Florida Senate - 2001 SB 1484
By Senators Clary and Canpbel

7-667A-01

1 A bill to be entitled

2 An act relating to health insurance; anending
3 S. 627.4235, F.S.; providing for paynents of

4 benefits under multiple health insurance

5 policies regardl ess of certain tinefranes;

6 anending s. 627.613, F.S.; defining the term

7 "clean clainmt for purposes of health insurance
8 clai ns nmade by a provider under contract with a
9 health insurer; requiring paynent within

10 speci fied periods; requiring the paynment of

11 i nterest on overdue paynents; providi ng payment
12 procedures; requiring the Departnment of

13 I nsurance to adopt rules prescribing forns;

14 requiring the use of standard code sets;

15 creating s. 627.6135, F.S.; defining the term
16 "enmergency nedical condition"; prohibiting a
17 health insurer fromplacing certain

18 requirenents or limts on the provision of

19 energency services; providing for determnining
20 whet her an energency nedi cal condition exists;
21 providing requirenents for providing energency
22 care and treatnent; anending s. 641.19, F.S.
23 defining the term"energency nedical condition"
24 for purposes of part | of ch. 641, F.S.
25 relating to health nmai ntenance organi zations;
26 anending s. 641.315, F.S.; providing that a
27 contract is unenforceable to the extent that it
28 conflicts with part | of ch. 641, F.S.
29 anmendi ng s. 641. 3155, F. S.; providing
30 procedures for the paynent of clainms; requiring
31 payrment within specified periods; requiring the
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1 payrment of interest on overdue paynents;

2 requiring the coordination of benefits;

3 anending s. 641.3156, F.S.; specifying that

4 certain authorizations for service are binding

5 upon the heal th mai nt enance organi zation

6 anending s. 641.495, F.S.; providing

7 requi rements for issuing treatnment

8 aut hori zati ons; anending s. 408.7057, F.S.

9 redefining the term "nanaged care

10 organi zation"; providing requirenents for

11 filing a claimdispute with a resol ution

12 organi zation; providing an effective date.

13

14 | Be It Enacted by the Legislature of the State of Florida:

15

16 Section 1. Subsection (2) of section 627.4235, Florida
17 | Statutes, is anended to read:

18 627.4235 Coordi nation of benefits.--

19 (2) A hospital, nedical, or surgical expense policy,
20| health care services plan, or self-insurance plan that

21 | provides protection or insurance agai nst hospital, nedical, or
22 | surgical expenses issued in this state or issued for delivery
23| in this state nay contain a provision whereby the insurer nay
24 | reduce or refuse to pay benefits otherw se payabl e thereunder
25| solely on account of the existence of simlar benefits

26 | provi ded under insurance policies issued by the sane or

27 | another insurer, health care services plan, or self-insurance
28 | pl an which provides protection or insurance agai nst hospital
29 | nedical, or surgical expenses only if, as a condition of

30 | coordinating benefits with another insurer, the insurers

31| together pay 100 percent of the total covered reasenabte

2
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1 | expenses—actuat-y—incur+red—of—thetype—of—expense—wthirn—the
2 | benefits described in the policies and presented to the

3| insurer for paynent, regardl ess of any tinmefranes for paynent
4] or filing of clains established by any applicable contract.

5 Section 2. Section 627.613, Florida Statutes, is

6 | anended to read:

7 (Substantial rewording of section. See

8 s. 627.613, F.S., for present text.)

9 627.613 Tine of paynent of clains.--

10 (1)(a) The term"clean claim for a noninstitutiona

11 | provider neans a properly and accurately conpl eted paper or
12 | electronic billing instrunent that consists of the HCFA 1500
13 | data set, or its successor, with entries stated as mandatory
14| by the United States Secretary of Health and Human Servi ces.
15 | Such cl ai mdoes not involve coordination of benefits for

16 | third-party liability or subrogation, as evidenced by the

17 | information provided on the claimformrelated to coordination
18 | of benefits.

19 (b) The term"clean clain for an institutiona

20 | provider neans a properly and accurately conpl eted paper or
21| electronic billing instrunment that consists of the UB-92 data
22 | set, or its successor, with entries stated as nmandatory by the
23| National UniformBilling Conmttee. |t does not involve

24 | coordination of benefits for third-party liability or

25 | subrogation, as evidenced by the information provided on the
26 | claimformrelated to coordination of benefits.

27 (2)(a) A health insurer shall pay any clean claimor
28 | any portion of a clean claimnade by a contract provider for
29 | services or goods provided under a contract with the health
30| insurer, or a clean claimmade by a noncontract provider which
31| the insurer does not contest or deny, within 45 days after
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receipt of the claimby the health insurer which is nailed or

el ectronically transferred by the provider

(b) A health insurer that denies or contests a

provider's claimor any portion of a claimnust notify the

provider, in witing, within 45 days after the health insurer

receives the claimthat the claimis contested or denied. The

notice that the claimis denied or contested nust identify the

contested portion of the claimand the specific reason for

contesting or denying the claim and, if contested, nust

include a request for additional information. If the provider

submts additional information, the provider nust, within 35

days after receipt of the request, mail or electronically

transfer the information to the health insurer. The heal th

i nsurer shall pay or deny the claimor portion of the claim

within 45 days after receipt of the information.

(3) Paynent of a claimis considered nade on the date

t he paynent was received, electronically transferred, or

ot herwi se delivered. Interest on an overdue paynent for a

clean claim or for any uncontested portion of a clean claim

begins to accrue on the 45th day after the date the claimis

received, according to the foll owi ng schedul e:

(a) For aclaimthat is paid between 45 days and 60

days after the date the claimwas received by the health

nai nt enance organi zation, interest accrues at a rate of 10

percent per year;

(b) For aclaimthat is paid between 61 days and 90

days after the date the claimwas received by the health

nai nt enance organi zation, interest accrues at a rate of 12

percent per year;

(c) For aclaimthat is paid between 91 days and 120

days after the date the claimwas received by the health
4
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nMai nt enance organi zation, interest accrues at a rate of 15

percent per year; and

(d) For aclaimthat is paid nore than 120 days after

the date the clai mwas received by the health mai nt enance

organi zation, interest accrues at a rate of 18 percent per

year.

The interest nust be included with the paynent of the claim

Failure to include the interest with paynent of the claimis a
violation of s. 624.4211
(4) A health insurer nust pay or deny a clai mnot

| ater than 120 days after receiving the claim Failure to do

SO0 creates an uncontestable obligation for the health insurer

to pay the claimto the provider

(5) If, as aresult of retroactive review of a

coverage deci sion or paynent level, a health insurer finds

that it has nade an overpaynent to a provider for services

rendered to a subscriber, the organi zati on may not reduce

payrment to that provider for other services.

(6) |If the claimhas been electronically transmtted

to the health insurer, a provider's claimfor paynent shall be

consi dered received by the health insurer on the date receipt

is verified electronically or, if the claimis mailed to the

address di scl osed by the organi zation, on the date indicated

on the return receipt. A provider may not subnit a duplicate

claimuntil 45 days follow ng receipt of a claim

(7) A provider, or the provider's designee, who hills

el ectronically nmust be provided with an electronic

acknowl edgnent of the receipt of a claimwithin 72 hours.

5
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(8) A health insurer may not retroactively deny a

cl ai m because of subscriber ineligibility nore than 1 year

after the date of paynent of a clean claim

(9) A health insurer may not delay paynent on a claim

froma physician, hospital, or other provider while waiting

for the subm ssion of a claimfrom another physician

hospital, or other provider for services provided during the

sane episode of illness. A health insurer may not deny or

wi t hhol d paynment on a cl ai m because the insured has not paid a

requi red deducti bl e or copaynent.

(10) The departnent shall adopt rules to establish

claimforns that are consistent with federal claimfiling

standards required by the United States Secretary of Health

and Human Servi ces. The departnent shall adopt rules to

establ i sh coding standards that are consistent with Medicare

codi ng standards adopted by the United States Secretary of

Heal th and Hunman Services. The codi ng standards shall apply to

both el ectroni ¢ and paper cl ai ns.

(11) Al providers and payers shall use the standard

code sets defined for their area of operation by the United

States Secretary of Health and Human Services. Unl ess

ot herwi se defined by the secretary, the effective date for

code changes shall be consistent with those adopted by the

Medi care contractor, internediary or carrier, and nmust include

grace periods established by the contractor

(12) A provision in a provider contract is void and

unenforceable to the extent that it purports to waive or

preclude the rights, renedies, or requirenents set forth in

this part.
Section 3. Section 627.6135, Florida Statutes, is
created to read
6
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627.6135 Requirenents for providi ng emergency services

and care.--
(1) As used in this section, the term "energency

nmedi cal conditi on" neans:

(a) A nedical condition manifesting itself by acute

synptons of sufficient severity, which nmay include severe

pai n, psychiatric disturbances, synptons of substance abuse,

or other acute synptons, such that the absence of imedi ate

nedi cal attention could reasonably be expected to result in

any of the foll ow ng:

1. Serious jeopardy to the health of a patient,

i ncludi ng a pregnant wonman or a fetus.

2. Serious inpairnent to bodily functions.

3 Serious dysfunction of any bodily organ or part.

(b) Wth respect to a pregnant woman:

1. That there is inadequate tine to effect safe

transfer to another hospital prior to delivery;

2. That a transfer nay pose a threat to the health and

safety of the patient or fetus; or

3. That there is evidence of the onset and persistence

of uterine contractions or rupture of the nenbranes.

(2) In providing for energency services and care as a

covered service, a health insurer may not:

(a) Require prior authorization for the receipt of

prehospital transport or treatnment or for energency services

and care.
(b) Indicate that energencies are covered only if care

is secured within a certain period of tine.

(c) Use terns such as "life threatening" or "bona

fide" to qualify the kind of energency that is cover ed.

7
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1 (d) Deny paynent based on the subscriber's failure to

2| notify the health insurer in advance of seeking treatnent or

3|l within a certain period after the care is given.

4 (3) Prehospital and hospital -based traunma services and
5| energency services and care nust be provided to an insured as
6 | required under ss. 395.1041, 395.4045, and 401. 45.

7 (4)(a) Wen an insured is present at a hospita

8 | seeki ng energency services and care, the determination as to

9 | whether an energency nedical condition exists shall be nmde,
10| for the purposes of treatnent, by a physician of the hospita
11 ) or, to the extent pernitted by applicable | aw, by other

12 | appropriate |licensed professional hospital personnel under the
13 | supervision of the hospital physician. The physician or the

14 | appropriate personnel shall indicate in the patient's chart

15| the results of the screening, exanination, and eval uation. The
16 | health insurer shall conpensate the provider for the

17 | screeni ng, evaluation, and exami nation that is reasonably

18 | calculated to assist the health care provider in arriving at a
19 | determination as to whether the patient's condition is an
20 | energency nedical condition. The health insurer shal
21 | conpensate the provider for energency services and care. |If a
22 | determination is made that an energency nedi cal condition does
23 | not exist, paynent for services rendered subsequent to that
24 | determination is governed by the health insurance policy.
25 (b)1. |If a deternination has been nade that an
26 | energency nedical condition exists and the insured has
27 | notified the hospital, or the hospital energency personne
28 | ot herwi se have knowl edge that the patient is insured under a
29 | health plan, the hospital nmust nake a reasonable attenpt to
30| notify the subscriber's primary care physician, if known, or
31| the health plan, if the health plan had previously requested

8
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in witing that the notification be nade directly to the

health plan, of the existence of the energency nedica

condition. If the primary care physician is not known, or has

not been contacted, the hospital nust:

a. Notify the health plan as soon as possible; or
b. Notify the health plan within 24 hours or on the
next busi ness day after adm ssion of the subscriber as an

i npatient to the hospital

2. |If notification required by this paragraph is not

acconpl i shed, the hospital nust docunent its attenpts to

notify the health insurer of the circunstances that precluded

attenpts to notify the health insurer. A health insurer nay

not deny paynent for energency services and care based on a

hospital's failure to conply with the notification

requi renents of this paragraph. This paragraph does not alter

any contractual responsibility of an insured to nmake contact

with a health insurer, subsequent to receiving treatnent for

t he energency nedical condition

(c) If the insured's prinmary care physician responds

to the notification, the hospital physician and the prinmary

care physician may discuss the appropriate care and treat nment

of the subscriber. The health insurer may have a nenber of the

hospital staff with whomit has a contract participate in the

treatnent of the insured within the scope of the physician's

hospital staff privileges. Notw thstanding any other state

|law, a hospital may request and coll ect insurance or financial

information froma patient, in accordance with federal |aw,

which is necessary to determine if the patient has health

i nsurance, if energency services and care are not thereby

del ayed.

9
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1 Section 4. Paragraph (a) of subsection (7) of section
2| 641.19, Florida Statutes, is anended to read:

3 641.19 Definitions.--As used in this part, the term
4 (7) "Energency nedical condition" neans:

5 (a) A nedical condition manifesting itself by acute
6 | synptons of sufficient severity, which may include severe

7 | pain, psychiatric disturbances, synptons of substance abuse,
8 | or other acute synptons, such that the absence of i mediate
9 | nedical attention could reasonably be expected to result in
10 | any of the foll ow ng:

11 1. Serious jeopardy to the health of a patient,

12 | including a pregnant wonan or a fetus.

13 2. Serious inpairnent to bodily functions.

14 3. Serious dysfunction of any bodily organ or part.
15 Section 5. Subsection (10) is added to section

16 | 641. 315, Florida Statutes, to read

17 641. 315 Provider contracts.--

18 (10) A provision in a provider contract is void and
19 | unenforceable to the extent that it purports to waive or
20 | preclude the rights, renedies, or requirenents set forth in
21| this part.
22 Section 6. Subsections (1) and (3) of section
23| 641. 3155, Florida Statutes, are anmended, and subsection (11)
24| is added to that section, to read:
25 641. 3155 Paynent of clains.--
26 (1)(a) As used in this section, the term"clean claint
27 | for a noninstitutional provider neans a claimsubnmtted on a
28 | HCFA 1500 for a physician |licensed under chapter 458 or
29 | chapter 459 or other appropriate formfor any other
30 | noninstitutional provider which has no defect or inpropriety,
31| including | ack of required substantiating docunentation for

10
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1| noncontracted providers and suppliers, or particular

2| circunstances requiring special treatnent which prevent tinely
3 | paynent from being nade on the claim A claimnmay not be

4 | considered not clean solely because a health mai ntenance

5] organi zation refers the claimto a nedical specialist within

6 | the health mmintenance organi zati on for exam nation. |f

7 | additional substantiating docunentation, such as the nedica

8 | record or encounter data, is required froma source outside

9 | the health nmintenance organi zation, the claimis considered
10| not clean. This definition of "clean clainl is repealed on the
11 | effective date of rules adopted by the departnent which define
12| the term"clean claim"

13 (b) Absent a witten definition that is agreed upon

14 | through contract, the term"clean claint for an institutiona
15 ) claimis a properly and accurately conpl eted paper or

16 | electronic billing instrunent that consists of the UB-92 data
17 | set or its successor with entries stated as mandatory by the
18 | National UniformBilling Conmittee. Such cl ai m does not

19 | invol ve coordi nati on of benefits for third-party liability or
20 | subrogation, as evidenced by the information provided on the
21| claimformrelated to coordination of benefits.

22 (c) The departnent shall adopt rules to establish

23| claimforms consistent with federal claimfiling standards for
24 | heal th mai nt enance organi zations required by the United States
25| Secretary of Health and Human Servi ces federat—Health—Care

26 | Francing—Admnstration. The departnment nmay adopt rul es

27 | relating to coding standards consistent with Medicare codi ng
28 | standards adopted by the United States Secretary of Health and
29 | Human Servi ces federal—Heatth—CareFinancing—Adrn-stration.
30| The codi ng standards apply to both el ectronic and paper

31| cl ai ns.
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(d) Al providers and payers shall use the standard

code sets defined for their area of operation by the United

States Secretary of Health and Hunman Services. Unl ess

ot herwi se defined by the secretary, the effective date for

code changes shall be consistent with those adopted by the

Medi care contractor, internediary or carrier, and include

grace periods established by the contractor

(3) Paynent of a claimis considered nmade on the date
t he paynent was received or electronically transferred or

ot herwi se delivered. Am—eoverdue—payrent—of—a—ctarmbears
stapte—interest—at—therate—of—10-—percent—per—year—| nt er est

on an overdue paynent for a clean claimor for any uncontested
portion of a clean claimbegins to accrue on the 36th day
after the claimhas been received, according to the foll ow ng

schedul e: —
(a) For aclaimthat is paid between 36 days and 60

days after the date the claimwas received by the health

nmai nt enance organi zation, interest accrues at a rate of 10

percent per year;

(b) For aclaimthat is paid between 61 days and 90

days after the date the claimwas received by the health

nMai nt enance organi zation, interest accrues at a rate of 12

percent per year;

(c) For aclaimthat is paid between 91 days and 120

days after the date the claimwas received by the health

nmai nt enance organi zation, interest accrues at a rate of 15

percent per year; and

(d) For aclaimthat is paid nore than 120 days after

the date the clai mwas received by the health mai nt enance

organi zation, interest accrues at a rate of 18 percent per

year.
12
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1

2| The interest is payable with the paynent of the claim

3 (11)(a) Each policy issued by a health nmi ntenance

4 | organi zation nust contain a provision for coordinating

5] benefits under the policy with any simlar benefits provided
6 | by any other health mai ntenance organi zati on, group hospital
7 | nedical, or surgical expense policy; any group health care

8 | services plan; any auto nedical policy; any governnental

9 | nedi cal expense policy; or any group-type self-insurance pl an
10 | that provides protection or insurance against hospital

11 | nedical, or surgical expenses for the sane | oss.

12 (b) A policy issued by a health nai ntenance

13 | organi zation nmay contain a provision whereby the health

14 | mai nt enance organi zati on nay reduce or refuse to pay benefits
15 | ot herwi se payabl e under the policy solely due to the existence
16 | of similar benefits provided under insurance policies issued
17 | by the sane or another health mai ntenance organi zati on

18 | insurer, health care services plan, or self-insurance plan if
19 ) the sinilar benefits provide protection or insurance against
20 | hospital, nedical, or surgical expenses only if, as a
21| condition of coordinating benefits with another insurer, 100
22 | percent of the total covered benefits described in the
23| policies and presented for paynent are paid, regardl ess of any
24 | tinmeframes for paynent or filing of clains established by any
25 | applicabl e contract.
26 Section 7. Subsection (4) is added to section
27 | 641. 3156, Florida Statutes, to read
28 641. 3156 Treatnent authorization; paynent of clains.--
29 (4) Authorization for a covered service provided by a
30 | health mai ntenance organi zation's contracted physician for an
31| eligible subscriber is hinding upon the health nai nt enance

13
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organi zation, and the heal th nmmi nt enance organi zati on nay not

deny paynent.
Section 8. Subsection (4) of section 641.495, Florida
Statutes, is anended to read:

641. 495 Requirenents for issuance and nmi nt enance of
certificate.--

(4) (a) The organization shall ensure that the health
care services it provides to subscribers, including physician
services as required by s. 641.19(13)(d) and (e), are
accessible to the subscribers, with reasonabl e pronptness,

Wi th respect to geographic |ocation, hours of operation,
provision of after-hours service, and staffing patterns within

general ly accepted industry norns for neeting the projected

subscri ber needs. FTheheatth—rmaintenance—organtzati-on—rust

(b) The organi zation shall ensure that treatnent

aut hori zations are provided 24 hours a day, 7 days a week. A

request for treatnent authorization nust be responded to

within 2 hours. Failure to respond within 2 hours waives the

right of the health mai ntenance organi zation to deny the claim

for lack of authorization. A request for treatnent

aut hori zati on nmay not be held pending unl ess the requesting

provider contractually agrees to take a pendi ng or tracking

nunber .

Section 9. Paragraph (a) of subsection (1) and
paragraphs (a) and (c) of subsection (2) of section 408. 7057,
Fl ori da Statutes, are anended to read

14
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408. 7057 Statew de provi der and managed care
organi zation clai mdispute resolution program --

(1) As used in this section, the term

(a) "Managed care organi zation" neans a health
nmai nt enance organi zation or a prepaid health clinic certified
under chapter 641, a prepaid health plan authorized under s.
409. 912, o+ an exclusive provider organization certified under
S. 627.6472, or a preferred provider organization

(2)(a) The Agency for Health Care Adnministration shal
establish a program by January 1, 2001, to provi de assi stance

to contracted and noncontracted providers and nanaged care
organi zations for resolution of claimdisputes that are not
resolved by the provider and the nanaged care organi zation
The agency shall contract with & resol ution organi zati ons
organtzation to tinmely review and consi der cl ai mdisputes
subm tted by providers and nanaged care organizations and

reconmend to the agency an appropriate resolution of those
di sputes. The agency shall establish by rule jurisdictiona
anounts and net hods of aggregation for claimdisputes that may
be considered by the resolution organi zati ons ergafization.

(c) Contracts entered into or renewed on or after

Cctober 1, 2000, may require exhaustion of an interna

di spute-resolution process as a prerequisite to the subm ssion
of a claimby a provider or health mai ntenance organization to
the resol ution organi zati on when the di spute-resol ution
program becones effective. However, if the interna

di spute-resolution process is not conpleted within 60 days

after the filing of the claimdispute with the health

nmai nt enance organi zation, the provider may file a claim

di spute with a resol ution organi zation
Section 10. This act shall take effect July 1, 2001
15
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2 SENATE SUVMMARY

3 Revi ses vari ous provisions gaverning the Paynent of
clains b¥_health insurers and heal th mai nt enance ]

4 organi zati ons. Revises. requirenents for paﬁéng benefits
under nultiple health insurance policies. fines the .

5 term"clean claim" Requires that a claimbe paid within
a specified period. Requires paynent of interest on

6 overdue paynents, Defines the term "energency nedica
condition.” Prohibits certain limts on the provision of

7 ener?ency services. Revises requirenents for health
mai nfenance organization wth respect to treatnent

8 aut hori zations. (See bill for details.)
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