF THE REQUEST TO DETERMINE

WHETHFER:

(1) THE INDIVIDUAL TS 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 REVIEW, WAS

A COVERED PERSON UNDER THE HEALTH INSURANCE POLICY AT THE

TIME THE HEALTH CARE SERVICE WAS PROVIDED.

(2) THE HEATTH CARE SERVICE THAT TS THE SUBJECT OF THE

ADVERSE BENEFTIT DETERMINATION OR THE FTINAL ADVERSE BENEFTIT

DETERMINATION IS A COVERED SERVICE 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

NECESSITY, APPROPRIATENESS, HEATLTH CARE SETTING, LEVEL OF

CARE OR EFFECTIVENESS.

(3) THE COVERED PERSON HAS EXHAUSTED THE INSURER'S

INTERNAL APPEAL PROCESS UNDER SECTION 2164, UNLESS THE

COVERED PERSON IS NOT REQUIRED TO EXHAUST THE INSURER'S

20210SB0225PN1924 - 120 -



1 INTERNAL APPEAL PROCESS UNDER SECTION 2164.4.

2 (4) THE COVERED PERSON HAS NOT PROVIDED ALL THE
3 INFORMATION AND FORMS REQUIRED TO PROCESS AN EXTERNAL REVIEW,
4 INCLUDING THE RELEASE FORM PROVIDED UNDER SECTION 2164.2(B).
5 (C) NOTICE OF INITIAT DETERMINATION.--
6 (1) WITHIN ONE BUSINESS DAY OF COMPLETION OF THE
7 PRELIMINARY REVIEW, THE INSURER SHALL NOTIEFY THE DEPARTMENT
8 AND THE COVERED PERSON AND, IF APPLICABLE, THE COVERED
9 PERSON'S AUTHORIZED REPRESENTATIVE, IN WRITING WHETHER THE
10 REQUEST IS COMPLETE AND ELTIGIBLE FOR EXTERNAL REVIEW. THE
11 FOLLOWING APPLY:
12 (1) IF THE REQUEST IS NOT COMPLETE, THE INSURER
13 SHALL INFORM THE COVERED PERSON AND, TF APPLICABLE, THE
14 COVERED PERSON'S AUTHORIZED REPRESENTATIVE, AND THE
15 DEPARTMENT TN WRITING AND TINCLUDE IN THE NOTICE WHAT
16 INFORMATION OR MATERTALS ARE NEEDED TO MAKE THE REQUEST
17 COMPLETE .
18 (IT) IF THE REQUEST IS NOT ELIGIBLE FOR EXTERNAL
19 REVIEW, THE INSURER SHALL INFORM THE COVERED PERSON AND,
20 IF APPLICABLE, THE COVERED PERSON'S AUTHORIZED
21 REPRESENTATIVE, AND THE DEPARTMENT IN WRITING AND INCLUDE
22 IN THE NOTICE THE REASONS FOR THE REQUEST'S
23 INELTGIBILTITY.
24 (2) NOTIFICATION UNDER PARAGRAPH (1) (IT) SHALL BE
25 PROVIDED IN A FORM AS SPECIFIED BY THE DEPARTMENT AND INCLUDE
26 A STATEMENT INFORMING THE COVERED PERSON AND, IF APPLICABLE,
27 THE COVERED PERSON'S AUTHORIZED REPRESENTATIVE THAT AN
28 INSURER'S INITIAT DETERMINATION THAT THE EXTERNAL REVIEW
29 REQUEST IS INELTIGIBLE FOR REVIEW MAY BE APPEALED TO THE
30 DEPARTMENT .
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(3) NOTWITHSTANDING AN INSURER'S INITIAL DETERMINATION

THAT THE REQUEST IS INELIGIBLE FOR REVIEW, THE DEPARTMENT MAY

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

HEATTH TINSURANCE POLICY, THAT A REQUEST TS ELTGIBLE FOR

EXTERNAL REVIEW UNDER SUBSECTION (B). THE DETERMINATION SHALL

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

APPEALED TO THE COMMISSIONER. CONSIDERATION OF THE APPEAT, MAY

NOT DELAY OR TERMINATE THE EXTERNAL REVIEW.

(D) PROCEDURE FOR REVIEW OF ELIGIBLE REQUESTS.--—

(1) WITHIN ONE BUSINESS DAY OF THE DATE OF RECEIPT OF

NOTICE THAT A REQUEST TS ELIGIBLE FOR EXTERNAL REVIEW

FOLLOWING THE PRELIMINARY REVIEW CONDUCTED UNDER SUBSECTION

(C), THE DEPARTMENT SHATTL:

(I) ASSIGN AN TRO TO CONDUCT THE EXTERNAL REVIEW

FROM THE LIST OF APPROVED TROS COMPILED AND MATINTAINED BY

THE DEPARTMENT UNDER SECTION 2164.9 AND NOTIFY THE

INSURER OF THE NAME OF THE ASSIGNED IRO.

(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 NOTIFTICATION 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 (T), ADDITTONAL TINFORMATION THAT THE IRO

SHALL CONSIDER WHEN CONDUCTING THE EXTERNAL REVIEW. THE

TRO MAY ACCEPT AND CONSIDER ADDITTONAL TINFORMATTION

SUBMITTED AFTER FIVE BUSINESS DAYS.

(2) THE ASSIGNED IRO SHALL NOT BE BOUND BY A DECISTION OR
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CONCLUSTION 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,

SHALTL PROVIDE TO THE ASSIGNED TRO THE DOCUMENTS AND

INFORMATION CONSIDERED IN MAKING THE ADVERSE BENEFEFIT

DETERMINATION OR FINATL ADVERSE BENEFIT DETERMINATION.

(2) IF THE INSURER, OR A UTILIZATION REVIEW ORGANIZATION

DESIGNATED BY THE INSURER, FATLS TO PROVIDE DOCUMENTS AND

INFORMATION WITHIN THE TIME PERTOD SPECIFIED TN PARAGRAPH

(1), THE TRO MAY PROCEED WITH THE REVIEW, TERMINATE THE

EXTERNAL REVIEW AND MAKE A DECISTON TO REVERSE THE ADVERSE

BENEFIT DETERMINATION OR FINAT, ADVERSE BENEFTIT DETERMINATION.

WITHIN ONE BUSINESS DAY OF MAKING THE DECISION UNDER

PARAGRAPH (1), THE TRO SHALL NOTIFY THE DEPARTMENT, THE

INSURER, THE COVERED PERSON AND, TF APPL.ICABILE, THE COVERED

PERSON'S AUTHORIZED REPRESENTATIVE.

(F) REVIEW OF INFORMATION.-—

(1) THE ASSIGNED TRO SHALTL REVIEW ALT OF THE INFORMATTION

AND DOCUMENTS RECEIVED UNDER SUBSECTION (E) AND OTHER

INFORMATION SUBMITTED IN WRITING TO THE TRO BY THE COVERED

PERSON OR THE COVERED PERSON'S AUTHORIZED REPRESENTATIVE

UNDER SUBSECTION (D) (1) (IT).

(2) WITHIN ONE BUSINESS DAY OF RECEIPT QOF INFORMATION

SUBMITTED BY THE COVERED PERSON OR THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE, THE ASSIGNED TRO SHALL FORWARD THE

INFORMATION TO THE TNSURER.

(G) RECONSIDERATION BY INSURER.--—
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(1) UPON RECEIPT OF THE INFORMATION, IF ANY, REQUIRED TO

BE FORWARDED UNDER SUBSECTION (F) (2), THE INSURER MAY

RECONSIDER AN ADVERSE BENEFIT DETERMINATION OR FINAL ADVERSE

BENEFIT DETERMINATTION THAT TS THE SUBJECT OF THE EXTERNAL

REVIEW.

(2) RECONSIDERATION BY THE INSURER OF AN ADVERSE BENEETT

DETERMINATION OR FINATL ADVERSE BENEFIT DETERMINATTON UNDER

PARAGRAPH (1) MAY NOT DELAY OR TERMINATE THE EXTERNAL REVIEW.

(3) THE EXTERNAL REVIEW MAY BE TERMINATED WITHOUT AN TIRO

DETERMINATION ONLY TF THE INSURER DECIDES, UPON COMPLETION OF

THE INSURER'S RECONSIDERATION, TO REVERSE THE TNSURER'S

ADVERSE BENEFTIT DETERMINATTION OR FINAT ADVERSE BENEFTIT

DETERMINATION AND PROVIDE COVERAGE OR PAYMENT FOR THE

RECOMMENDED HEAILTH 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 SHALL NOTIFY THE DEPARTMENT, THE ASSIGNED IRO, THE

COVERED PERSON AND, TF APPLICABLE, THE COVERED PERSON'S

AUTHORTIZED REPRESENTATIVE, IN WRITING OF TITS DECISTON.

(5) THE ASSIGNED TRO SHALIL 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 TINFORMATION PROVIDED UNDER SUBSECTION (E), THE ASSIGNED IRO,

TO THE EXTENT THE INFORMATION OR DOCUMENTS ARE AVATLABLE AND THE

ITRO CONSIDERS THEM APPROPRIATE, SHALL CONSTIDER THE FOLLOWING

INFORMATION IN REACHING A DECISTON:

(1) THE COVERED PERSON'S MEDICAL RECORDS.
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1 (2) THE ATTENDING HEALTH CARE PROVIDER'S RECOMMENDATION.

2 (3) CONSULTING REPORTS FROM APPROPRIATE HEAILTH CARFE
3 PROVIDERS AND OTHER DOCUMENTS SUBMITTED BY THE INSURER, THE
4 COVERED PERSON, THE COVERED PERSON'S AUTHORIZED
5 REPRESENTATIVE OR THE COVERED PERSON'S TREATING PROVIDER.
6 (4) THE TERMS OF COVERAGE UNDER THE COVERED PERSON'S
7 HEALTH INSURANCE POLICY TO ENSURE THAT THE IRO'S DECISION IS
8 NOT CONTRARY TO THE TERMS OF COVERAGE.
9 (5) THE MOST APPROPRIATE PRACTICE GUIDELINES, WHICH
10 SHALL INCLUDE APPLICABLE EVIDENCE-BASED STANDARDS AND MAY
11 INCLUDE OTHER PRACTICE GUIDELINES DEVELOPED BY THE FEDERAL
12 GOVERNMENT OR NATIONAL OR PROFESSIONAL MEDICAL SOCIETIES,
13 BOARDS AND ASSOCIATIONS.
14 (6) APPILTICABLE CLINTCAL REVIEW CRITERIA DEVELOPED AND
15 USED BY THE INSURER OR A UTILIZATION REVIEW ORGANIZATION
16 DESIGNATED BY THE INSURER.
17 (7) THE OPTION OPINION OF THE TRO'S CLINICAL REVIEWER OR
18 REVIEWERS AFTER CONSIDERING THE INFORMATION UNDER PARAGRAPHS
19 @, 2), (3), (4), (5) AND (6).
20 (I) NOTICE OF DECISION.--
21 (1) WITHIN 45 DAYS QOF THE DATE OF RECEIPT OF THE REQUEST
22 FOR AN EXTERNAL REVIEW, THE ASSIGNED TRO SHAILL PROVIDE
23 WRITTEN NOTICE OF THE IRO'S DECISION TO UPHOLD OR REVERSE THE
24 ADVERSE BENEFTT DETERMINATION OR THE FINATL ADVERSE BENEFIT
25 DETERMINATION TO:
26 (I) THE COVERED PERSON.
27 (IT) IF APPLICABLE, THE COVERED PERSON'S AUTHORIZED
28 REPRESENTATIVE.
29 (ITT) THE INSURER.
30 (IV) THE DEPARTMENT.
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1 (2) THE IRO SHALIL INCLUDE IN THE NOTICE UNDER PARAGRAPH

2 ()
3 (I) A GENERAL DESCRIPTION OF THE REASON FOR THE
4 REQUEST FOR EXTERNAL REVIFEW.
5 (IT) THE DATE THE TRO RECEIVED THE ASSIGNMENT FROM
6 THE DEPARTMENT TO CONDUCT THE EXTERNAL REVIEW.
7 (ITT) THE DATE THE EXTERNAL REVIEW WAS CONDUCTED.
8 (IV) THE DATE OF THE IRO'S DECISION.
9 (V) THE PRINCIPAL REASON OR REASONS FOR THE TRO'S
10 DECISION, INCLUDING WHAT APPLICABLE EVIDENCE-BASED
11 STANDARDS WERE CONSTDERED IN REACHING THE TRO'S DECISION.
12 (VI) THE RATIONALE FOR THE TRO'S DECISION.
13 (VIT) REFERENCES TO THE EVIDENCE OR DOCUMENTATION,
14 INCLUDING EVIDENCE-BASED STANDARDS, CONSIDERED IN
15 REACHING THE TRO'S DECISION.
16 (3) UPON RECEIPT OF A NOTICE OF A DECISION UNDER
17 PARAGRAPH (1) REVERSING THE ADVERSE BENEFTIT DETERMINATION OR
18 FINAL ADVERSE BENEFTT DETERMINATION, THE INSURER SHALL WITHIN
19 24 HOURS APPROVE THE COVERAGE THAT WAS THE SUBJECT OF THE
20 ADVERSE BENEFTIT DETERMINATTION OR FINAT ADVERSE BENEFTIT
21 DETERMINATION.
22 (J) ASSIGNMENT OF TRO.--THE DEPARTMENT SHALL ASSIGN ON A

23 RANDOM BASTS AN APPROVED TRO FROM THOSE QUALIFIED TO CONDUCT THE

24 PARTICULAR EXTERNAL REVIEW BASED ON THE NATURE OF THE HEALTH

25 CARE SERVICE THAT IS THE SUBJECT OF THE ADVERSE BENEFIT

26 DETERMINATION OR FINAL ADVERSE BENEFIT DETERMINATION, AND SHALL

27 CONSIDER THE CONFLICT-OF-INTEREST CONCERNS UNDER SECTION

28 2164.10(D) .

29 SECTION 2164.6. EXPEDITED EXTERNAL REVIEW.

30 (A) REQUEST FOR REVIEW.--EXCEPT AS PROVIDED IN SUBSECTION

20210SB0225PN1924 - 126 -



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

30

(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 RECEIVES:

(1) AN ADVERSE BENEFIT DETERMINATION, IF EITHER OF THE

FOLLOWING APPLIES:

THE

(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 SERIQUSLY JEOPARDIZE THE LIFE OR

HEALTH OF THE COVERED PERSON OR WOULD JEOPARDIZE THE

COVERED PERSON'S ABILITY TO REGAIN MAXTMUM FUNCTION.

(I7) THE COVERED PERSON OR THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE HAS FITED A REQUEST FOR AN

EXPEDITED INTERNATL REVIEW OF AN ADVERSE BENEFTT

DETERMINATION UNDER SECTION 2164.

(2) A FINAL ADVERSE BENEFIT DETERMINATION TIF EITHER OF

FOLLOWING APPLY:

(B)

(I) THE COVERED PERSON HAS A MEDICAL CONDITION FOR

WHICH THE TIME FRAME FOR COMPLETION OF A STANDARD

EXTERNAL REVIEW UNDER SECTION 2164.5 WOULD SERIOQOUSLY

JEOPARDIZE THE TLTFE OR HEALTH OF THE COVERED PERSON OR

WOULD JEQOPARDIZE THE COVERED PERSON'S ABILITY TO REGAIN

MAXTMUM FUNCTION.

(IT) THE FINAL ADVERSE BENEFIT DETERMINATION

CONCERNS AN ADMISSTION, AVATLABILITY OF CARE, CONTINUED

STAY OR HEALTH CARE SERVICE FOR WHICH THE COVERED PERSON

RECEIVED EMERGENCY SERVICES BUT HAS NOT BEEN DISCHARGED

FROM A FACILITY.

PRELIMINARY REVIEW OF REQUEST.--

(1) UPON RECEIPT OF A REQUEST FOR AN EXPEDITED EXTERNAL
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REVIEW, THE DEPARTMENT SHALL, 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 SHAILI 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, TF APPILICABLE, THE

COVERED PERSON'S AUTHORIZED REPRESENTATIVE OF THE INSURER'S

ELIGIBILITY DETERMINATION.

(3) NOTIFICATION PROVIDED UNDER PARAGRAPH (2) SHAILL BE

PROVIDED IN A FORM AS SPECIFIED BY THE DEPARTMENT AND INCLUDE

A STATEMENT INFORMING THE COVERED PERSON AND, TF APPLICABLE,

THE COVERED PERSON'S AUTHORIZED REPRESENTATIVE THAT AN

INSURER'S INITTIAL DETERMINATION THAT THE EXTERNAL REVIEW

REQUEST IS INELTGIBLE FOR REVIEW MAY BE APPEALED TO THE

DEPARTMENT .

(4) NOTWITHSTANDING AN INSURER'S INITIAL DETERMINATION

THAT THE REQUEST IS INELIGIBLE 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

APPEAT MAY NOT DELAY OR TERMINATE THE EXTERNATL REVIEW.

(5) UPON RECEIPT OF THE NOTICE THAT THE REQUEST MEETS

THE REQUIREMENTS FOR REVIEW, THE DEPARTMENT SHALL, WITHIN 24

HOURS, ASSIGN AN TRO TO CONDUCT THE EXPEDITED EXTERNAL REVIEW

FROM THE T.IST OF APPROVED TROS COMPILED AND MATNTAINED BY THE

DEPARTMENT UNDER SECTION 2164.9. THE DEPARTMENT SHALIL, WITHIN

24 HOURS, NOTIFY THE INSURER OF THE NAME OF THE ASSIGNED TRO.
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(6) IN REACHING A DECISION IN ACCORDANCE WITH SUBSECTION

(E), THE ASSIGNED TIRO SHALL NOT BE BOUND BY A DECISION OR

CONCLUSION REACHED DURING THE INTERNAL ADVERSE BENEFTIT

DETERMINATION PROCESS FOR AN INSURER UNDER SECTION 2164.

(C) FORWARDING OF REQUIRED DOCUMENTS.--UPON RECEIPT 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

ASSIGNED TRO THE DOCUMENTS AND INFORMATION CONSIDERED IN MAKING

THE ADVERSE BENEFIT DETERMINATION OR FINAL ADVERSE BENEFIT

DETERMINATION BY ONE OF THE FOLLOWING METHODS:

(1) FELECTRONICALLY.

(2) BY TELEPHONE.

(3) BY FACSIMILE.

(4) BY ANY QOTHER AVATIABLE EXPEDITIOUS METHOD.

(D) FACTORS TO BE CONSIDERED.--IN ADDITION TO THE DOCUMENTS

AND TINFORMATION PROVIDED UNDER SUBSECTION (C), THE ASSIGNED IRO,

TO THE EXTENT THE INFORMATION OR DOCUMENTS ARE AVATILABLE AND THE

IRO CONSIDERS THEM APPROPRIATE, SHALL CONSIDER THE FOLLOWING

INFORMATION TN REACHING A DECISTON:

(1) THE COVERED PERSON'S MEDICATL 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, THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE OR THE COVERED PERSON'S TREATING PROVIDER.

(4) THE TERMS OF COVERAGE UNDER THE COVERED PERSON'S

HEALTH INSURANCE POLICY TO ENSURE THAT THE TRO'S DECISTION IS

NOT CONTRARY TO THE TERMS OF COVERAGE.

(5) THE MOST APPROPRIATE PRACTICE GUIDELINES, WHICH
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SHATTL INCLUDE APPLICABLE EVIDENCE-BASED STANDARDS AND MAY

INCLUDE ANY OTHER PRACTICE GUIDELINES DEVELOPED BY THE

FEDERAL GOVERNMENT OR NATIONAL OR PROFESSIONAL MEDICAL

SOCIETIES, BOARDS AND ASSOCIATIONS.

(6) APPIICABLE CLINICAL REVIEW CRITERIA DEVELOPED AND

USED BY THE INSURER OR A UTILIZATION REVIEW ORGANIZATION

DESIGNATED BY THE INSURER.

(7) THE OPINION OF THE IRO'S CLINICAL REVIEWER OR

REVIEWERS AFTER CONSIDERING THE INFORMATION UNDER PARAGRAPHS

@G, 2), 3), (4), (5) AND (6).

(E) NOTICE OF DECISTION.—--—

(1) AS EXPEDITIOUSLY AS THE COVERED PERSON'S MEDICAL

CONDITION OR CIRCUMSTANCES REQUIRE, BUT IN NO EVENT MORE THAN

72 HOURS AFTER THE DATE OF RECETIPT OF THE REQUEST FOR AN

EXPEDITED EXTERNAL REVIEW THAT MEETS THE REVIFWABILITY

REQUIREMENTS UNDER SECTION 2164.5(B), THE ASSIGNED TRO SHALL

PROVIDE NOTICE OF THE TRO'S DECISION TO UPHOLD OR REVERSE THE

ADVERSE BENEFIT DETERMINATION OR THE FINAL ADVERSE BENEEIT

DETERMINATION TO:

(1) THE COVERED PERSON.

(I7) IF APPLTICABLE, THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE.

(ITT) THE TINSURER.

(IV) THE DEPARTMENT.

(2) IF THE NOTICE PROVIDED UNDER PARAGRAPH (1) IS NOT IN

WRITING, WITHIN 48 HOURS OF THE DATE OF PROVIDING THAT

NOTICE, THE ASSIGNED TRO SHALL PROVIDE WRITTEN NOTICE OF THE

IRO'S DECISTON TO UPHOLD OR REVERSE THE ADVERSE BENEFTT

DETERMINATION OR THE FINATL ADVERSE BENEFTIT DETERMINATION TO:

(I) THE COVERED PERSON.
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1 (IT) IF APPLICABLE, THE COVERED PERSON'S AUTHORIZED

2 REPRESENTATIVE.
3 (ITT) THE TINSURER.
4 (IV) THE DEPARTMENT.
5 (3) THE TRO SHALL INCLUDE IN THE NOTICE UNDER PARAGRAPH
6 2):
7 (I) A GENERAL DESCRIPTION OF THE REASON FOR THE
8 REQUEST FOR EXTERNAL REVIEW.
9 (IT) THE DATE THE TRO RECEIVED THE ASSIGNMENT FROM
10 THE DEPARTMENT TO CONDUCT THE EXTERNAL REVIEW.
11 (ITT) THE DATE THE EXTERNAL REVIEW WAS CONDUCTED.
12 (IV) THE DATE OF THE TRO'S DECISION.
13 (V) THE PRINCTIPAL REASON OR REASON FOR THE TIRO'S
14 DECISION, INCLUDING APPLICABLE EVIDENCE-BASED STANDARDS
15 CONSIDERED IN REACHING THE TRO'S DECISION.
16 (VI) THE RATIONALE FOR THE TRO'S DECISTON.
17 (VITI) REFERENCES TO THE EVIDENCE OR DOCUMENTATION,
18 INCLUDING EVIDENCE-BASED STANDARDS, CONSIDERED IN
19 REACHING THE TRO'S DECISION.
20 (4) UPON RECEIPT OF A NOTICE OF A DECISION UNDER
21 PARAGRAPH (1) REVERSING THE ADVERSE BENEFIT DETERMINATION OR
22 FINATL ADVERSE BENEFIT DETERMINATION, THE TINSURER SHALTL,
23 WITHIN 24 HOURS, APPROVE THE COVERAGE THAT WAS THE SUBJECT OF
24 THE ADVERSE BENEFIT DETERMINATION OR FINAL ADVERSE BENEFTT
25 DETERMINATION.
26 (F) PROHIBITION OF RETROSPECTIVE EXPEDITED EXTERNAL

27 REVIEW.--AN EXPEDITED EXTERNAL REVIEW MAY NOT BE PROVIDED FOR

28 RETROSPECTIVE ADVERSE OR FINAL ADVERSE BENEFIT DETERMINATIONS.

29 (G) ASSTIGNMENT OF TRO.—--THE DEPARTMENT SHATT ASSIGN ON A

30 RANDOM BASTS AN APPROVED TRO AMONG THOSE QUALTFIED TO CONDUCT
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THE PARTICULAR EXTERNAL REVIEW BASED ON THE NATURE OF THE HEALTH

CARE SERVICE THAT IS SUBJECT OF THE ADVERSE BENEFIT

DETERMINATION OR FINAL ADVERSE BENEFIT DETERMINATION, AND SHALL

CONSIDER THE CONFLICT-OF-INTEREST CONCERNS UNDER SECTION

2164.10(D) .

SECTION 2164.7. EXTERNAL REVIEW OF EXPERIMENTAL OR

INVESTIGATTONAL TREATMENT ADVERSE BENEFTT

DETERMINATIONS.

(A) REQUEST FOR REVIEW.--

(1) WITHIN FOUR MONTHS OF THE DATE OF RECETIPT OF A

NOTICE OF AN ADVERSE BENEFIT DETERMINATION OR FINAL ADVERSE

BENEFIT DETERMINATION UNDER SECTION 2164.2 THAT INVOLVES A

DENTIAL 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 ORAL REQUEST FOR EXPEDITED

EXTERNAL REVIEW OF THE ADVERSE BENEFTIT DETERMINATION OR FINAL

ADVERSE BENEFIT DETERMINATION UNDER PARAGRAPH (1) IF THE

COVERED PERSON'S TREATING HEALTH CARE PROVIDER CERTIFICATES

IN WRITING THAT THE RECOMMENDED OR REQUESTED HEALTH CARE

SERVICES THAT ARE THE SUBJECT OF THE REQUEST WOULD BE

SIGNIFICANTLY LESS EFFECTIVE TE NOT PROMPTLY INITIATED. UPON

RECEIPT OF A REQUEST FOR AN EXPEDITED EXTERNAL REVIEW, THE

DEPARTMENT SHALL NOTIFY THE INSURER WITHIN 24 HOURS.

(3) WITH RESPECT TO NOTICE OF AN INSURER'S ELTIGIBILITY

DETERMINATTION:

(I) UPON NOTICE OF THE REQUEST FOR EXPEDITED
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EXTERNAL REVIEW, THE INSURER SHALL IMMEDIATELY DETERMINE

WHETHER THE REQUEST MEETS THE REQUIREMENTS FOR REVIEW

UNDER SUBSECTION (B). THE INSURER SHALL, WITHIN 24 HOURS,

NOTIFY THE DEPARTMENT, THE COVERED PERSON AND, TF

APPLICABIE, THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE, OF THE INSURER'S ELTIGIBILITY

DETERMINATTION.

(IT) THE DEPARTMENT MAY SPECIFY THE FORM FOR THE

INSURER'S NOTICE OF INITTAL DETERMINATION UNDER

SUBPARAGRAPH (I) AND ANY SUPPORTING INFORMATION TO BE

INCLUDED IN THE NOTICE.

(ITT) THE NOTICE OF INITTIATL DETERMINATTION UNDER

SUBPARAGRAPH (I) SHATTL INCLUDE A STATEMENT TINFORMING THE

COVERED PERSON AND, TF APPLICABLE, THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE, OF AN INSURER'S TINITIAL

DETERMINATION THAT THE EXTERNAL REVIEW REQUEST IS

INELTGIBLE FOR REVIEW AND THAT THE EXTERNAL REVIEW

REQUEST MAY BE APPEALED TO THE DEPARTMENT.

(3) NOTWITHSTANDING AN INSURER'S INITIAL DETERMINATION,

THE DEPARTMENT MAY DECIDE THAT A REQUEST TS EILIGIBLE FOR

EXTERNAL REVIEW UNDER PARAGRAPH (2) AND REQUIRE THAT THE

REQUEST BE REFERRED FOR EXTERNAL REVIEW. THE DEPARTMENT'S

DECISION SHAILL BE MADE IN ACCORDANCE WITH THE TERMS OF THE

COVERED PERSON'S HEALTH INSURANCE POLICY AND SHALL BE SUBJECT

TO ALL APPLICABLE PROVISIONS OF THIS SUBDIVISION. 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.

(4) UPON RECEIPT OF A NOTICE UNDER PARAGRAPH (2), THE
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DEPARTMENT SHALL, WITHIN 24 HOURS, ASSIGN AN TRO TO REVIEW

THE EXPEDITED REQUEST FROM THE LIST OF APPROVED TROS COMPILED

AND MAINTAINED BY THE DEPARTMENT UNDER SECTION 2164.9 AND

NOTIFY THE TINSURER OF THE NAME OF THE ASSIGNED TRO. THE

INSURER, OR A UTTILIZATTION REVIEW ORGANIZATION DESTGNATED BY

THE INSURER, SHALL THEN PROVIDE OR TRANSMIT ALL NECESSARY

DOCUMENTS AND INFORMATION CONSIDERED IN MAKING THE ADVERSE

BENEFIT DETERMINATION OR FINATL ADVERSE BENEFTT DETERMINATION

TO THE ASSIGNED TRO:

(I) FEILECTRONICALLY.

(IT) BY TELEPHONE.

(ITT) BY FACSIMILE.

(IV) BY ANY OTHER AVATTLABLE EXPEDITIOUS METHOD.

(B) PRELIMINARY 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

RECEIPT OF THE REQUEST.

(2) WITHIN FIVE BUSINESS DAYS OF THE DATE OF RECEIPT OF

THE NOTICE SENT UNDER PARAGRAPH (1), THE INSURER SHALL

CONDUCT AND COMPLETE A PRELIMINARY REVIEW OF THE REQUEST TO

DETERMINE WHETHER:

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

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

20210SB0225PN1924 - 134 -



1 SERVICE THAT IS THE SUBJECT OF THE ADVERSE BENEEFIT

2 DETERMINATION OR FINAL ADVERSE BENEFIT DETERMINATION:
3 (A) IS A COVERED BENEFIT UNDER THE COVERED
4 PERSON'S HEALTH INSURANCE POLICY, EXCEPT FOR THE
5 INSURER'S DETERMINATION THAT THE HEATTH CARE SERVICE
6 IS EXPERIMENTAL OR INVESTIGATIONAL FOR A PARTICULAR
7 MEDICAL CONDITION.
8 (B) IS NOT EXPLICITLY TISTED AS AN EXCLUDED
9 BENEFTT UNDER THE COVERED PERSON'S HEALTH INSURANCE
10 POLICY.
11 (ITT) THE COVERED PERSON'S TREATING HEALTH CARE
12 PROVIDER HAS CERTIFTED THAT ONE OF THE FOLLOWING
13 SITUATIONS IS APPLICABLE:
14 (A) STANDARD HEATLTH CARE SERVICES HAVE NOT BEEN
15 EFFECTIVE IN IMPROVING THE CONDITION OF THE COVERED
16 PERSON.
17 (B) STANDARD HEATLTH CARE SERVICES ARE NOT
18 MEDICALLY APPROPRIATE FOR THE COVERED PERSON.
19 (C) THERE ARE NO AVATLABLE STANDARD HEALTH CARE
20 SERVICES COVERED UNDER THE HEALTH INSURANCE POLICY
21 THAT ARE MORE BENEFICIATL THAN THE RECOMMENDED OR
22 REQUESTED HEALTH CARE SERVICES DESCRIBED IN
23 SUBPARAGRAPH (IV).
24 (IV) THE COVERED PERSON'S TREATING HEALTH CARE
25 PROVIDER ETITHER:
26 (A) HAS RECOMMENDED HEALTH CARE SERVICES THAT
27 THE HEALTH CARE PROVIDER CERTIFIES, IN WRITING, ARE
28 LIKELY TO BE MORE BENEFICIAL TO THE COVERED PERSON,
29 IN THE HEATLTH CARE PROVIDER'S OPINION, THAN AVATILABLE
30 STANDARD HEALTH CARE SERVICES.
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(B) HAS CERTIFTIED 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 BENEFTT

DETERMINATION, ARE LTIKELY TO BE MORE BENEFICIAL TO

THE COVERED PERSON THAN ANY AVATLABLE STANDARD HEATTH

CARE SERVICES, WHEN THE TREATING HEALTH CARE PROVIDER

IS A LICENSED, BOARD-CERTIFIED OR BOARD-ELIGIBLE

PHYSICIAN QUALIFIED TO PRACTICE IN THE AREA OF

MEDICINE APPROPRIATE TO TREAT THE COVERED PERSON'S

CONDITTION.

(V) THE COVERED PERSON HAS EXHAUSTED THE INSURER'S

INTERNAL CLAIMS AND APPEAL 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 INITIAT DETERMINATION.--

(1) WITHIN ONE BUSINESS DAY OF COMPLETION OF THE

PRELIMINARY REVIEW, THE INSURER SHALL NOTIEY THE DEPARTMENT

AND COVERED PERSON AND, TF APPLICABLE, THE COVERED PERSON'S

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 TN WRITING
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AND INCLUDE IN THE NOTICE WHAT INFORMATION OR MATERIALS

ARE NEEDED TO MAKE THE REQUEST COMPLETE.

(IT) IS NOT ELIGIBLE FOR EXTERNAL REVIEW, THE

INSURER SHALT INFORM THE COVERED PERSON AND, TF

APPLICABIE, THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE AND THE DEPARTMENT TN WRITING AND INCLUDE

IN THE NOTICE THE REASONS FOR THE REQUEST'S

INETLTGIBILITY.

(3) NOTIFICATION PROVIDED UNDER PARAGRAPH (2) SHALL BE

PROVIDED IN A FORM SPECIFIED BY THE DEPARTMENT AND INCLUDE A

STATEMENT INFORMING THE COVERED PERSON AND, IF APPLICABLE,

THE COVERED PERSON'S AUTHORIZED REPRESENTATIVE OF AN

INSURER'S INITIAT DETERMINATION THAT THE REQUEST TS

INELTGIBLE FOR EXTERNAL REVIFW AND THAT THE EXTERNAL REVIEW

REQUEST MAY BE APPEALED TO THE DEPARTMENT.

(4) NOTWITHSTANDING AN INSURER'S INITIAL DETERMINATION

THAT THE REQUEST TS INELIGIBLE FOR REVIEW, THE DEPARTMENT MAY

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

HEALTH INSURANCE POLTICY, 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

APPEALED TO THE COMMISSIONER. CONSIDERATION OF THE APPEAT, MAY

NOT DELAY OR TERMINATE THE EXTERNAL REVIEW.

(5) WHEN A REQUEST IS DETERMINED TO BE ELIGIBLE FOR

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

20210SB0225PN1924 - 137 -



1 NOTICE THAT A REQUEST IS ELIGIBLE FOR EXTERNAL REVIEW

2 FOLLOWING THE PRELIMINARY REVIEW CONDUCTED UNDER SUBSECTION
3 (C), THE DEPARTMENT SHALL:
4 (I) ASSIGN AN TRO TO CONDUCT THE EXTERNAL REVIEW
5 FROM THE LIST OF APPROVED TROS COMPILED AND MAINTAINED BY
6 THE DEPARTMENT UNDER SECTION 2164.9 AND NOTIFY THE
7 INSURER OF THE NAME OF THE ASSIGNED TIRO.
8 (IT) NOTIFY IN WRITING THE COVERED PERSON AND, IF
9 APPLICABLE, THE COVERED PERSON'S AUTHORIZED
10 REPRESENTATIVE OF THE REQUEST'S ELIGIBILITY AND
11 ACCEPTANCE FOR EXTERNAL REVIEW. THE NOTIFTCATTION SHALL
12 INCLUDE A STATEMENT THAT THE COVERED PERSON, OR THE
13 COVERED PERSON'S AUTHORIZED REPRESENTATIVE, MAY SUBMIT IN
14 WRITING TO THE ASSIGNED IRO, WITHIN FIVE BUSINESS DAYS OF
15 THE DATE OF RECEIPT OF THE NOTICE PROVIDED UNDER
16 SUBPARAGRAPH (T), ADDITIONAL INFORMATION THAT THE IRO
17 SHALL CONSIDER WHEN CONDUCTING THE EXTERNAL REVIEW. THE
18 IRO MAY ACCEPT AND CONSIDER ADDITIONAL INEFORMATION
19 SUBMITTED AFTER FIVE BUSINESS DAYS.
20 (2) WITHIN ONE BUSINESS DAY OF THE RECEIPT OF THE NOTICE
21 OF ASSIGNMENT TO CONDUCT THE EXTERNAL REVIEW UNDER PARAGRAPH
22 (1), THE ASSIGNED TRO SHALL:
23 (I) SELECT ONE OR MORE CLINICAL REVIEWERS UNDER
24 PARAGRAPH (3) TO CONDUCT THE EXTERNAL REVIEW.
25 (IT) BASED ON THE OPINION OR OPINIONS OF THE
26 CLINICAL REVIEWER OR REVIEWERS, MAKE A DECISTON TO UPHOLD
27 OR REVERSE THE ADVERSE BENEFIT DETERMINATION OR FINAL
28 ADVERSE BENEFTIT DETERMINATION.
29 (3) IN SELECTING A CLINICAL REVIEWER, THE ASSTIGNED TRO
30 SHALL SELECT A PHYSICIAN OR OTHER HEALTH CARE PROVIDER WHO
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MEETS THE MINIMUM QUALIFICATIONS DESCRIBED IN SECTION 2611.1

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, TF APPLICABLE, THE INSURER MAY

NOT CHOOSE OR CONTROL THE CHOICE OF THE PHYSICIAN OR OTHER

HEALTH CARE PROVIDER TO BE SELECTED TO CONDUCT THE EXTERNAL

REVIEW.

(4) IN ACCORDANCE WITH SUBSECTION (E), EACH CLINICAL

REVIEWER SHALL PROVIDE A WRITTEN OPINION TO THE ASSIGNED IRO

REGARDING WHETHER THE RECOMMENDED OR REQUESTED HEATLTH CARE

SERVICE SHOULD BE COVERED.

(5) THE ASSIGNED CLINICAL REVIEWER IS NOT BOUND BY A

DECISION OR CONCLUSION REACHED DURING THE INSURER'S TINTERNAL

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 UTILTIZATION REVIEW ORGANTIZATION DESTIGNATED BY THE TINSURER,

SHATLT PROVIDE TO THE ASSIGNED TIRO THE DOCUMENTS AND

INFORMATION CONSTIDERED IN MAKING THE ADVERSE BENEEFTIT

DETERMINATION OR THE FINATL ADVERSE BENEFTT DETERMINATION.

(2) EXCEPT AS PROVIDED IN PARAGRAPH (3), FATLURE BY THE

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 ORGANTIZATTION

DESIGNATED BY THE INSURER, FATLS TO PROVIDE THE DOCUMENTS AND
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INFORMATION WITHIN THE TIME PERTIOD SPECIFIED IN PARAGRAPH

(1), THE ASSIGNED IRO MAY TERMINATE THE EXTERNAL REVIEW AND

MAKE A DECISION TO REVERSE THE ADVERSE BENEFIT DETERMINATION

OR FINAL ADVERSE BENEFIT DETERMINATION. WITHIN 24 HOURS UPON

MAKING THE DECTSTON, THE TRO SHALL NOTIFY THE DEPARTMENT, THE

INSURER, THE COVERED PERSON, AND, IF APPLICABLE, THE COVERED

PERSON'S AUTHORIZED REPRESENTATIVE.

(F) REVIEW OF INFORMATION.--—

(1) EACH CLINICAL REVIEWER SELECTED UNDER SUBSECTION (D)

SHALL REVIEW ALL OF THE INFORMATION AND DOCUMENTS RECEIVED

UNDER SUBSECTION (E) AND OTHER TNFORMATION SUBMITTED IN

WRITING BY THE COVERED PERSON OR 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 COVERED PERSON'S

AUTHORIZED REPRESENTATIVE UNDER SUBSECTION (D) (1) (IT), THE

ASSIGNED TRO SHALL FORWARD THE INFORMATION TO THE INSURER.

(G) RECONSTDERATION BY INSURER.--

(1) UPON RECEIPT OF THE INFORMATION, TF ANY, REQUIRED TO

BE FORWARDED UNDER SUBSECTION (F) (2), THE INSURER MAY

RECONSIDER AN ADVERSE BENEFTT DETERMINATION OR FINAL ADVERSE

BENEFIT DETERMINATION THAT TS THE SUBJECT OF THE EXTERNAL

REVIEW.

(2) RECONSIDERATION BY THE INSURER OF AN ADVERSE BENEFIT

DETERMINATION OR FINAL ADVERSE BENEFIT DETERMINATION UNDER

PARAGRAPH (1) MAY NOT DELAY OR TERMINATE THE EXTERNAL REVIEW.

(3) THE EXTERNAL REVIEW MAY BE TERMINATED WITHOUT AN IRO

DETERMINATION ONLY TF THE TNSURER DECIDES, UPON COMPLETION OF

RECONSTIDERATION, TO REVERSE THE ADVERSE BENEFTIT DETERMINATION

OR FINATL ADVERSE BENEFIT DETERMINATION AND PROVIDE COVERAGE
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OR PAYMENT FOR THE RECOMMENDED HEATLTH CARE SERVICE THAT TS

THE SUBJECT OF THE EXTERNAL REVIEW.

(4) WITHIN ONE BUSINESS DAY OF MAKING THE DECISION TO

REVERSE THE TINSURER'S ADVERSE BENEFIT DETERMINATION OR FINATL

ADVERSE BENEFIT DETERMINATION, AS PROVIDED IN PARAGRAPH (3),

THE INSURER SHATLTL NOTIFY THE DEPARTMENT, THE ASSTIGNED TRO,

THE COVERED PERSON, AND, TIF APPLICABLE, THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE, IN WRITING OF THE INSURER'S

DECISION.

(5) THE ASSIGNED 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 CLINICAL REVIEWER SHALL

PROVIDE AN OPINION TO THE ASSIGNED TRO REGARDING WHETHER THE

RECOMMENDED OR REQUESTED HEATTH CARE SERVICE SHOULD BE

COVERED.

(2) EXCEPT FOR AN OPINTON PROVIDED UNDER PARAGRAPH (3),

A CLINICAT REVIEWER'S OPINION SHATT BE IN WRITING AND INCLUDE

THE FOLLOWING INFORMATION:

(I) A DESCRIPTION OF THE COVERED PERSON'S MEDICAL

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 TS MORE LIKELY THAN NOT TO BE BENEFICIAL TO

THE COVERED PERSON THAN ANY AVATLABLE STANDARD HEATLTH
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CARE SERVICE.

(B) THE ADVERSE RISKS OF THE RECOMMENDED OR

REQUESTED HEALTH CARE SERVICE WOULD NOT BE

SUBSTANTTALLY TINCREASED OVER THE ADVERSE RISKS OF

AVATTLABLE STANDARD HEATLTH CARE SERVICE.

(ITT) A DESCRIPTION AND ANALYSTIS OF MEDICAL OR

SCIENTIFIC EVIDENCE CONSIDERED IN REACHING THE OPINION.

(IV) A DESCRIPTION AND ANALYSTIS OF AN EVIDENCE-BASED

STANDARD.

(V) INFORMATTION ON WHETHER THE REVIEWER'S RATIONALE

FOR THE OPINTON IS BASED ON SUBSECTION (T) (5) (I) OR (IT).

(3) THE FOLLOWING SHALTL APPLY:

(1) FOR AN EXPEDITED EXTERNAL REVIEW, A CLINICAL

REVIEWER SHALL PROVIDE AN OPINION ORALLY 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 CLINTICAL REVIFWER SHALTL PROVIDE

WRITTEN CONEFIRMATION OF THE OPINION TO THE ASSIGNED IRO

AND INCLUDE THE INFORMATION REQUIRED UNDER PARAGRAPH (2).

(I) FACTORS TO BE CONSIDERED.—--IN ADDITION TO THE DOCUMENTS

AND INFORMATION PROVIDED UNDER SUBSECTION (A) (2) OR (E), A

CLINICAL REVIEWER SELECTED UNDER SUBSECTION (D), TO THE EXTENT

THE TINFORMATION OR DOCUMENTS ARE AVATLABLE AND THE REVIEWER

CONSIDERS APPROPRTATE, SHALTL CONSTIDER THE FOLLOWING IN REACHING

AN OPTINTON UNDER SUBSECTION (H):

(1) THE COVERED PERSON'S MEDICAL RECORDS.
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(2) THE ATTENDING HEALTH CARE PROVIDER'S RECOMMENDATION.

(3) CONSULTING REPORTS FROM APPROPRIATE HEAILTH CARFE

PROVIDERS AND OTHER DOCUMENTS SUBMITTED BY THE INSURER, THE

COVERED PERSON, AND, IF APPLTICABLE, 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

ADMINTSTRATION, TF 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

AVATLABLE STANDARD HEALTH CARE SERVICE.

(B) THE ADVERSE RISKS OF THE RECOMMENDED OR

REQUESTED HEATLTH CARE SERVICE WOULD NOT BE

SUBSTANTTIALLY TINCREASED OVER THE ADVERSE RISKS OF AN

AVATTLABLE STANDARD HEATTH CARE SERVICE.

(J) NOTICE OF DECISION.--

(1) WITHIN 20 DAYS OF THE DATE THE ASSIGNED IRO RECEIVES

THE OPINION OF A CLINICAL REVIEWER, THE ASSIGNED ITRO SHALL

PROVIDE WRITTEN NOTICE OF THE ASSIGNED TRO'S DECISTION TO

UPHOLD OR REVERSE THE ADVERSE BENEFIT DETERMINATION TO:

(1) THE COVERED PERSON.

(I7) IF APPLICABLE, THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE.
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(ITT) THE TINSURER.

(IV) THE DEPARTMENT.

(2) IF A MAJORITY OF THE CLINICAL REVIEWERS RECOMMEND

THAT :

(1) 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 TINSURER'S ADVERSE BENEFTIT DETERMINATION OR

FINATL ADVERSE BENEFTIT DETERMINATTION.

(3) IF THE CLINICAL REVIEWERS ARE EVENLY DIVIDED AS TO

WHETHFER THE RECOMMENDED OR REQUESTED HEALTH CARE SERVICE

SHOULD BE COVERED:

(I) THE TRO SHALL OBTAIN THE OPINION OF AN

ADDITIONAL CLINICAL REVIEWER TN ORDER FOR THE TRO 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 TINFORMATION TO REACH AN OPINTION AS THE

CLINICATL REVIEWERS WHO HAVE ATREADY SUBMITTED THETIR

OPINTON.

(ITT) THE SELECTION OF THE ADDITIONAL CLINICAL

REVIEWER MAY NOT EXTEND THE TIME WITHIN WHICH THE

ASSIGNED TRO IS REQUIRED TO MAKE A DECISTON.

(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.
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(IT) THE WRITTEN OPINION OF EACH CLINICAL REVIEWER,

INCLUDING THE RECOMMENDATION OF EACH CLINICAL REVIEWER AS

TO WHETHER THE RECOMMENDED OR REQUESTED HEALTH 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 EXTERNATL REVIEW.

(IV) THE DATE OF THE EXTERNAL REVIEW.

(V) THE DATE OF THE TIRO'S DECISION.

(VI) THE PRINCIPAL REASON OR REASONS FOR THE TRO'S

DECISION.

(VIT) THE RATTIONALE FOR THE TRO'S DECISTION.

(5) UPON RECETPT OF A NOTICE OF A DECISTON UNDER

PARAGRAPH (1) REVERSING THE ADVERSE BENEFTIT DETERMINATION OR

FINAL ADVERSE BENEFTIT DETERMINATION, THE TNSURER SHALTL,

WITHIN 24 HOURS, APPROVE THE COVERAGE THAT WAS THE SUBJECT OF

THE ADVERSE BENEFIT DETERMINATION OR FINATL ADVERSE BENEFIT

DETERMINATION.

(K) 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 THE 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 2164.8. BINDING NATURE OF EXTERNAL REVIEW DECISION.

(A) BINDING ON INSURER.--AN EXTERNAL REVIEW DECISION SHALL

BE BINDING ON THE TNSURER, EXCEPT TO THE EXTENT THE TINSURER HAS

OTHER REMEDIES AVATIABLE UNDER APPLICABLE STATE TAW.

(B) BINDING ON COVERED PERSON.--AN EXTERNAL REVIEW DECISION
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SHALL BE BINDING ON A COVERED PERSON, EXCEPT TO THE EXTENT THE

COVERED PERSON HAS OTHER REMEDIES AVAILABLE UNDER APPLICABLE

FEDERAL AND STATE LAW.

(C) FINALTTY OF DECISTON.--NETTHER THE COVERED PERSON NOR

THE COVERED PERSON'S AUTHORIZED REPRESENTATIVE MAY FTLE A

SUBSEQUENT REQUEST FOR EXTERNAL REVIEW INVOLVING THE SAME

ADVERSE BENEFTIT DETERMINATION OR FTINATL ADVERSE BENEFTT

DETERMINATION FOR WHICH THE COVERED PERSON HAS ALREADY RECEIVED

AN EXTERNAL REVIEW DECISION UNDER THIS SUBARTICLE.

SECTION 2164.9. DEPARTMENT APPROVAL OF INDEPENDENT REVIEW

ORGANIZATIONS.

(A) GENERATL RULE.--THE DEPARTMENT MAY APPROVE AN TRO

ELIGIBLE TO BE ASSTIGNED TO CONDUCT EXTERNAL REVIEWS UNDER THIS

SUBDIVISION.

(B) ELIGIBILITY REQUIREMENTS.--TO BE ELTIGIBLE FOR APPROVAL

BY THE DEPARTMENT UNDER THIS SECTION TO CONDUCT EXTERNAL REVIEWS

UNDER THIS SUBDIVISION, AN TRO MUST:

(1) EXCEPT AS OTHERWISE PROVIDED IN THIS SECTION, BE

ACCREDITED BY A NATIONALLY RECOGNIZED PRIVATE ACCREDITING

ENTITY THAT THE DEPARTMENT HAS DETERMINED TO POSSESS TRO

ACCREDITATION STANDARDS THAT ARE EQUIVALENT TO OR EXCEED THE

MINIMUM QUALIFICATIONS FOR THE TROS ESTABLISHED UNDER SECTION

2611.1.

(2) SUBMIT AN APPLICATION FOR APPROVAL IN ACCORDANCE

WITH SUBSECTION (D).

(3) IDENTIFY THE TRO'S PROPOSED FEES FOR EXTERNAL

REVIEWS.

(C) FORM OF APPLICATION.--THE DEPARTMENT SHALTL DEVEILOP AN

APPTTCATTION FORM FOR INITTATLTY APPROVING AND FOR RENEWING THE

APPROVAL OF TROS TO CONDUCT EXTERNAL REVIEWS.
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1 (D) CONSTIDERATION OF APPLICATION.--

2 (1) AN TRO SEEKING APPROVAL TO CONDUCT EXTERNAL REVIEWS
3 UNDER THIS SUBDIVISION SHALL SUBMIT THE APPLICATION FORM AND
4 INCLUDE WITH THE FORM ALTL DOCUMENTATION AND INFORMATION
5 NECESSARY FOR THE DEPARTMENT TO DETERMINE WHETHER THE TRO
6 SATISEFIES THE MINIMUM QUALIFICATIONS ESTABLISHED UNDER
7 SECTION 2164.10.
8 (2) THE DEPARTMENT MAY APPROVE AN TRO THAT IS NOT
9 ACCREDITED BY A NATIONALLY RECOGNIZED PRIVATE ACCREDITING
10 ENTITY TF THERE ARE NO ACCEPTABLE NATIONALLY RECOGNIZED
11 PRIVATE ACCREDITING ENTITIES PROVIDING TRO ACCREDITATION.
12 (3) THE DEPARTMENT MAY CHARGE THE TRO AN APPLICATION FEE
13 TO BE SUBMITTED WITH AN APPLTICATION FOR APPROVAL OR FOR
14 RENEWAT .
15 (4) THE DEPARTMENT MAY DECLINE TO CERTIFY AN TRO TIF THE
16 IRO'S PROPOSED FEES FOR EXTERNAL REVIEWS ARE DETERMINED BY
17 THE DEPARTMENT TO BE UNREASONABLE.
18 (E) DURATION OF APPROVAL.--
19 (1) AN APPROVAL SHALL BE VALTID FOR TWO YEARS UNLESS THE
20 DEPARTMENT DETERMINES BEFORE THE APPROVAL EXPIRES THAT THE
21 IRO NO LONGER SATISEFIES THE MINIMUM QUALTIFTCATIONS
22 ESTABLISHED UNDER SECTION 2164.10.
23 (2) IF THE DEPARTMENT DETERMINES THAT AN TRO IS NO
24 LONGER ACCREDITED OR NO LONGER SATISFIES THE MINIMUM
25 REQUIREMENTS ESTABLISHED UNDER SECTION 2164.10, THE
26 DEPARTMENT MAY TERMINATE THE APPROVAL OF THE TRO AND REMOVE
27 THE TRO FROM THE LIST OF IROS APPROVED TO CONDUCT EXTERNAL
28 REVIEWS UNDER THIS SUBDIVISION.
29 (F) T.IST OF APPROVED TROS.--THE DEPARTMENT SHATT MAINTAIN

30 AND PERTIODICALLY UPDATE A LIST OF APPROVED IROS. THE DEPARTMENT
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SHALL PERTODICALLY TRANSMIT NOTICE A LIST OF APPROVED IROS TO

THE LEGISLATIVE REFERENCE BUREAU FOR PUBLICATION IN THE

PENNSYLVANIA BULLETIN.

(G) NO PROHIBITION.--NOTHING IN THIS SECTION OR IN SECTION

2164.10 SHALL PROHIBIT 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 MATINTAIN WRITTEN POLICIES

AND PROCEDURES THAT GOVERN ALT ASPECTS OF BOTH THE STANDARD AND

EXPEDITED ADVERSE BENEFTIT DETERMINATION EXTERNAL REVIEW AND

EXTERNAL GRIEVANCE REVIEW REQUIRED BY SECTIONS 2162, 2162.6 AND

2162.7 THAT INCLUDE, AT A MINIMUM:

(1) A QUALITY ASSURANCE MECHANISM IN PLACE THAT ENSURES:

(I) THAT AN EXTERNAL REVIEW TS CONDUCTED WITHIN THE

SPECIFIED TIME PERIOD AND THAT REQUIRED NOTICES ARE

PROVIDED IN A TIMELY MANNER.

(I7) THE SELECTION OF QUALTFTIED AND IMPARTIATL

CLINICAL REVIEWERS TO CONDUCT EXTERNATL REVIEW ON BEHALF

OF THE TRO, AND SUITABLE MATCHING OF REVIEWERS TO

SPECIFIC CASES.

(ITT) THAT AN TRO EMPLOYS OR CONTRACTS WITH AN

ADEQUATE NUMBER OF CLINICAL REVIEWERS TO SUITABLY MATCH

REVIEWERS TO SPECIFIC CASES.

(IV) THE CONFIDENTIALITY OF MEDICAL AND TREATMENT

RECORDS AND CLINTICAT REVIEW CRITERTA.

(V) THAT A PERSON EMPTOYED BY OR UNDER CONTRACT WITH

THE TRO ADHERES TO THE REQUIREMENTS OF THIS SUBDIVISION.
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1 (VI) THAT THE TRO AND ITS ASSIGNED CLINICAL

2 REVIEWERS ARE UNBIASED IN THE CONDUCT OF AN EXTERNAL

3 REVIEW.

4 (2) A TOLL-FREE TELEPHONE SERVICE TO RECEIVE INFORMATION
5 24 HOURS PER DAY, 7 DAYS PER WEEK, RELATED TO EXTERNAL

6 REVIEWS, THAT IS CAPABLE OF ACCEPTING, RECORDING OR PROVIDING
7 APPROPRIATE INSTRUCTION TO INCOMING TELEPHONE CALLERS DURING
8 OTHER-THAN-NORMAL BUSINESS HOURS.

9 (3) AN AGREEMENT TO MAINTAIN AND PROVIDE TO THE
10 DEPARTMENT THE INFORMATION DESCRIBED IN SECTION 2164.12.
11 (B) OQUALTIFTICATIONS OF CLINICAL REVIEWER.--A CLINICAL

12 REVIEWER ASSIGNED BY AN TRO TO CONDUCT EXTERNAL REVIEW MUST BE A

13 PHYSICIAN OR OTHER APPROPRIATE HEALTH CARE PROVIDER WHO MEETS

14 THE FOLLOWING MINTMUM QUALTIFICATIONS:

15 (1) HAS EXPERTISE IN THE TREATMENT OF THE COVERED

16 PERSON'S OR ENROLLEE'S MEDICAL CONDITION THAT IS THE SUBJECT
17 OF THE EXTERNAL REVIEW.

18 (2) IS KNOWLEDGEABLE ABOUT THE RECOMMENDED HEALTH CARE
19 SERVICE THROUGH RECENT OR CURRENT ACTUAL CLINICAL EXPERIENCE
20 TREATING PATTIENTS WITH THE SAME OR STIMILAR MEDICAL CONDITION
21 OF THE COVERED PERSON OR ENROLLEE.

22 (3) HOLDS A NONRESTRICTED LICENSE IN A STATE OR

23 COMMONWEALTH OF THE UNITED STATES AND, FOR A PHYSICIAN, A

24 CURRENT CERTTIFICATION FROM A RECOGNIZED AMERICAN MEDICAL

25 SPECIALTY BOARD IN THE AREA OR AREAS OF MEDICINE APPROPRIATE
26 TO THE SUBJECT OF THE EXTERNAL REVIEW.

27 (4) HAS NO HISTORY OF DISCIPLINARY ACTIONS OR SANCTIONS,
28 INCLUDING LOSS OF STAFF PRIVILEGES OR PARTICIPATION

29 RESTRICTIONS, THAT HAVE BEEN TAKEN OR ARE PENDING BY A

30 HOSPITAL, GOVERNMENTAL AGENCY OR UNIT OR REGULATORY BODY THAT
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RAISE A SUBSTANTIAL QUESTION AS TO THE CLINICAL REVIEWER'S

PHYSICAL, MENTAL OR PROFESSIONAL COMPETENCE OR MORAL

CHARACTER.

(C) PROHIBITED RETATTIONSHIPS.--IN ADDITION TO THE

REQUIREMENTS UNDER SUBSECTION (A), AN TRO 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 CHTIP MANAGED

CARE PLAN, A NATIONAL, STATE OR LOCAL TRADE ASSOCIATION OF

INSURERS OR MA OR CHIP MANAGED CARE PLANS, OR HEATLTH CARE

PROVIDERS.

(D) CONFLICTS OF INTEREST.--—

(1) IN ADDITION TO THE REQUIREMENTS UNDER THIS SECTION,

TO BE APPROVED UNDER SECTIONS 2162, 2162.6 OR 2162.7 TO

CONDUCT AN EXTERNAL REVIEFW OF A SPECIFTIED CASE, NETITHER THE

IRO SELECTED TO CONDUCT THE EXTERNAL REVIEW NOR A CLINICAL

REVIEWER ASSIGNED BY THE TIRO TO CONDUCT THE EXTERNAL REVIEW

MAY HAVE A MATERIATL PROFESSIONAL, FAMITTAL OR FINANCIAL

CONFLICT OF INTEREST WITH ANY OF THE FOLLOWING:

(I) THE INSURER OR MA OR CHIP MANAGED CARE PLAN THAT

IS THE SUBJECT OF THE EXTERNAL REVIEW.

(I7) THE COVERED PERSON OR ENROLLEE WHOSE TREATMENT

IS THE SUBJECT OF THE EXTERNAL REVIEW OR THE COVERED

PERSON'S OR ENROLLEE'S AUTHORIZED REPRESENTATIVE.

(ITTI) AN OFFICER, DIRECTOR OR MANAGEMENT EMPLOYEE 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

ASSOCTATION RECOMMENDING THE HEATTH CARE SERVICE THAT TS

THE SUBJECT OF THE EXTERNAL REVIEW.
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(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 TIRO HAS A MATERIAL PROFESSIONAL, FAMILIAL OR FINANCIAL

CONFLICT OF INTEREST FOR PURPOSES OF PARAGRAPH (1), THE

DEPARTMENT SHALL TAKE INTO CONSIDERATION SITUATIONS WHERE AN

APPARENT CONFLICT OF INTEREST UNDER PARAGRAPH (1) IS NOT

MATERTATL.

(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 QUALIFICATIONS OF

THIS SECTION SHALL BE PRESUMED TO BE IN COMPLIANCE WITH THTIS

SECTION TO BE ELIGIBLE FOR APPROVAIL UNDER SECTION 2164.9.

(2) THE DEPARTMENT SHATT, INTTTIATTLY AND PERTODICALLY

REVIFW THE TRO 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 MINTIMUM QUALTIFICATIONS 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 TRO ACCREDITATION

STANDARDS AVATILABLE TO THE DEPARTMENT OR THE NATC IN ORDER

20210SB0225PN1924 - 151 -



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
277
28
29
30

FOR THE DEPARTMENT TO DETERMINE TIF THE ENTITY'S STANDARDS

EXCEED OR ARE EQUIVALENT TO THE MINIMUM QUALTIEICATIONS

ESTABLISHED UNDER THIS SECTION. THE DEPARTMENT MAY EXCLUDE A

PRIVATE ACCREDITING ENTITY THAT TS NOT REVIFEWED BY THE NATC.

SECTION 2164.11. HOLD HARMILESS FOR INDEPENDENT REVIEW

ORGANIZATIONS.

NO TRO, CLINICAL REVIEWER WORKING ON BEHATLF OF AN TRO OR AN

EMPLOYEE, AGENT OR CONTRACTOR OF AN TRO MAY BE HELD LIABLE FOR

DAMAGES TO A PERSON FOR AN OPTINTION RENDERED, OR ACT OR OMISSION

PERFORMED, WITHIN THE SCOPE OF THE ORGANIZATION'S OR PERSON'S

DUTIES UNDER THE TAW DURING OR UPON COMPLETION OF AN EXTERNAL

REVIEW CONDUCTED UNDER THIS SUBDIVISTION, UNLESS THE OPINTION WAS

RENDERED, OR ACT OR OMISSION PERFORMED, IN BAD FAITH OR INVOLVED

GROSS NEGLIGENCE.

SECTION 2164.12. EXTERNAL REVIEW REPORTING REQUIREMENTS.

(A) RECORDKEEPING BY TROS.--

(1) AN TRO ASSIGNED UNDER THIS SUBDIVISTION TO CONDUCT AN

EXTERNAL REVIEW SHATTL MATNTAIN WRITTEN RECORDS IN THE

AGGREGATE FOR THE ENTIRE COMMONWEALTH AND FOR EACH INSURER OR

MA OR CHIP MANAGED CARE PTLAN, ON ALL REQUESTS FOR WHICH THE

IRO CONDUCTED AN EXTERNAL REVIEW DURING A CALENDAR YFEAR.

(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 SPECTFTIED 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 PILAN:

(1) THE TOTATL NUMBER OF REQUESTS FOR EXTERNAL
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REVIEW.

(IT) THE NUMBER OF REQUESTS FOR EXTERNAL REVIEW

RESOLVE AND, OF THOSE RESOLVED, THE NUMBER RESOLVED

UPHOLDING THE ADVERSE BENEFTIT DETERMINATION OR FINAL

ADVERSE BENEFTIT DETERMINATION AND THE NUMBER RESOLVED

REVERSING THE ADVERSE BENEFIT DETERMINATION OR FINAL

ADVERSE BENEFTIT DETERMINATTION.

(ITI) 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 SPECTFIED BY THE DEPARTMENT.

(V) THE NUMBER OF EXTERNAL REVIEWS UNDER SECTTIONS

2164.5 AND 2164.7 THAT WERE TERMINATED AS THE RESULT OF A

RECONSIDERATION BY THE INSURER OF THE ADVERSE BENEFIT

DETERMINATION OR FINATL ADVERSE BENEFIT DETERMINATION

AFTER THE RECETPT OF ADDITIONAL INFORMATION FROM THE

COVERED PERSON OR THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE.

(VI) OTHER TINFORMATION THE DEPARTMENT MAY REQUEST OR

REQUIRE.

(4) THE TRO SHALL RETAIN THE WRITTEN RECORDS REQUIRED

UNDER THIS SUBSECTION FOR AT LEAST THREE YEARS.

(B) RECORDKEEPING BY INSURERS.--—

(1) AN INSURER SHALTL MATINTAIN WRITTEN RECORDS IN THE

AGGREGATE, FOR THE ENTIRE COMMONWEALTH, FOR EACH TYPE OF

HEALTH INSURANCE POLICY OFFERED BY THE INSURER, ON ALL

REQUESTS FOR EXTERNAL REVIEW AS TO WHICH THE TINSURER RECEIVES

NOTICE FROM THE DEPARTMENT UNDER THIS SUBARTICLE.

(2) AN INSURER REQUIRED TO MAINTAIN WRITTEN RECORDS
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1 UNDER PARAGRAPH (1) SHALL SUBMIT TO THE DEPARTMENT, UPON

2 REQUEST, A REPORT IN THE FORMAT SPECIFIED BY THE DEPARTMENT.
3 (3) THE REPORT SHALL INCLUDE IN THE AGGREGATE, FOR THE
4 ENTIRE COMMONWEALTH AND FOR EACH TYPE OF HEALTH INSURANCE

5 POLICY OFFERED BY THE INSURER:

6 (I) THE TOTAL NUMBER OF REQUESTS FOR EXTERNAL

7 REVIEW.

8 (IT) OF THE TOTAL NUMBER OF REQUESTS FOR EXTERNAL
9 REVIEW REPORTED UNDER SUBPARAGRAPH (I), THE NUMBER OF
10 REQUESTS DETERMINED ELIGIBLE FOR EXTERNAL REVIEW.
11 (ITT) OTHER INFORMATION THE DEPARTMENT MAY REQUEST
12 OR REQUIRE.
13 (4) THE INSURER SHALL RETAIN THE WRITTEN RECORDS
14 REQUIRED UNDER THIS SUBSECTION FOR AT LEAST THREE YEARS.

15 SECTION 2164.13. FUNDING OF EXTERNAL REVIEW.

16 (A) COST.--THE INSURER AGAINST WHICH A REQUEST FOR STANDARD

17 EXTERNAL REVIEW OR EXPEDITED EXTERNAL REVIEW UNDER SECTION

18 2164.5, 2164.6 OR 2164.7 IS FILED SHALL PAY THE COST OF THE IRO

19 TO CONDUCT THE EXTERNAL REVIEW.

20 (B) FEES.--THE FEES CHARGED BY AN TRO SHATLL BE REASONABLE

21 AND CUSTOMARY. THE DEPARTMENT SHALIL ANNUALLY TRANSMIT NOTICE OF

22 THE FEES FOR THE TYPES OF ADVERSE BENEFIT DETERMINATIONS UNDER

23 REVIEW TO THE LEGISLATIVE REFERENCE BUREAU FOR PUBLICATION IN

24 THE PENNSYLVANTA BULLETIN.

25 (C) NO FEE.--A COVERED PERSON OR THE COVERED PERSON'S

26 AUTHORIZED REPRESENTATIVE MAY NOT BE CHARGED A FEE IN ORDER TO

27 FILE A REQUEST FOR EXTERNAL REVIEW.

28 SECTION 2164.14. AVATLABILITY OF FORMS.

29 (A) GENERATL RULE.--THE DEPARTMENT SHATT MAKE AVATIABIE, IN

30 AN ELECTRONIC FORMAT AND, UPON REQUEST, IN PRINT FORMAT, ANY
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APPTLICABLE FORMS ADOPTED BY THE DEPARTMENT RELATED TO AN ADVERSE

BENEFIT DETERMINATION REQUEST, NOTICE OF TINITIAT DETERMINATTION

BY INSURER, HEALTH CARE PROVIDER CERTIFICATION FOR EXPEDITED

REVIEW, INSURER ANNUAL REPORT, IRO INTERNAL REPORT AND OTHER

FORMS SPECIFTIED BY THIS SUBDIVISTON.

(B) TOCATION OF FORMS.--FORMS DESCRIBED IN SUBSECTION (A)

SHALL BE POSTED ON THE DEPARTMENT'S PUBLICLY ACCESSIBLE INTERNET

WEBSITE.

(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 PUBLTICATION IN THE PENNSYLVANTIA BULLETIN.

SECTION 8. SECTION 2166, SUBDIVISION (K) HEADING OF ARTICLE
XXI AND SECTIONS 2171, 2181 AND 2182 OF THE ACT ARE AMENDED TO
READ:

SECTION 2166. PROMPT PAYMENT OF CLAIMS.--(A) [A LICENSED]

AN INSURER OR [A] MA OR CHIP MANAGED CARE PLAN SHALL PAY A CLEAN

CLAIM SUBMITTED BY A HEALTH CARE PROVIDER OR COVERED PERSON

WITHIN FORTY-FIVE (45) DAYS OF RECEIPT OF THE CLEAN CLAIM.

(B) IF [A LICENSED] AN INSURER OR [A] MA OR CHIP MANAGED

CARE PLAN FAILS 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 CHIP MANAGED CARE PLAN SHALL 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]
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CONSCIENCE PROTECTION.--(A) [A] AN INSURER OR MA OR CHIP

MANAGED CARE PLAN SHALL NOT EXCLUDE, DISCRIMINATE AGAINST OR
PENALIZE ANY HEALTH CARE PROVIDER FOR ITS REFUSAL TO ALLOW,
PERFORM, PARTICIPATE IN OR REFER FOR HEALTH CARE SERVICES WHEN
THE REFUSAL OF THE HEALTH CARE PROVIDER IS BASED ON MORAL OR

RELIGIOUS GROUNDS AND THAT PROVIDER MAKES ADEQUATE INFORMATION

AVATILABLE TO [ENROLLEES] COVERED PERSONS ENROLLEES OR, IF

APPLICABLE, PROSPECTIVE [ENROLLEES] COVERED PERSONS.

(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 EXTISTING 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 BENEFTIT DETERMINATION

SHALL BE MADE AVAILABLE TO THE DEPARTMENT, UPON REQUEST, FOR
PURPOSES OF ENFORCEMENT OR COMPLIANCE WITH THIS ARTICLE.
(B) THE DEPARTMENT SHALL COMPILE 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 CHIP MANAGED CARE PLAN UNDER
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THIS ARTICLE.

(C) THE DEPARTMENT SHALL ISSUE GUIDELINES IDENTIFYING THOSE
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 CHTP

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 REGARDING THE IMPLEMENTATION, OPERATION AND ENFORCEMENT
OF THIS ARTICLE.

SECTION 2182. PENALTIES AND SANCTIONS.--(A) THE DEPARTMENT
[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."

20210SB0225PN1924 - 157 -



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

30

(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 CHTIP 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 CHIP 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

PROVISIONS OF THIS ARTICILE.

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
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
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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:

*x kX %

(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:

(I) 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.

(III) 40 PA.C.S. CH. 61, INSOFAR AS IT IS
INCONSISTENT WITH THIS ACT.

(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
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ACT, ACTIVITIES INITIATED UNDER ARTICLE XXI OF THE ACT PRIOR
TO THE EFFECTIVE DATE OF THIS SECTION SHALL CONTINUE AND
REMAIN 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 IMPAIRED 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

1, 2024.
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