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62Q.01 DEFINITIONS.
[For text of subd 1, see M.S.1994]

Subd. 2. Commissioner. “Commissioner” means the commissioner of health for pur-
poses of regulating health maintenance organizations, community integrated service net-
works, and integrated service networks, or the commissioner of commerce for purposes of
regulating all other health plan companies. For all other purposes, “commissioner” means
the commissioner of health.

Subd. 2a. Enrollee. “Enrollee” means a natural person covered by a health plan and in-
cludes an insured, policyholder, subscriber, contract holder, member, covered person, or cer-
tificate holder.

Subd. 3. Health plan. “Health plan” means a health plan as defined in section 62A.011;
apolicy, contract, or certificate issued by acommunity integrated service network; or an inte-
grated service network.

Subd. 4. Health plan company. “Health plan company” means:
(1) a health carrier as defined under section 62A.011, subdivision 2;
(2) an integrated service network as defined under section 62N.02, subdivision 8; or

(3) acommunity integrated service network as defined under section 62N.02, subdivi-
sion 4a.

Subd. 5. Managed care organization. “Managed care organization” means: (1) a
health maintenance organization operating under chapter 62D; (2) a community integrated
service network as defined under section 62N.02, subdivision 4a; (3) an integrated service
network as defined under section 62N.02, subdivision 8; or (4) an insurance company li-
censed under chapter 60A, nonprofit health service plan corporation operating under chapter
62C, fraternal benefit society operating under chapter 64B, or any other health plan compa-
ny, to the extent that it covers health care services delivered to Minnesota residents through a
preferred provider organization or a network of selected providers.

Subd. 6. Medicare-related coverage. “Medicare—related coverage” means a policy,
contract, or certificate issued as a supplement to Medicare, regulated under sections 62A.31
to 62A.44, including Medicare select coverage; policies, contracts, or certificates that sup-
plement Medicare issued by health maintenance organizations; or policies, contracts, or cer-
tificates governed by section 1833 (known as *“cost” or “HCPP” contracts) or 1876 (known
as “TEFRA” or “risk” contracts) of the federal Social Security Act, United States Code, title
42, section 1395, et seq., as amended.

History: 1995c234art2s2-6;art3s5
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62Q.02 APPLICABILITY OF CHAPTER.

(a) This chapter applies only to health plans, as defined in section 62Q.01, and not to
other types of insurance issued or renewed by health plan companies, unless otherwise speci-
fied. :

(b) This chapter applies to a health plan company only with respect to health plans, as
defined in section 62Q.01, issued or renewed by the health plan company, unless otherwise
specified.

(c) If a health plan company issues or renews health plans in other states, this chapter
applies only to health plans issued or renewed in this state for Minnesota residents, or to cov-
er a resident of the state, unless otherwise specified.

History: 1995c 234 art2s7

62Q.03 PROCESS FOR DEFINING, DEVELOPING, AND IMPLEMENTING A
RISK ADJUSTMENT SYSTEM.

Subdivision 1. Purpese. The purpose of risk adjustment is to reduce the effects of risk
selection on health insurance premiums by making monetary transfers from health plan com-
panies that insure lower risk populations to health plan companies that insure higher risk
populations. Risk adjustment is needed to: achieve a more equitable, efficient system of
health care financing; remove current disincentives in the health care system to insure and
provide adequate access for high risk and special needs populations; promote fair competi-
tion among health plan companies on the basis of their ability to efficiently and effectively
provide services rather than on the risk status of those in a given insurance pool; and help
maintain the viability of health plan companies, by protecting them from the financial effects
of enrolling a disproportionate number of high risk individuals. It is the commitment of the
state to develop and implement a risk adjustment system. The risk adjustment system shall:

(1) possess areasonable level of accuracy and administrative feasibility, be adaptable to
changes as methods improve, incorporate safeguards against fraud and manipulation, and
shall neither reward inefficiency nor penalize for verifiable improvements in health status;

(2) require participation by all health plan companies providing coverage in the individ-
ual, small group, and Medicare supplement markets;

(3) address unequal distribution of risk between health plan companies, but shall not
address the financing of public programs or subsidies for low—income people; and

(4) be developed and implemented by the risk adjustment association with joint over-
sight by the commissioners of health and commerce.

Subd. 2. [Repealed, 1995 ¢ 234 art 2 s 36]

Subd. 3. [Repealed, 1995 c 234 art 2 s 36]

Subd. 4. [Repealed, 1995 ¢ 234 art 2 s 36]

Subd. 5. [Repealed, 1995 ¢ 234 art 2 s 36]

Subd. 5a. Public programs. (a) A separate risk adjustment system must be developed
for state—run public programs, including medical assistance, general assistance medical
care, and MinnesotaCare. The system must be developed in accordance with the general risk
adjustment methodologies described in this section, must include factors in addition to age
and sex adjustment, and may include additional demographic factors, different targeted
conditions, and/ or different payment amounts for conditions. The risk adjustment system for
public programs must attempt to reflect the special needs related to poverty, cultural, or lan-
guage barriers and other needs of the public program population.

(b) The commissioners of health and human services shall jointly convene a public pro-
grams risk adjustment work group responsible for advising the commissioners in the design
of the public programs risk adjustment system. The commissioner of health shall work with
the risk adjustment association to ensure coordination between the risk adjustment systems
for the public and private sectors. The commissioner of human services shall seek any need-
ed federal approvals necessary for the inclusion of the medical assistance program in the
public programs risk adjustment system.

(c) The public programs risk adjustment work group must be representative of the per-
sons served by publicly paid health programs and providers and health plans that meet their
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needs. To the greatest extent possible, the appointing authorities shall attempt to select repre-
sentatives that have historically served a significant number of persons in publicly paid
health programs or the uninsured. Membership of the work group shall be as follows:

(1) one provider member appointed by the Minnesota Medical Association;

(2) two provider members appointed by the Minnesota Hospital Association, at least
one of whom must represent a major disproportionate share hospital;

(3) five members appointed by the Minnesota Council of HMOs, one of whom must
represent an HMO with fewer than 50,000 enrollees located outside the metropolitan area
and one of whom must represent an HMO with at least 50 percent of total membership en-
rolled through a public program;

(4) two representatives of counties appointed by the Association of Minnesota Coun-
ties;

(5) three representatives of organizations representing the interests of families, chil-
dren, childless adults, and elderly persons served by the various publicly paid health pro-
grams appointed by the governor;

(6) two representatives of persons with mental health, developmental or physical dis-
abilities, chemical dependency, or chronic illness appointed by the governor; and

(7) three public members appointed by the governor, at least one of whom must repre-
sent a community health board. The risk adjustment association may appoint a representa-
tive, if a representative is not otherwise appointed by an appointing authority.

(d) The commissioners of health and human services, with the advice of the public pro-
grams risk adjustment work group, shall develop a work plan and time frame and shall coor-
dinate their efforts with the private sector risk adjustment association’s activities and other
state initiatives related to public program managed care reimbursement. The commissioners
of health and human services shall report to the health care commission and to the appropri-
ate legislative committees on January 15, 1996, and on January 15, 1997, on any policy or
legislative changes necessary to implement the public program risk adjustment system.

Subd. 5b. Medicare supplement market. A risk adjustment system may be developed
for the Medicare supplement market. The Medicare supplement risk adjustment system may
include a demographic component and may, but is not required to, include a condition—spe-
cific risk adjustment component.

Subd. 6. Creation of risk adjustment association. The Minnesota risk adjustment
association is created on July 1, 1994, and may operate as a nonprofit unincorporated
association, but is authorized to incorporate under chapter 317A.

The provisions of this chapter govern if the provisions of chapter 317A conflict with
this chapter. The association may operate under the approved plan of operation and shall be
governed in accordance with this chapter and may operate in accordance with chapter 317A.
If the association incorporates as a nonprofit corporation under chapter 317A, the filing of
the plan of operation meets the requirements of filing articles of incorporation.

The association, its transactions, and all property owned by it are exempt from taxation
under the laws of this state or any of its subdivisions, including, but not limited to, income
tax, sales tax, use tax, and property tax. The association may seek exemption from payment
of all fees and taxes levied by the federal government. Except as otherwise provided in this
chapter, the association is not subject to the provisions of chapters 14, 60A, 62A, and 62P.
The association is not a public employer and is not subject to the provisions of chapters 179A
and 353. The board of directors and health carriers who are members of the association are
exempt from sections 325D.49 to 325D.66 in the performance of their duties as directors and
members of the.association. The risk adjustment association is subject to the open meeting
law.

Subd. 7. Purpose of association. The association is established to develop and imple-
ment a private sector risk adjustment system.

Subject to state oversight set forth in subdivision 10, the association shall:

(1) develop and implement comprehensive risk adjustment systems for individual,
small group, and Medicare supplement markets consistent with the provisions of this chap-
ter;
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(2) submit a plan for the development of the risk adjustment system which identifies
appropriate implementation dates consistent with the rating and underwriting restrictions of
each market, recommends whether transfers attributable to risk adjustment should be re-
quired between the individual and small group markets, and makes other appropriate recom-
mendations to the commissioners of health and commerce by November 5, 1995;

(3) develop a combination of a demographic risk adjustment system and payments for
targeted conditions;

(4) test an ambulatory care groups (ACGs) and diagnostic cost groups (DCGs) system,
and recommend whether such a methodology should be adopted;

(5) fund the development and testing of the risk adjustment system;

(6) recommend market conduct guidelines; and

(7) develop a plan for assessing members for the costs of administering the risk adjust-
ment system.

Subd. 8. Governance. (a) The association shall be governed by an interim 19-member
board as follows: one provider member appointed by the Minnesota Hospital Association;
one provider member appointed by the Minnesota Medical Association; one provider mem-
ber appointed by the governor; three members appointed by the Minnesota Council of HMOs
to include an HMO with at least 50 percent of total membership enrolled through a public
program; three members appointed by Blue Cross and Blue Shield of Minnesota, to include a
member from a Blue Cross and Blue Shield of Minnesota affiliated health plan with fewer
than 50,000 enrollees and located outside the Minneapolis—St. Paul metropolitan area; two
members appointed by the Insurance Federation of Minnesota; one member appointed by the
Minnesota Association of Counties; and three public members appointed by the governor, to
include at least one representative of a public program. The commissioners of health, com-
merce, human services, and employee relations shall be nonvoting ex officio members.

(b) The board may elect officers and establish committees as necessary.

(c) A majority of the members of the board constitutes a quorum for the transaction of
business.

(d) Approval by a majority of the board members present is required for any action of
the board.

(e) Interim board members shall be appointed by July 1, 1994, and shall serve until a
new board is elected according to the plan of operation developed by the association.

(f) A member may designate a representative to act as a member of the interim board in
the member’s absence.

Subd. 8a. Plan of operation. The board shall submit a proposed plan of operation by
August 15, 1995, to the commissioners of health and commerce for review. The commission-
ers of health and commerce shall have the authority to approve or reject the plan of operation.

Amendments to the plan of operation may be made by the commissioners or by the di-
rectors of the association, subject to the approval of the commissioners.

Subd. 9. Data collection and data privacy. The association members shall not have
access to unaggregated data on individuals or health plan companies. The association shall
develop, as a part of the plan of operation, procedures for ensuring that data is collected by an
appropriate entity. The commissioners of health and commerce shall have the authority to
audit and examine data collected by the association for the purposes of the development and
implementation of the risk adjustment system. Data on individuals obtained for the purposes
of risk adjustment development, testing, and operation are designated as private data. Data
not on individuals which is obtained for the purposes of development, testing, and operation
of risk adjustment are designated as nonpublic data. Except for the proposed and approved
plan of operation, the risk adjustment methodologies examined, the plan for testing, the plan
of the risk adjustment system, minutes of meetings, and other general operating information
are classified as public data. Nothing in this section is intended to prohibit the preparation of
summary data under section 13.05, subdivision 7. The association, state agencies, and any
contractors having access to this data shall maintain it in accordance with this classification.
The commissioners of health and human services have the authority to collect data from
health plan companies as needed for the purpose of developing a risk adjustment mechanism
for public programs.
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Subd. 10. State oversight of risk adjustment activities. The association’s activities
shall be supervised by the commissioners of health and commerce. The commissioners shall
provide specific oversight functions during the development and implementation phases of
the risk adjustment system as follows:

(1) the commissioners shall approve or reject the association’s plan for testing risk ad-
justment methods, the methods to be used, and any changes to those methods;

(2) the commissioners must have the right to attend and participate in all meetings of the
association and its work groups or committees, except for meetings involving privileged
communication between the association and its counsel as permitted under section 471.705,
subdivision 1d, paragraph (e);

(3) the commissioners shall approve any consultants or administrators used by the
association;

(4) the commissioners shall approve or reject the association’s plan of operation; and

(5) the commissioners shall approve or reject the plan for the risk adjustment system
described in subdivision 7, clause 2).

If the commissioners reject any of the plans identified in clauses (1), (4), and (5), the
directors shall submit for review an appropriate revised plan within 30 days.

Subd. 11. [Repealed, 1995 ¢ 234 art 2 s 36]

Subd. 12. Participation by all health plan companies. Upon its implementation, all
health plan companies, as a condition of licensure, must participate in the risk adjustment
system to be implemented under this section.

History: 1995 c 234 art2 s 8-17

62Q.07 ACTION PLANS.

Subdivision 1. Action plans required. (a) To increase public awareness and account-
ability of health plan companies, all health plan companies that issue or renew a health plan,
as defined in section 62Q.01, must annually file with the applicable commissioner an action
plan that satisfies the requirements of this section beginning July 1, 1994, as a condition of
doing business in Minnesota. For purposes of this subdivision, “health plan” includes the
coverages described in section 62A.011, subdivision 3, clause (10). Each health plan compa-
ny must also file its action plan with the information clearinghouse. Action plans are required
solely to provide information to consumers, purchasers, and the larger community as a first
step toward greater accountability of health plan companies. The sole function of the com-
missioner in relation to the action plans is to ensure that each health plan company files a
complete action plan, that the action plan is truthful and not misleading, and that the action
plan is reviewed by appropriate community agencies.

(b) If a commissioner responsible for regulating a health plan company required to file
an action plan under this section has reason to believe an action plan is false or misleading,
the commissioner may conduct an investigation to determine whether the action plan is truth-
ful and not misleading, and may require the health plan company to submit any information
that the commissioner reasonably deems necessary to complete the investigation. If the com-
missioner determines that an action plan is false or misleading, the commissioner may re-
quire the health plan company to file an amended plan or may take any action authorized
under chapter 72A.

Subd. 2. Contents of action plans. (a) An action plan must include a detailed descrip-
tion of all of the health plan company’s methods and procedures, standards, qualifications,
criteria, and credentialing requirements for designating the providers who are eligible to par-
ticipate in the health plan company’s provider network, including any limitations on the
numbers of providers to be included in the network. This description must be updated by the
health plan company and filed with the applicable agency on a quarterly basis.

(b) An action plan must include the number of full-time equivalent physicians, by spe-
cialty, nonphysician providers, and allied health providers used to provide services. The ac-
tion plan must also describe how the health plan company intends to encourage the use of
nonphysician providers, midlevel practitioners, and allied health professionals, through at
least consumer education, physician education, and referral and advisement systems. The
annual action plan must also include data that is broken down by type of provider, reflecting
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actual utilization of midlevel practitioners and allied professionals by enrollees of the health
plan company during the previous year. Until July 1, 1995, a health plan company may use
estimates if actual data is not available. For purposes of this paragraph, “provider” has the
meaning given in section 62J.03, subdivision 8.

(c) An action plan must include a description of the health plan company’s policy on
determining the number and the type of providers that are necessary to deliver cost—effective
health care to its enrollees. The action plan must also include the health plan company’s strat-
egy, including provider recruitment and retention activities, for ensuring that sufficient pro-
viders are available to its enrollees.

(d) An action plan must include a description of actions taken or planned by the health
plan company to ensure that information from report cards, outcome studies, and complaints
is used internally to improve quality of the services provided by the health plan company.

(e) An action plan must include a detailed description of the health plan company’s poli-
cies and procedures for enrolling and serving high risk and special needs populations. This
description must also include the barriers that are present for the high risk and special needs
population and how the health plan company is addressing these barriers in order to provide
greater access to these populations. “High risk and special needs populations” includes, but
is not limited to, recipients of medical assistance, general assistance medical care, and Min-
nesotaCare; persons with chronic conditions or disabilities; individuals within certain racial,
cultural, and ethnic communities; individuals and families with low income; adolescents; the
elderly; individuals with limited or no English language proficiency; persons with high—cost
preexisting conditions; homeless persons; chemically dependent persons; persons with seri-
ous and persistent mental illness; children with severe emotional disturbance; and persons
who are at high risk of requiring treatment. For purposes of this paragraph, “provider” has the
meaning given in section 62J.03, subdivision 8.

(f) An action plan must include a general description of any action the health plan com-
pany has taken and those it intends to take to offer health coverage options to rural communi-
ties and other communities not currently served by the health plan company.

(g) A health plan company other than a large managed care plan company may satisfy
any of the requirements of the action plan in paragraphs (a) to (f) by stating that it has no
policies, procedures, practices, or requirements, either written or unwritten, or formal or in-
formal, and has undertaken no activities or plans on the issues required to be addressed in the
action plan, provided that the statement is truthful and not misleading. For purposes of this
paragraph, “large managed care plan company” means a health maintenance organization,
integrated service network, or other health plan company that employs or contracts with
health care providers, that has more than 50,000 enrollees in this state. If ahealth plan compa-
ny employs or contracts with providers for some of its health plans and does not do so for
other health plans that it offers, the health plan company is a large managed care plan compa-
ny if it has more than 50,000 enrollees in this state in health plans for which it does employ or
contract with providers.

History: /995c 234 art2s 18,19

62Q.075 LOCAL PUBLIC ACCOUNTABILITY AND COLLABORATION PLAN.
[For text of subds 1 to 3, see M.S.1994]

Subd. 4. Review. Upon receipt of the plan, the appropriate commissioner shall provide a
copy to the regional coordinating boards, local community health boards, and other relevant
community organizations within the managed care organization’s service area. After re-
viewing the plan, these community groups may submit written comments on the plan to ei-
ther the commissioner of health or commerce, as applicable, and may advise the commis-
. sioner of the managed care organization’s effectiveness in assisting to achieve regional pub-
lic health goals. The plan may be reviewed by the county boards, or city councils acting as a
local board of health in accordance with chapter 145A, within the managed care organiza-
tion’s service area to determine whether the plan is consistent with the goals and objectives of
the plans required under chapters 145A and 256E and whether the plan meets the needs of the
community. The county board, or applicable city council, may also review and make recom-
mendations on the availability and accessibility of services provided by the managed care
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organization. The county board, or applicable city council, may submit written comments to
the appropriate commissioner, and may advise the commissioner of the managed care orga-
nization’s effectiveness in assisting to meet the needs and goals as defined under the respon-
sibilities of chapters 145A and 256E. The commissioner of health shall develop recommen-
dations to utilize the written comments submitted as part of the licensure process to ensure
local public accountability. These recommendations shall be reported to the legislative com-
mission on health care access by January 15, 1996. Copies of these written comments must
be provided to the managed care organization. The plan and any comments submitted must
be filed with the information clearinghouse to be distributed to the public.

History: /1995c 234 art8s 17

62Q.09 PROHIBITION ON EXCLUSIVE RELATIONSHIPS.
[For text of subds I and 2, see M.S.1994]

Subd. 3. Enforcement. The commissioners of health and commerce shall each periodi-
cally review contracts among health care providing entities and health plan companies to de-
termine compliance with this section, with respect to health plan companies that the commis-
sioners respectively regulate. Any provider may submit a contract to the relevant commis-
sioner for review if the provider believes this section has been violated. Any provision of a
contract found by the relevant commissioner to violate this section is null and void, and the
relevant commissioner may assess civil penalties against the health plan company in an
amount not to exceed $25,000 for each such contract, using the enforcement procedures
otherwise available to the commissioner involved.

[For text of subds 4 and 5, see M.S.1994]
History: 1995 c 234 art 2 5 20

62Q.105 HEALTH PLAN COMPANY COMPLAINT PROCEDURE.

Subdivision 1. Establishment. Each health plan company shall establish and make
available to enrollees, by July 1, 1997, an informal complaint resolution process that meets
the requirements of this section. A health plan company must make reasonable efforts to re-
solve enrollee complaints, and must inform complainants in writing of the company’s deci-
sion within 30 days of recetving the complaint. The complaint resolution process must treat
the complaint and information'related to it as required under sections 72A.49 to 72A.505.

Subd. 2. Medically urgent complaints. Health plan companies shall make reasonable
efforts to resolve medically urgent enrollee complaints within 72 hours of receiving the com-
plaint.

Subd. 3. Appeals process. Health plan companies shall establish and make available to
enrollees an impartial appeals process. If a decision by a health plan company regarding a
complaint is partially or wholly adverse to the complainant, the health plan company shall
advise the complainant of the right to appeal through the impartial appeals process or to the
commissioner.

Subd. 4. Alternative dispute resolution. Health plan companies shall make available
to enrollees an alternative dispute resolution process, and shall participate in alternative dis-
pute resolution at the request of an enrollee, as required under section 62Q.11. A health plan
company may meet the requirements of subdivision 3 by providing an alternative dispute
resolution process. If the health plan company chooses to provide alternative dispute resolu-
tion to meet the requirements of subdivision 3, the process shall be provided at no cost to the
enrollee.

Subd. 5. Requirements for managed care organizations. Each managed care orga-
nization shall submit all health care quality related complaints to its quality review board or
quality review organization for evaluation and possible action. The complaint resolution
process for managed care organizations must clearly indicate the entity responsible for re-
solving complaints made by enrollees against hospitals, other health care facilities, and
health care providers, that are owned by or under contract with the managed care organiza-
tion.
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Subd. 6. Recordkeeping. Health plan companies shall maintain records of all enrollee
complaints and their resolutions. These records must be retained for five years, and must be
made available to the appropriate commissioner upon request.

Subd. 7. Reporting. Each health plan company shall submit to the appropriate commis-
sioner, as part of the company’s annual filing, data on the number and type of complaints that
are not resolved within 30 days. A health plan company shall also make this information
available to the public upon request.

Subd. 8. Notice to enrollees. Health plan companies shall provide a clear and complete
description of their complaint resolution procedures to enrollees as part of their evidence of
coverage or contract. The description must specifically inform enrollees:

(1) how to file a complaint with the health plan company;

(2) how to request an impartial appeal;

(3) that they have the right to request the use of alternative methods of dispute resolu-
tion; and

(4) that they have the right to litigate.

History: 1995c 234 art 25 21

62Q.1055 CHEMICAL DEPENDENCY.

All health plan companies shall use the assessment criteria in Minnesota Rules, parts
9530.6600 to 9530.6660, when assessing and placing enrollees for chemical dependency
treatment.

History: 1995 c 234 art 2 5 22

62Q.106 DISPUTE RESOLUTION BY COMMISSIONER.
A complainant may at any time submit a complaint to the appropriate commissioner to
investigate. After investigating a complaint, or reviewing a company’s decision, the ap-

propriate commissioner may order a remedy as authorized under section 62N.04, 62Q.30,
chapter 45, 60A, or 62D.

History: 1995 c 234 art 2 5 23

62Q.11 DISPUTE RESOLUTION.
[For text of subd 1, see M.S.1994]

Subd. 2. Requirements. (a) If an enrollee, health care provider, or applicant for net-
work provider status chooses to use a dispute resolution process prior to the filing of a formal
claim or of a lawsuit, the health plan company must participate.

(b) If an enrollee, health care provider, or applicant for network provider status chooses
to use a dispute resolution process after the filing of a lawsuit, the health plan company must
participate in dispute resolution, including, but not limited to, alternative dispute resclution
under rule 114 of the Minnesota general rules of practice.

(c) The commissioners of health and commerce shall inform and educate health plan
companies’ enrollees about dispute resolution and its benefits, and shall establish appropri-
ate cost—sharing requirements for parties taking part in alternative dispute resolution.

(d) A health plan company may encourage but not require an enrollee to submit a com-
plaint to alternative dispute resolution.

History: 1995 c 234 art 2 s 24

62Q.145 ABORTION AND SCOPE OF PRACTICE.

Health plan company policies related to scope of practice for allied independent health
providers as defined in section 62Q.095, subdivision 5, midlevel practitioners as defined in
section 136A.1356, subdivision 1, and other nonphysician health care professionals must
comply with the requirements governing the performance of abortions in section 145.412,
subdivision 1.

History: 1995 c 234 art 2525
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62Q.165 UNIVERSAL COVERAGE.

Subdivision 1. Definition. It is the commitment of the state to achieve universal health
coverage for all Minnesotans. Universal coverage is achieved when:

(1) every Minnesotan has access to a full range of quality health care services;

(2) every Minnesotan is able to obtain affordable health coverage which pays for the full
range of services, including preventive and primary care; and

(3) every Minnesotan pays into the health care system according to that person’s ability.

Subd. 2. Goal. Itis the goal of the state to make continuous progress toward reducing the
number of Minnesotans who do not have health coverage so that by January 1, 2000, fewer
than four percent of the state’s population will be without health coverage. The goal will be
achieved by improving access to private health coverage through insurance reforms and
market reforms, by making health coverage more affordable for low—income Minnesotans
through purchasing pools and state subsidies, and by reducing the cost of health coverage
through cost containment programs and methods of ensuring that all Minnesotans are paying
into the system according to their ability.

Subd. 3. Report on health care access. (a) The health care commission shall annually
report to the legislature regarding the extent to which the state is making progress toward the
goal of universal coverage described in this section. As part of this report, the commission
shall monitor the number of uninsured in the state. The annual report must be submitted no
later than January 15 of each year in compliance with section 3.195.

(b) The annual report required under paragraph (a), due January 15, 1996, shall advise
the legislature regarding possible additional steps in insurance reform that would be helpful
in progressing toward universal coverage. The commission shall consider further initiatives
involving group purchasing pools, narrowing premium variations, guaranteed issue and por-
tability requirements, preexisting condition limitations, and other provisions that provide
greater opportunities to obtain affordable health coverage. The commission shall consider
the small employer reforms contained in the model laws recommended by the National
Association of Insurance Commissioners and shall recommend whether these reforms
should be adopted.

(c) The annual report due required under paragraph (a), required on January 15, 1996,
shall advise the legislature regarding possible changes in the individual insurance market.
The report shall consider initiatives regarding purchasing pools, including specific design
details of a state-run or state—initiated purchasing pool for individuals, specific legislative
reforms needed to encourage the formation of purchasing pools, and point-by—point consid-
eration of the obstacles to enactment of these purchasing pools, including adverse selection.
The report shall consider the creation of a standard and objective definition of eligibility for
the comprehensive health association, and whether the enactment of such a definition could
be coupled with guaranteed issuance for the remainder of the individual market. The report
should include all other considerations of the commission as to the optimal reforms of the
individual market.

(d) The health care commission shall in its annual report make recommendations re-
garding any steps toward achieving universal coverage that became feasible as a result of
changes in federal law that remove barriers to state efforts to expand health care access.

(e) To the extent possible, the health care commission shall utilize existing information,
including information collected by other state or federal agencies and organizations, to com-
plete the studies and reports in this subdivision. State agencies and organizations shall pro-
vide information, technical and analytic support, and other assistance to the commission as
possible, to ensure the timely and efficient completion of the studies and reports in this subdi-
vision. Staff from the appropriate state agencies shall participate with the commission execu-
tive director no later than June 15 each year ininitial planning and coordination for the annual
reports and studies of this subdivision. Following this initial planning, the executive director
shall report to the legislative oversight commission on health care access by July 1 each year
on the initial study plan, and on any commission tasks or studies which may not be completed
as scheduled due to such constraints as lack of sufficient available information or resources.

History: 1995c 234 art4s 1
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62Q.17 VOLUNTARY PURCHASING POOLS.
[For text of subd 1, see M.S.1994]

Subd. 2. Common factors. All participants in a purchasing pool must live within a
common geographic region, be employed in a similar occupation, or share some other com-
mon factor as approved by the commissioner of commerce. The membership criteria must
not be designed to include disproportionately employers, groups, or individuals likely to
have low costs of health coverage, or to exclude disproportionately employers, groups, or
individuals likely to have high costs of health coverage.

[For text of subds 3 to 7, see M.S.1994]

Subd. 8. Reports. Prior to the initial effective date of coverage, and annually on July 1
thereafter, each pool shall file a report with the information clearinghouse and the commis-
sioner of commerce. The information clearinghouse must use the report to promote the pur-
chasing pools. The annual report must contain the following information:

(1) the number of lives in the pool;

(2) the geographic area the pool intends to cover;
(3) the number of health plans offered;

(4) a description of the benefits under each plan;

(5) adescription of the premium structure, including any copayments or deductibles, of
each plan offered;

(6) evidence of compliance with chapter 62L;

(7) a sample of marketing information, including a phone number where the pool may
be contacted; and

(8) a list of all administrative fees charged.

Subd. 9. Enforcement. Purchasing pools must register prior to offering coverage, and
annually on July 1 thereafter, with the commissioner of commerce on a form prescribed by
the commissioner. The commissioner of commerce shall enforce this section and all other
state laws with respect to purchasing pools, and has for that purpose all general rulemaking
and enforcement powers otherwise available to the commissioner of commerce. The com-
missioner may charge an annual registration fee sufficient to meet the costs of the commis-
sioner’s duties under this section.

History: 1995 c 234 art 7 s 24-26

62Q.18 PORTABILITY OF COVERAGE.
" Subdivision 1. Definition. For purposes of this section,
(1) “continuous coverage” has the meaning given in section 62L.02;
(2) “guaranteed issue” means:

(i) for individual health plans, that a health plan company shall not decline an applica-
tion by an individual for any individual health plan offered by that health plan company, in-
cluding coverage for a dependent of the individual to whom the health plan has been or would
be issued; and

(ii) for group health plans, that a health plan company shall not decline an application by
a group for any group health plan offered by that health plan company and shall not decline to
cover under the group health plan any person eligible for coverage under the group’s eligibil-
ity requirements, including persons who become eligible after initial issuance of the group
health plan; and

(3) “qualifying coverage” has the meaning given in section 62L.02.

Subd. 2. [Repealed, 1995 ¢ 234 art 4 s 4]

Subd. 3. [Repealed, 1995 ¢ 234 art 4 s 4]

Subd. 4. [Repealed, 1995 c 234 art 4 s 4]

Subd. 5. [Repealed, 1995 c 234 art 4 s 4]

Subd. 6. [Repealed, 1995 c 234 art 4 s 4]
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Subd. 7. Portability of coverage. Effective July 1, 1994, no health plan company shall
offer, sell, issue, or renew any group health plan that does not, with respect to individuals who
maintain continuous coverage and who qualify under the group’s eligibility requirements:

(1) make coverage available on a guaranteed issue basis; and

(2) give full credit for previous continuous coverage against any applicable preexisting
condition limitation or preexisting condition exclusion.

To the extent that this subdivision conflicts with chapter 62L, chapter 62L govemns, re-
gardless of whether the group sponsor is a small employer as defined in section 62L..02, ex-
cept that for group health plans issued to groups that are not small employers, this subdivi-
sion’s requirement that the individual have maintained continuous coverage applies. An in-
dividual who has maintained continuous coverage, but would be considered a late entrant
under chapter 62, may be treated as a late entrant in the same manner under this subdivision
as permitted under chapter 62L.

Subd. 8. [Repealed, 1995 ¢ 234 art 4 5 4]

Subd. 9. [Repealed, 1995 ¢ 234 art 4 5 4]

History: 1995c 234 art4s2
NOTE: Subdivision 8 was also amended by Laws 1995, chapter 96, section 2, to read as follows:

“Subd. 8. Comprehensive health assoclation. Effective on the date specified by law enacted after January 1, 1995, pursuant
to subdivision 9, the comprehensive health association created in section 62E.10 shall not accept new applicants for enrollment,
except for Medicare—related coverage described in section 62E.12 and for coverage described in section 62E.18.”

62Q.19 ESSENTIAL COMMUNITY PROVIDERS.

Subdivision 1. Designation. The commissioner shall designate essential community
providers. The criteria for essential community provider designation shall be the following:

(1) a demonstrated ability to integrate applicable supportive and stabilizing services
with medical care for uninsured persons and high-risk and special needs populations as de-
fined in section 62Q.07, subdivision 2, paragraph (e), underserved, and other special needs
populations; and

(2) a commitment to serve low—income and underserved populations by meeting the
following requirements:

(i) has nonprofit status in accordance with chapter 317A,;

(ii) has tax exempt status in accordance with the Internal Revenue Service Code, section
501(c)(3);

(iii) charges for services on a sliding fee schedule based on current poverty income
guidelines; and

(iv) does not restrict access or services because of a client’s financial limitation; or

(3) status as a local government unit as defined in section 62D.02, subdivision 11, an
Indian tribal government, an Indian health service unit, or community health board as de-
fined in chapter 145A.

Prior to designation, the commissioner shall publish the names of all applicants in the
State Register. The public shall have 30 days from the date of publication to submit written
comments to the commissioner on the application. No designation shall be made by the com-
missioner until the 30—day period has expired.

The commissioner may designate an eligible provider as an essential community pro-
vider for all the services offered by that provider or for specific services designated by the
commissioner.

For the purpose of this subdivision, supportive and stabilizing services include at a
minimum, transportation, child care, cultural, and linguistic services where appropriate.

Subd. 2. Application. (a) Any provider may apply to the commissioner for designation
as an essential community provider by submitting an application form developed by the
commissioner. Applications must be accepted within two years after the effective date of the
rules adopted by the commissioner to implement this section.

(b) Each application submitted must be accompanied by an application fee in an amount
determined by the commissioner. The fee shall be no more than what is needed to cover the
administrative costs of processing the application.
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(c) The name, address, contact person, and the date by which the commissioner’s deci-
sion is expected to be made shall be classified as public data under section 13.41. All other
information contained in the application form shall be classified as private data under section
13.41 until the application has been approved, approved as modified, or denied by the com-
missioner. Once the decision has been made, all information shall be classified as public data
unless the applicant designates and the commissioner determines that the information con-
tains trade secret information.

Subd. 2a. Definition of health plan company. For purposes of this section, “health
plan company” does not include a health plan company as defined in section 62Q.01 with
fewer than 50,000 enrollees, all of whose enrollees are covered under medical assistance,
general assistance medical care, or MinnesotaCare.

Subd. 3. Health plan company affiliation. A health plan company must offer a provid-
er contract to any designated essential community provider located within the area served by
the health plan company. A health plan company shall not restrict enrollee access to services
designated to be provided by the essential community provider for the population that the
essential community provider is certified to serve. A health plan company may also make
other providers available for these services. A health plan company may require an essential
community provider to meet all data requirements, utilization review, and quality assurance
requirements on the same basis as other health plan providers.

Subd. 4. Essential community provider responsibilities. Essential community pro-
viders must agree to serve enrollees of all health plan companies operating in the area in
which the essential community provider is located.

Subd. 5. Contract payment rates. An essential community provider and a health plan
company may negotiate the payment rate for covered services provided by the essential com-
munity provider. This rate must be the same rate per unit of service as is paid to other health
plan providers for the same or similar services.

Subd. Sa. Cooperation. Each health plan company and essential community provider
shall cooperate to facilitate the use of the essential community provider by the high risk and
special needs populations. This includes cooperation on the submission and processing of
claims, sharing of all pertinent records and data, including performance indicators and spe-
cific outcomes data, and the use of all dispute resolution methods as defined in section
62Q.11, subdivision 1.

Subd. 5b. Enforcement. For any violation of this section or any rule applicable to an
essential community provider, the commissioner may suspend, modify, or revoke an essen-
tial community provider designation. The commissioner may also use the enforcement au-
thority specified in section 62D.17.

Subd. 6. Termination. The designation as an essential community provider terminates
five years after it is granted, or when universal coverage as defined under section 62Q.165 is
achieved, whichever is later. Once the designation terminates, the former essential commu-
nity provider has no rights or privileges beyond those of any other health care provider. The
commissioner shall make a recommendation to the legislature on whether an essential com-
munity provider designation should be longer than five years.

Subd. 7. Rulemaking. By January 1, 1996, the commissioner shall adopt rules for es-
tablishing essential community providers and for governing their relationship with health
plan companies. The commissioner shall also identify and address any conflict of interest
issues regarding essential community provider designation for local governments. The rules
shall require health plan companies to comply with all provisions of section 62Q. 14 with re-
spect to enrollee use of essential community providers.

History: /995c 234 art 25 26
62Q.21 [Repealed, 1995 ¢ 234 art 2 s 36]
62Q.27 [Repealed, 1995 c 234 art 2 s 36]

62Q.30 EXPEDITED FACT FINDING AND DISPUTE RESOLUTION PROCESS.

The commissioner shall establish an expedited fact finding and dispute resolution pro-
cess to assist enrollees of health plan companies with contested treatment, coverage, and ser-
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vice issues to be in effect July 1, 1997. The commissioner may order an integrated service
network or an all-payer insurer to provide or pay for a service that is within the standard
health coverage. If the disputed issue relates to whether a service is appropriate and neces-
sary, the commissioner shall issue an order only after consulting with appropriate experts
knowledgeable, trained, and practicing in the area in dispute, reviewing pertinent literature,
and considering the availability of satisfactory alternatives. The commissioner shall take
steps including but not limited to fining, suspending, or revoking the license of a health plan
company that is the subject of repeated orders by the commissioner that suggests a pattern of
inappropriate underutilization.

History: /1995c 234 art3s6

62Q.32 LOCAL OMBUDSPERSON.

County board or community health service agencies may establish an office of ombud-
sperson to provide a system of consumer advocacy for persons receiving health care services
through a health plan company. The ombudsperson’s functions may include, but are not lim-
ited to:

(a) mediation or advocacy on behalf of a person accessing the complaint and appeal pro-
cedures to ensure that necessary medical services are provided by the health plan company;
and

(b) investigation of the quality of services provided to a person and determine the extent
to which quality assurance mechanisms are needed or any other system change may be need-
ed. The commissioner of health shall make recommendations for funding these functions in-
cluding the amount of funding needed and a plan for distribution. The commissioner shall
submit these recommendations to the legislative commission on health care access by Janu-
ary 15, 1996.

History: 1995 c 234 art8s 18

62Q.33 LOCAL GOVERNMENT PUBLIC HEALTH FUNCTIONS.
[For text of subds 1 to 3, see M.S.1994]

Subd. 4. Capacity building, accountability and funding. The recommendations re-
quired by subdivision 2 shall include:

(1) a definition of minimum outcomes for implementing core public health functions,
including a local ombudsperson under the assurance of services function;

(2) the identification of counties and applicable cities with public health programs that
need additional assistance to meet the minimum outcomes;

(3) abudget for supporting all functions needed to achieve the minimum outcomes, in-
cluding the local ombudsperson assurance of services function;

(4) an analysis of the costs and benefits expected from achieving the minimum outcom-
es;

(5) strategies for improving local government public health functions throughout the
state to meet the minimum outcomes including: (i) funding distribution for local government
public health functions necessary to meet the minimum outcomes; and (ii) strategies for the
financing of personal health care services through the health plan companies and identifying
appropriate mechanisms for the delivery of these services; and

(6) arecommended level of dedicated funding for local government public health func-
tions in terms of a percentage of total health service expenditures by the state or in terms of a
per capita basis, including methods of allocating the dedicated funds to local government.
Funding recommendations must be broad—based and must consider all financial resources.

Subd. 5. Timeline. (a) By January 15, 1996, the commissioner shall submit a final re-
port to the legislature, with specific recommendations for capacity building and financing to
be implemented over the period from January 1, 1996, through December 31, 1997.

(b) By January 15, 1997, and by January 15 of each odd—numbered year thereafter, the
commissioner shall present to the legislature an updated report and recommendations.

History: /1995 c 234 art 8 5 19,20
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62Q.41 ANNUAL IMPLEMENTATION REPORT.

(a) The commissioner of health, in consultation with the Minnesota health care com-
mission, shall develop an annual implementation report to be submitted to the legislature
each year beginning January 1, 1995, describing the progress and status of rule development
and implementation of the integrated service network system, and providing recommenda-
tions for legislative changes that the commissioner determines may be needed.

(b) As part of the report required in paragraph (a) due for 1996, the commissioner, in
consultation with the health care commission, shall make recommendations on the design
and development of an appropriate framework to apply regulations uniformly among all
health plan companies and to ensure adequate oversight and consumer protection in the ab-
sence of a regulated all-payer system.

History: 1995c 234 art3s7

62Q.43 GEOGRAPHIC ACCESS.

Subdivision 1. Closed—panel health plan, For purposes of this section, “closed—panel
health plan” means a health plan as defined in section 62Q.01 that requires an enrollee to
receive all or a majority of primary care services from a specific clinic or physician desig-
nated by the enrollee that is within the health plan company’s clinic or physician network.

Subd. 2. Access requirement. Every closed—panel health plan must allow enrollees
who are full-time students under the age of 25 years to change their designated clinic or phy-
sician at least once per month, as long as the clinic or physician is part of the health plan com-
pany’s statewide clinic or physician network. A health plan company shall not charge enroll-
ees who choose this option higher premiums or cost sharing than would otherwise apply to
enrollees who do not choose this option. A health plan company may require enrollees to
provide 15 days written notice of intent to change their designated clinic or physician.

History: 1995 ¢ 234 art 25 27

62Q.45 COVERAGE FOR OUT-OF-AREA PRIMARY CARE.

Subdivision 1. Study. The commissioner of health shall develop methods to allow en-
rollees of managed care organizations to obtain primary care health services outside of the
service area of their managed care organization, from health care providers who are
employed by or under contract with another managed care organization. The commissioner
shall make recommendations on: (1) whether this out—of—area primary care coverage should
be available to students and/or other enrollees without additional premium charges or cost
sharing; (2) methods to coordinate the services provided by different managed care organiza-
tions; (3) methods to manage the quality of care provided by different managed care orga-
nizations and monitor health care outcomes; (4) methods to reimburse managed care orga-
nizations for care provided to enrollees of other managed care organizations; and (5) other
issues relevant to the design and administration of out—of—area primary care coverage. The
commissioner shall present recommendations to the legislature by January 15, 1996.

Subd. 2. Definition. For purposes of this section, “managed care organization” means:
(1) a health maintenance organization operating under chapter 62D; (2) a community inte-
grated service network as defined under section 62N.02, subdivision 4a; (3) an integrated
service network as defined under section 62N.02, subdivision 8; or (4) an insurance company
licensed under chapter 60A, nonprofit health service plan corporation operating under chap-
ter 62C, fraternal benefit society operating under chapter 64B, or any other health plan com-
pany, to the extent that it covers health care services delivered to Minnesota residents through
a preferred provider organization or a network of selected providers.

History: 1995 c 234 art 25 28

62Q.47 MENTAL HEALTH AND CHEMICAL DEPENDENCY SERVICES.

(a) All health plans, as defined in section 62Q.01, that provide coverage for mental
health or chemical dependency services, must comply with the requirements of this section.

(b) Cost—sharing requirements and benefit or service limitations for outpatient mental
health and outpatient chemical dependency services, except for persons placed in chemical
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dependency services under Minnesota Rules, parts 9530.6600 to 9530.6660, must not place a
greater financial burden on the insured or enrollee, or be more restrictive than those require-
ments and limitations for outpatient medical services.

(c) Cost-sharing requirements and benefit or service limitations for inpatient hospital
mental health and inpatient hospital and residential chemical dependency services, except
for persons placed in chemical dependency services under Minnesota Rules, parts
9530.6600 to 9530.6660, must not place a greater financial burden on the insured or enrollee,
or be more restrictive than those requirements and limitations for inpatient hospital medical
services.

-History: 1995 c 234 art 25 29
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