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(b) That transfer to another hospital may pose a threat to the health or safety of
the woman or [fetus] [unborn child].

G. “Emergency services” means, with respect to an emergency condition, as defined in Subsection
F:

1) A medical or mental health screening examination that is within the capability of the
emergency department of a hospital, including ancillary services routinely available to
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Drafting Note: A pharmacy is an entity where prescription drugs are prepared, compounded, preserved or dispensed. Many types of
pharmacies provide a broad range of access for prescription drug benefits in the health care services delivered to a covered person. Any
determination of network sufficiency should consider the broad range of pharmacy access points available to covered persons and that
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Drafting Note: The definition of “network plan” is intentionally broad in order to apply to health benefit plans using any type of
requirement or incentive for covered persons to choose certain providers over others, such as HMOs, EPOs, PPO, ACOs and other
innovative delivery system models.

T.
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Health Benefit Plan Network Access and Adequacy Model Act

Drafting Note: States should review the definition of “telemedicine” or “telehealth” for consistency with any state laws or regulations
related to telemedicine or telehealth.

AA. “Tiered network” means a network that identifies and groups some or all types of providers and
facilities into specific groups to which different provider reimbursement, covered person cost-
sharing or provider access requirements, or any combination thereof, apply for the same
services.

Drafting Note: Health carriers may use different terms other than the term “tier” to refer to the type of network described in the
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Drafting Note: In addition to Subsection B, states will need to consider what other types of health benefit plans subject to the insurance
laws and regulations of this state that use networks should be subject to the requirements of this Act.

Drafting Note: States may consider accreditation by a nationally recognized private accrediting entity with established and maintained
standards that, at a minimum, are substantially similar to or exceed the standards required under this Act, as evidence of meeting some
or all of this Act’s requirements. However, accreditation should not be used as a substitute for state regulatory oversight nor should
accreditation be considered a delegation of state regulatory authority in determining network adequacy. States should consider
accreditation as an additional regulatory tool in determining compliance with the standards required under this Act. Under such an
approach, the accrediting entity should make available to the state and the public its current standards to demonstrate that the entity’s
standards meet or exceed the state’s requirements. The private accrediting entity or health carrier should provide the state with
documentation that the health carrier and its networks have been accredited by the entity and make the underlying accreditation files
available to the state upon request.

Section 5. Network Adequacy

A (1)
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9) The volume of technological and specialty care
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(ii)
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E. 1) Beginning [insert effective date], a health carrier shall file with the commissioner [for
review] [for approval]
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F. The access plan shall describe or contain at least the following:

1) The health carrier’'s network, including how the use of telemedicine or telehealth or
other technology may be used to meet network access standards
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(10)

(11)

Health Benefit Plan Network Access and Adequacy Model Act

The health carrier’s process for enabling covered persons to change primary care
professionals, if applicable;

The health carrier’s proposed plan for providing continuity of care in the event of
contract termination between the health carrier and any of its participating providers,
or in the event of the health carrier’s insolvency or other inability to continue
operations. The description shall explain how covered persons will be notified of the
contract termination, or the health carrier’s insolvency or other cessation of operations,
and transitioned to other providers in a timely manner;

The health carrier’s process for monitoring access to physician specialist services in
emergency room care, anesthesiology, radiology, hospitalist care and
pathology/laboratory services at their participating hospitals; and

Drafting Note: If a limited scope dental and/or vision plan uses hospitals and/or other type of facility in its provider network, then the
limited scope dental and/or vision plan shall comply with the Act’s requirements pertaining to hospitals and/or other type of facility.

(12)

Any other information required by the commissioner to determine compliance with the

provisions of this Act.

Drafting Note: State insurance regulators may want to consider requiring that an access plan include information on the health carrier’s
efforts to ensure that its participating providers meet available and appropriate quality of
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carrier’s covered persons and no others) and a covered person from agreeing to continue
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paragraph to all covered persons who are patients seen on a regular basis by
the provider being removed or leaving the network, irrespective of whether it is
for cause or without cause.

(c) When the provider being removed or leaving the network is a primary care
professional, all covered persons who are patients of that primary care
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(iii) The procedures shall provide that:

()

(In

(1)

© 2015 National Association of Insurance Commissioners

Any request for continuity of care shall be made to the health
carrier by the covered person or the covered person’s
authorized representative;

Requests for continuity of care shall be reviewed by the health
carrier’s Medical Director after consultation with the treating
provider for patients who meet the criteria listed in Paragraph
(2) and are under the care of a provider who has not been
removed or leaving the network for cause. Any decisions made
with respect to a request for continuity of care shall be subject
to the health benefit plan’s internal and external grievance and
appeal processes in accordance with applicable state or federal
law or regulations;

The continuity of care period for covered persons who are in
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T. 1) (@) At the time the contract is signed, a health carrier and, if appropriate, an
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“Payment Responsibility Notice — The service[s] outlined below was
[were] performed by a facility-based provider who is a non-participating
provider with your health care plan. At this time, you are responsible for
paying your applicable cost-sharing obligation - copayment, coinsurance
or deductible amount — just as you would be if the provider is within
your plan’s network. With regard to the remaining balance, you have
three choices: 1) you may choose to pay the balance of the bill; OR 2) if
the difference in the billed charge and the plan’s allowable amount is
more than [$500.00], you may send the bill to your health care plan for
processing pursuant to the health carrier’s non-participating facility-
based provider billing process or the provider mediation process
required by [this Section] OR 3) you may rely on other rights and
remedies that may be available in your state.”

(3) Non-participating facility-based providers may not attempt to collect payment,
excluding appropriate cost-sharing, from covered persons when the provider has
elected to trigger the health carrier’s non-participating facility-based provider billing
process described in Subsection E.

4) Non-participating facility-based providers who do not provide a covered person with a
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independent, database of charges for the same or similar services in the same geographic area; or b) some percentage of usual,
customary and reasonable (UCR) charges in the state, if defined in state law or regulation. In setting a benchmark or benchmarks, states
should carefully consider the impact on the market. Setting a rate too high or too low may negatively impact the ability of facility-based
providers and health carriers to agree on a contract.

G. Provider Mediation Process.

(1)

Health carriers shall establish a provider mediation process for payment of non-
participating facility-based provider bills for providers objecting to the application of the
established payment rate outlined in Subsection F.

The health carrier provider mediation process shall be established in accordance with
one of the following recognized mediation standards:

(@) The Uniform Mediation Act;

(b) Mediation.org, a division of the American Arbitration Association;
(c) The Association for Conflict Resolution (ACR);

(d) The American Bar Association Dispute Resolution Section; or

(e) The State of [XX] [state dispute resolution, mediation or arbitration section].

Drafting Note: Some states have included a provider mediation process in an independent dispute resolution process. The intent and
effect is similar to this process.

(3)

(4)

()

Following completion of the provider mediation process, the cost of mediation shall be
split evenly and paid by the health carrier and the non-participating facility-based
provider.

A health carrier provider mediation process may not be used when the health carrier
and the non-participating facility-based provider agree to a separate payment
arrangement or when the covered person agrees to accept and pay the non-
participating facility-based provider’s charges for the out-of-network service(s).

A health carrier shall maintain records on all requests for mediation and completed
mediations under this subsection during a calendar year and, upon request, submit a
report to the commissioner in the format specified by the commissioner.

Drafting Note: In promulgating regulations to implement this section, the commissioner and other appropriate state agencies involved in
the rulemaking process should consider a number of provisions related to this subsection, such as the timing of the notice that the
mediation process has been triggered, the timeframe to trigger the process and the standard rights and obligations of the parties
participating in the mediation process.

H. The rights and remedies provided under this section to covered persons shall be in addition to
and may not preempt any other rights and remedies available to covered persons under state or
federal law.

Enforcement. The [insert appropriate state agency with hospital/provider oversight, consumer
protection division, or attorney general] and the [insurance department] shall be responsible for
enforcement of the requirements of this section.
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covered person’s authorized representative of options available to access covered
services from a participating provider.

For non-emergency services, as a requirement of its provider contract with a health carrier, a
facility shall develop a written disclosure or notice to be provided to a covered person of the
carrier within ten (10) days of an appointment for in-patient or outpatient services at the facility
or at the time of a non-emergency admission at the facility that confirms that the facility is a
participating provider of the covered person’s network plan and informs the covered person
that a health care professional, such as an anesthesiologist, pathologist or radiologist, who may
provide services to the covered person while at the facility may not be a participating provider
in the same network.

Drafting Note: States should be aware that network adequacy issues could arise due to an insufficient number of participating providers
available to provide
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(i) Contact information;
(iii) Participating office location(s);
(iv) Specialty, if applicable;

v)

© 2015 National Association of Insurance Commissioners MO-74-27



Health Benefit Plan Network Access and Adequacy Model Act

MO-74-28 © 2015 National Association of Insurance Commissioners






Health Benefit Plan Network Access and Adequacy Model Act

Drafting Note: State insurance regulators may use a variety of tools and/or methods to determine a health carrier’s ongoing compliance
with the provisions of this Act and whether the health carrier’s provider network is sufficient and provides covered persons with
reasonable access to covered benefits. Such tools and/or methods include consumer surveys, reviewing and tracking consumer
complaints and data collection on the use of out-of-network benefits.

B. The commissioner will not act to arbitrate, mediate or settle disputes regarding a decision not to
include a provider in a network plan or in a provider network or regarding any other dispute

between a health carrier, its intermediaries or one or more providers arising under or by reason
of a provider contract or its termination.

Section 14. Regulations

The commissioner may, after notice and hearing, promulgate reasonable regulations to carry out the provisions
of this Act. The regulations shall be subject to review in accordance with
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