{House Emergency Preamble] Whereas, The deferred operation of this act would tend to
defeat its purpose which is forthwith to expand access to health care for Massachusetts
- yesidents, therefore it is hereby declared to be an emergency law, necessary for the
immediate preservation of the public health.

SECTION 1. [Senate 1A.REV] To provide for supplementing certain items_in the general

appropriation act and other appropriation acts for fiscal year 2006, the sums set forth in

section 2 are hereby appropriated from the General Fund vnless specifically designated

otherwise in this act or in those appropriation acts, for the several purposes and subject to

the conditions specified in this act or in those appropriation acks and subiect to the laws

regulatine the dishursement of public funds for the fiscal year ending June 30, 2006.

These sums shall be in addition to anv amounts previously appropriated and made

available for the purposes of these items.

EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES.

Office of the Secretory.

Massachusetts Rehabilitation Commission.

4120-
.300.000

Department of Public Health.




00,000

4530-

SECTION 2A. To provide for certain unanticipated obligations of the commonwealth: to

provide for alterations of purposes for current appropriations and o meet certain

requirements of law, the sums set Torth in this section are hereby appropriated from the

General Fund unless specifically designated otherwise in this section, for the several

purposes and subject to the conditions specified in this section, and subject to the laws




regulating the disbursement of public funds for the fiscal year ending June 30, 2006.

These sums shall be in addition to any amounts previously appropriated and made

available for the purposes of these items,

EXECUTIVE OFFICE FOR ADMINISTRATION AND FINANCE,

Reserves,

1599-0041 For the special commission studying end of life care services established in

section 480 of chapter 159 of the acts of 2000...............30,000

EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES.

Office of the Secretary.

4000-0140 For the operation of the Betsy Leliman center for patient safety and medical

ercor reduction established in section 16E of chapter 6A of the General

4000-0301 For the costs of MassHealth provider and member audit and utilization review

activities including, but not limited to, eligibility verification, disability evaluations,

provider financial and clinical audits and other initiatives infended (o enhance program

integrity: provided, that $150,000 shall be expended for the operation of the Medicaid

fraud control unit within the office of the attorney general; and provided further, that

$150.000 shall be expended for MassHealih auditing within the office of the state

AU L8, 4ttt istit i tesht e ettt b stis bbbttt e et e e th bt e e tr e et s b me e et nteebe e ratie sttt e is atteeara e areetaareres s rasin

.. 1,500,000




Department of Public Health.

4513-1111 For an osteoporosis education and prevention program; provided, that the

program shall include, but not be limited to: (1) development or identification of

educational materials (o promote public awareness of the canse of osteoporosis, options

for prevention and the value of early detection and possible treatments, including their

benefits and risks. to be made available to consumers, particularly targeted to high risk

groups: (2} dcvekmmf_mt or identification of professional education programs for healih

care providers: (3) development and maintenance of a list of current providers of

specialized services for the prevention and treatinent of osteoporosis; and (4) a program

for awareness, prevention and freatment of hip fractures..c e 175,000

4513-1116 For a renal disease program: provided, thal not less than $250,000 shall be

expended for renal disease programs administered by the National Kidney Foundation of

Massachusetts. Rhode Island, Vermont and New Hampshire, including organ donor

awareness, nutritional supplements and early intervention services for those affected with

renal disease and those at risk of renal disease......cooeeiiiinieinnn: 250,000

4515-1113 For a bladder cancer screening, education and treatment prosram; provided

that no funds shall be expended in the AA obiect class for any personnel-related

COSES ety e st tses 500,000

4515-1114 For an ovarian cancer scregning, education and treatment program; provided,

that no funds shall be expended in the AA

obiect class for any personnel-related COSIS. .ooe e iraieresimmerasanmsteassss 500,000




4516-0264 For a diabetes screening and outreach program to raise public awareness and

provide outreach and education for high risk individuals, including, but not limited to,

targeted populations of adolescents and the

ehderly. e, 200,000

4570-1501 For the funding of a pilot cooperative agreement with Seven Hills Foundation

and UMASS Memorial Health Center for the development of a residential intermediate

care facility to serve the needs of Massachusetts veterans, including members of the

Massachusetts National Guard, Armed Forces of the United States or Reserves who

served daring Operation Iragi Freedom. Operation Enduring Freedom and Combined

Forces Command —Afghanistan, with trawmatic head injuries received on active duty:

provided, that every effort shall be made to secure resources and financial support from

the United States Veterans Administration or other federal agencies and from third party
sources including, but not limited to, Medicaid; and provided further, that the Institute of
Commonwealth Medicine at the University of Massachusetts Medical School shall

receive funding from this appropria tion to evaluate the success of the pilot

DT Lttt it i itt s et sessos sins e bt et sh et et E e ettt et e ehaete st a et s g p et pn s

..1,500,000

4570-1502 For the purposes of implementing a proactive statewide infection prevention

and control program: provided, that notwithstanding any general or special law to the

comirary, the department of public health shatl. through its division of health care quality,

develop a proactive statewide infection prevention and control program in licensed health

care facilities following protocels of the Centers for Disease Contrel for the purposes of




implementation and adherence to infection control practices that are the keys o

preventing the transmission of infections diseases, including respiratory diseases spread

by droplet or airborne routes; provided further, that recorhmended infection control

practices shall include, but not be limited to. hand hygiene: standard precautions and

transmission-based precautions. including contact, droplet and airborne, and respiratory

hygiene; and provided further, that the infection prevention and control program shall

mclude mandatory education in the recommended infection conirol practices for licensed

health care personnel and employees of licensed health care facilities and penalties for

individual and institutional noncompliance with Centers for Disease Control

PIOOCOLS, vt 1,000,000

4590-1503 For the pediatric palliative care program established in section 24K of chapter

111 of the General Laws....oeieirieniniens 950,000

EXECUTIVE OFFICE OFf ECONOMIC DEVELOPMENT.

Department of Labor,

7002-0900 For the cost of health insurance premium subsidies paid to employees of small

businesses participating in the insurance reimbursement program pursuant o section 9C

of chanter 118E of the General Laws; provided, that said program shali be administered

by the director of labor, in collaboration with the executive office of health and human

services; provided further, that all federal reimbursements received for expenditures from

this item pursuant to the provisions of Title XTX and Title XXI of the federal Social

Security Act shall be credited to the Children’s and Seniors’ Health Care Assistance




Fund; and provided further, that expenditures made for the purposes of this item shall not

exceed the amount appropriated in this #em .........ovezee: 10.000.000

70020901 For the cost of health insuranceé subsidies paid to employers participating in

the insurance reimbursement proeram under section 9C of chapter 1188 of the General

Laws: provided, that the director of labor, in collaboration with the executive office of

health and human services, shall administer the program and shall directly market the

program to small business and private human service providers that deliver human and

social services under contract with departments within the executive office of health and

human services and the executive office of elder affairs for the purpose of mitigatin

health insurance costs to the emplovers and their emplovees; provided further, that the

director of labor, in collaboration with the executive office, shall report gquarterly to the

house and senate committees on ways and means_ and the executive office of
administration and finance, monthly expenditure data for the program. including the total

number of employers participating in the program, the percentage of the employers who

purchased health insurance for employees prior to participating in the program and the

total monthly expenditures delineated by pavments to small emplovers and self-employed

persons for individual, 2-person family and family subsidies; provided further. that the

executive office of health and human services shall seek federal reimbursement for the

payments to employers; and provided further, that all federal reimbursements received for <%

expenditures from this itern, under Fitle XIX and Title XX of the federal Social Security

Act shall be credited to the Children’s and Seniors’ Health Care Assistance

FUI.  ciiiiiiiieis it tisies isirsstasser et i s iesertensrneessenenas 10,000,000




Division of Insurance.

7006-0201 For the funding of the consumer health care costs information board, pursuant

to chapter 28B of the General Taws,.......eeerne 2.009.000

SECTION 3. [House 1, Senate 4, Conference Comp] Chapter 6A of the General Laws is
hereby amended by inserting after section 16G the following new section:-

Section 16H. Massachusetis heaith care quality and cost council

Section 1. There shall be established a health care quality and cost council within, but not
subject to control of, the executive office of health and human services. The council shall
establish health care quality improvement and cost containment goals for the
commonwealth, The goals shall be designed to promote high-quality, safe, effective,
timely, efficient, equitable, and patient-centered health care. The council shall receive
staff assistance from the executive office of health and human services, and may, subject
to appropriation, employ such additional staff or consultants as may be deemed necessary
by the Council. The council shall consist of the secretary of health and human services,
the Auditor of the Commonwealth or his designee, the Inspector General or his designee,
the Attorney General or his designee, the commissioner of insurance, the executive
director of the group insurance commission, and seven members appointed by the
governor, one of whom shall be a representative of & health care quality improvement
organization (QIO)} recognized by the federal Centers for Medicare and Medicaid
services, one of whom shall be a representative of the Tnstitute for Healthcare
Improvement, Inc. recommended by the organization’s board of directors, one of whom
shall be a representative of the Massachusetts Chapter of the National Association of
Insurance and Financial Advisors, one of whom shall be a representative of the
Massachusetts Association of Health Underwriters, one of whom shall be a representative
of the Massachusetts Medicaid Policy Institute, one of whom shall be an expert in health
care policy from a foundation or academic institution, and one of whom shall represent a
non-governmental purchaser of health insurance. The representatives of non-
governmental organizations shall serve staggered three-year terms. The council shall be
chaired by the secretary of health and human services:

Section 1A. Definitions.

As used in this section, the following terms shall have the following meanings unless the
context clearly requires otherwise:

“Council”, the health care quality and cost council established in section 2.

“Clinician”, any health care professionals licensed pursvant to chapter 112 of the General
Laws.




“Facility”, a hospital, clinic or norsing home licensed pursuvant to chapter 111 or a home
health agency.

“Health care provider”, a clinician, a facility or a physician group practice.

“Insurer”, a carrier authorized fo transact accident and health insurance pursuant to
chapter 175, a nonprofit hospital service corporation licensed pursuant to chapter 1764, a
nonprofit medical service corporation licensed pursuant to chapter 176B, a dental service
corporation organized pursuant to chapter 176E, an optometric service corporation
organized pursuant to chapter 176F and a health maintenance organization licensed
pursuant to chapter 176G. '

“Physician group practice”, 2 or more physicians who deliver patient care, make joint use
of equipment and personnel, and divide income by a prearranged formula,

Section 2, The duties of the council shall include the following:

(1) (a) The council shall develop and coordinate the implementation of health care
quality improvement goals for the commonwealth that are intended to lower or
contain the growth in health care costs while improving the quality of care, including
reductions in racial and ethnic health disparities. For each such goal, the Council shall
identify the steps needed o achieve the goal; estimate the cost of implementation;
project the anticipated short-term or long-term financial savings achievable to the
health care industry and the Commonwealth, and estimate the expected improvements
in the health status of health care consumers in Massachusetis.

{b) The council may, subject to the provisions of chapter 30B of the general laws,
contract with an independent health care organization to provide the council with
techmnical assistance related to its duties including, but not limited to development of
health care quality goals, cost containment goals, performance measurement
benchmarks, the design and implementation of health quality interventions, the
construction of a consumer health information web site as well as the preparation of
reports including any reports as required by this section, The independent health care
organizations shall have a history of demonstrating the skill and expertise necessary
to; (i} collect, analyze and aggregate data related to costs and quality across the health
care continuum; (ii) identify through data analysis quality improvement areas; (iii)
work with Medicare, Mass Health, other payers’ data and clinical performance
measures; (iv) collaborate in the design and implementation of quality improvement
measures; establish and maintain security measures necessary to maintain
confidentiality and preserve the integrity of the data; (vi) design and implement health
care quality improvement interventions with health care service providers and (vii}
identify and, when necessary, develop appropriate measures of cost and guality for
inclusion in the web site.

To the extent possible, the independent organization shall collaborate with other
organizations that develop, collect and publicly report health care cost and quality
measures.




{¢) Any independent organization under contract with the board shall develop and
update on an annual basis a reporting plan specifying the cost and quality measures to
be included on the internet site. The reporting plan shall be consistent with the
requirements of subsections {1)(a and b). The organization shall give consideration to
those measures that are already available in the public domain and to whether it is
cost effective for the board to license commercially available comparative data and
consumer decision support tools. If the organization determines that making available
through the internet site only those measures already available in the public domain
would not fully comply with subsection 1(b) or would not provide consumers with
sufficient information to make informed health care choices, the organization shall
develop appropriate measures for inclusion on the internet site and shall specify in the
reporting plan the sources from which it proposes to obtain the data necessary to
construct those measures and any specifications for reporting of that data by insurers
and health care providers.

As part of the reporting plan, the organization shall determine for each service that
comparative information is to be included on the internet site whether it is more
practical and useful to: (1) list that service separately or as part of a group of related
services; and {2) combine the cost information for each facility and its affiliated
clinicians and physician practices or to list facility and professional costs separately.

The independent organization shall subrnit the reporting plan, and any periodic
revisions, to the council. The council shall, after due consideration and public
hearing, adopt or reject the reporting plan or any revisions. If the council rejects the
reporting plan or any revisions, the board shall state its reasons therefore. The
reporting plan and any revisions adopted by the board shall be promulgated by the
board.

(d). Insurers and health care providers shall submit data to the council or to the
independent organization on behall of the council, as required by regulations
promulgated pursuant to subsection 8. Any insurer or health care provider failing,
without just cause, to submit required data to the council on a timely basis may be
required, after notice and hearing, to pay a penalty of $1,000 for each week’s delay.
The maximum penalty under this section shall be $50,000.

(e) The Council may promulgate additional rules and regulations relative to the type of
information that may be required and the format in which it should be provided for
the implementation the quality improvement and cost containment goals,

(2) The council may adopt by-laws for itself and for its advisory committee for the

efficient operation of both organizations, and may recommend that public or private
health care organizations be responsible for overseeing implementation of a goal, and
may assist these organizations in developing implementation plans.

(3) The council shall develop performance measurement benchmarks for its goals and

publish such benchmarks annually, after consultation with lead agencies and
organizations and the council’s advisory committee. Such benchmarks shall be
developed in a way that advances a common national framework for quality
measurement and reporting, including, but not limited to measures that are approved




by the National Quality Forum and adopted by the Hospitals Quality Alliance and
other national groups concerned with quality. Performance benchmarks should be
clinically important and include both process and ootcome data; and be standardized,
timely, and allow and encourage physicians, hospitals and other health care
professionals to improve their quality of care. Any data reported by the council
should be accurate and evidence-based, and not imply distinctions where comparisons
are not statistically significant. Members of the advisory committee should have
reasonable opportunity to review and comment on all reports before public release.

{4) (a) The council shall establish and maintain a consumer health information
website. The website shall contain information comparing the cost and quality of
health care services and may also contain general information related to health care as
the council determines to be appropriate. The website shall be designed to assist
consumers in making informed decisions regarding their medical care and informed
choices between health care providers. Information shall be presented in a format
that is understandable to the average consumer. The council shall take appropriate
action to publicize the availability of its website site and make available written
documentation available upon request and as necessary.

{b)Not later than July 1, 2006, the internet site shall be operational and, at a
minimum, include links to other internet sites that display comparative cost and
quality information.

{c) Not later than January 1, 2007, the internet site shall, at a minimum, include
comparative cost information by facility and, as applicable, by clinician or physician
group practice for obstetrical services, physician office visits, high-volume elective
surgical procedures, high-volyme diagnostic tests and high-volume therapeutic
procedures. Cost information shall include, at a minimum, the average payment for
each service or category or service received by each facility, clinician or physician
practice on behalf of insured patients. Cost information shall be aggregated for all
insorers and the board shall not publicly release the payment rates of any individual
insurer which shall not be deemed to be public records as defined in chapter 66 of the
general laws,

{d) The internet site shall provide updated information on a regular basis, at least
annually, and additional comparative cost and quality information shall be posted as
determined by the board. To the extent possible, the internet site shall include: (i)
comparative quality information by facility, clinician or physician group practice for
each service or category of service for which comparative cost information is
provided, (ii) general information related to each service or category of service for
which comparative information is provided; and (iii} comparative quality information
by facility, clinician or physician practice that is not service-specific, including

« information related to patient safety and satisfaction.

(5} The council shall conduct annual public hearings to obtain input from health care
industry stakeholders, health care consumers, and the general public regarding the




goals and the performance measurement benchmarks. The council shall invite the
stakeholders involved in implementing or achieving each goal to assist with the
implementation and evaluation of progress for each goal.

(6) The council shall review and file a report, not less than annually, with the clerks of
the House and Senate on its progress in achieving the goals of improving quality and
containing or reducing health care costs in the Commonwealth. Reports of the couneil
shall be made available electronically through an internet site.

(7} The council shall establish an advisory committee to allow the broadest possible
involvement of health care industry and other stakeholders in the establishment of its
goals and the review of its progress. The advisory committee shail include one
member representing the Massachusetts Medical Society, one member representing
the Massachusetts Hospital Association, one member representing the Massachusetis
Association of Health Plans, one member represeniing Biue Cross Blue Shield of
Massachusetis, one member representing the Massachusetts AFL-CIO, one member
representing the Massachusetts League of Community Health Centers, one member
representing Health Care For All, one member representing the Massachusetts Public
Health Association, one member representing the Massachusetts Association of
Behavioral Health Systems, one member representing the Massachusetts Extended
Care Federation, one member representing the Massachusetts Council of Human
Service Providers, one member representing the Home and Health Care Association
of Massachusetts, one member representing Associated Indusiries of Massachusetts,
one member of the Massachusetts Business Roundtable, one member of the
Massachusetts Taxpayers Foundation, one member of the Massachusetts Chapter of
the National Federation of Independent Business, the Massachusetts Biotechnology
Council, cne member representing the Bloe Cross/Blue Shield Foundation, one
member representing the Massachuseits chapter of the American Association of
Retired Persons, one member representing the Massachuseits Coalition of Taft
Hartley Trust Funds, and additional members appointed by the Governor, which shall
include, but not be Hmited to, a representative of the mental health field, a
representative of pediatric health care, a representative of primary care, a
representative of medical education, a representative of racial or ethnic minority
groups concerned with health care, a representative of hospice care, a representative
of the nursing profession, and a representative of the pharmaceutical field.

{8) The council may recommend any legislation or regulatory changes including
recommendations concerning the methodology for reimbursement payments
necessary to carry out its goals, and the council shall have the authority to promulgate
regulations under this section.

(9) Subject to appropriation, the council may disburse funds in the form of grants or
. loans to assist members of the health care industry in implementing the goals of the
council.




(10) All meetings of the council shall conform to the provisions of chapter 30A of the
general laws, except that the council, through its bylaws, may provide for executive
sessions of the council. No act of the council shall be taken in an executive session.

{11y The members of the council shall not receive a salary or per diem allowance for
serving as members of the council but shall be reimbursed for aciual and necessary
expenses incurred in the performance of their duties. Said expenses may include
reimbursement of travel and living expenses while engaged in council business.

(12) The council may, subject to the provisions of chapter 30B of the general laws, and
subject to appropriation, procure equipment, office space, goods and services,
including the development and maintenance of the web site provided in subsection 4.

SECTION 4. [Senate SECTION 3A] Section 35M of chapter 10 of the General Laws, as
appearing in the 2004 Official Edition, is hereby amended by striking out, in lines 10 and
11, the words;— “and administration; but, any unexpended balance at the end of the
fiscal year shall revert to the General Fund.” and inserting in place thereof the following
words:— “, administration and the statutory and regulatory responsibilities of the board
including patient protection, physician education and health care quality improvement.”

SECTION 5. [House 2; Senate 3A Conference Comp] (a) Chapter 17 of the General
Laws is hereby amended by striking out section 3, as so appearing, and inserting in place
thereof the following sections:--

Section 3. There shall be 2 public health council to advise the comimissioner of public
health and to perform other duties as required by law. The council shall consist of the
commissioner of public health as chairperson and 16 members appointed by the governor
for terms of 6 years in accordance with this section. The governor shall appoint members
within 60 days of the effective date of this act. The commissioner may designate 1 of the
menbers as vice chairperson and may appoint subcommittees or special committees as
needed.

Four of the appointed members shall be the chancellor of the University of Massachusetts
Medical School or his designee; the dean of the University of Massachusetts Amherst
School of Public Health and Health Sciences, or his designee; the dean of the Harvard
University School of Public Health or his designee; and the dean of the Boston University
School of Public Health or his designee.

Six of the appointed members shall be providers of health services: 1 shall be the chief
executive officer of an acute care hospital nominated by the Massachusetts Hospital
Association; 1 shall be the chief executive officer of a skilled nursing facility nominated
by the Massachusetts Extended Care Federation; 2 shall be registered nurses, 1 of whom
shall be a nurse executive, nominated by the board of registration of nurses who shall be
the highest vote-getters on a mail ballot sent to the address of record of all registered




nurses licensed by the board of registration of nurses; and 2 shall be physicians appointed
by the Massachusetts Medical Society, one of whom shali be a primary care physician.

Six of the appointed metmbers shall be non-providers: 1 shall be nominated by the
secretary of elder affairs; 1 shall be nominated by the secretary of velerans’ services; 1
shall be nominated by Health Care For All, Inc.; 1 shall be nominated by the Coalition for
the Prevention of Medical Brrors, Inc.; 1 shall be nominated by the Massachusetts Public
Health Association; and 1 shall be nominated by the Massachusetts Community Health
Worker Network.

(b) For the purposes of this section, “non-provider” shall mean a person whose
background and experience indicate that he or she is qualified to act on the council in the
public interest, who, and whose spouse, parents, sibkings or children, have no financial
interest in a healih care facility, who, and whose spouse has no employment relationship
to a health care facility, to a nonprofit service corporation established in accordance with
chapters 176A to 176E, inclusive, or to a corporation authorized to insure the health of
individuals, and who, and whose spouse, is not licensed to practice medicine.

(¢) Upon the expiration of the term of office of an appointive member, his or her
successor shall be appointed in the same manner as the original appointment, for a term
of 6 vears and until the quatification of his or her successor. The council shall meet at
least once a month, and at such other times as it shall determine by its rules, or when
requested by the commissioner or any 4 members. The appointive members shall receive
$100 a day while in conference, and their necessary traveling expenses while in the
performance of their official duties.

Section 3A. Notwithstanding any general or special law to the congrary, the members of
the public health council established in section 3 of chapter 17 of the General Laws shall
be appointed not later than 60 days from the effective date of this act. If, at any time, the
council shall consist of fewer than 16 members, the attorney general shall appoint such
members after 60 days, so that the council consists of 16 members as provided in said
chapter 17.

SECTION 6, [House 3; Senate 3D, Conf Staff compromise]

Chapter 26 of the General Laws is hereby amended by inserting after section 7 the
following sections:—

Section 7A. There shall be in the division of insurance a health care access bureau
overseen by a deputy commissioner for health care access, whose duties shall include,
subject to the direction of the commissioner of insurance, administration of the division’s
statuiory and regulatory authority for oversight of the small group and individual health
insurance market, oversight of affordable health plans, including coverage for young
adults, as well as the dissemination of appropriate information to consumers relative to
health insurance coverage and access to affordable products. The commissioner shall
appoint all employees of the health care access bureau, with the approval of the
governor. The bureau shall consist of at least the following employees who shall devote
their full time to the duties of their office and shall he exempt from chapters 30 and 31




and shall serve af the pleasure of the commissioner: a deputy comumissioner for health
access, a health care finance expert, an actuary, and a research analyst. The commissioner
may appoint such other employees as the burean may require.

depaﬁmeﬂ%eﬁmeﬁ&e—feﬁhe—p&wesmhmplememmgehapter—im

| SECTION 7. [House 4] Said-Section 8H of said chapter 26 is hereby further amended
by inserting after the second paragraph the following paragraph:—
The division of insurance, in consultation with the commonwealth health insurance

| cennestorexchange, established by chapter 176(Q), shall establish and publish minimom
standards and guidelines at least annually for each type of health benefit plans, except
gualified student health insurance plans as set forth in section 18 of chapter 15A,
provided by insurers and health maintenance organizations doing business in the
commonwealth.

SECTION 8. [House 5; Senate 3.5]
Chapter 29 of the General Laws is hereby amended by inserting after section 2NNN the
following section:-

Section 2000. There is hereby established and set up on the books of the
commonwealth a separate fund to be known as the commonwealth care fund, hereinafter
referred to as the fund. There shall be credited to the fund (a) all health care
contributions coliected pursuvant to [the employer assessment_and the free rider
surcharge], (b) any federal reimbursement received for benefits and payments provided
pursuant {o chaplers 138G and 118H, (c) all amounts paid by hospitals and surcharge
payors as defined in chapter 118G and-(d) all Title XIX federal financial participation
revenue generated by hospital payments funded by the Uncompensated Care Trust,
whether the payments are made by the division of health carg finance and policy or the
executive office of health and human services; (e) any other appropriations or monies
made available by law for the purposes of the demonstration program approved the
Secretary of the United Staies Department of Health and Human Services pursuant to
[ section 1115 of the Social Security Act, as extended or renewed from time to time; and




{f) all property and securities acquired by and through the use of monies belonging to

said fund and all interest thereon. All interest earned on the amounts in said fund shall be
deposited or retained by the fund.- Amounts credited to the fund shall be expended,
subject to appropriation, for {a} programs designed to increase health coverage, including
a program of subsidized health insurance provided to low-income residents of the

Commonwealth pursuant to chapter 118H—aﬂé—éb)—a—pfegmm—ef—heakh—ass+sfaﬂee

[add language allowmg use for rate mcreases??] a program of increasing mowder

rates, and including » program of reimbursing carriers, as defined in section 1 of chapter
1761, for ail costs which that the carriers may incur in claims pursuant to section 10 of
said chapter 176] and section 7 of chapter 176M; provided however that monies from the
fund may be transferred to the health-safetynetuncompensated care trust fund;
establishod-by-secton-57-of-chapter H18E- egtablished in chapter 118G as necessary to
provide payments to acute hospitals and community health centers for reimbursable
health services. Not later than January first, the comptroller shall report an update of
revenues for the current fiscal year and prepare estimates of revenues to be credited to the
Tund in the subsequent fiscal year. Said report shall be filed with the secretary of
administration and finance, the comunissioner-ofmedieal-assistancedirector of the office
of Medicaid, the joint committee on health care financing, and the house and senate
committees on ways and means. In the event that revenues credited to the tund are less
than the amounts estimated to be credited to the fund, the comptrolier shall duly notify
said secretary, commissioner and committees that said revenue deficiency shall require
proportionate reductions in expenditures from the revenues available to support programs
appropriated from the fund._No expenditure made from the fund shall cause the fund to

be in deficit at the close of each fiscal year.

SECTION 9. [Senate 41 The General Laws are hereby further amended by inserting after

chapter 28A the {ollowing chapter;,—

CHAPTER 288.

CONSUMER HEALTH CARE COSTS

INFORMATION BOARD.

.

Section 1. As used in this chapter, the following terms shall have the following meanings

unless the context clearly requires otherwise:

“Board”, the consumer health care costs information board established in section 2,




1

‘Clinician”, any of the following health care professionals licensed pursuant to chapter

112: a physician, podiatrist, physical therapist, occupational therapist, dentist,

optometrist, nurse, nurse practitioner, chiropractor, psychologist. independent clinical

social worker, speech-language pathologist, audiologist, marriage and family therapist

and a mental health counselor,

“Facility”, a hospital, clinic or nursing home licensed pursvant to chapter 111 or a home

health agency.

€

‘Health care provider”, a clinician. a facility or a physician group practice.

“Tnsurer”, a carrier authorized to fransact accident and health insurance pursuant to

chapter 175, a nonprofit hospital service corporation licensed pursuant to chapter 176A, a

nonprofit medical service corporation licensed pursuant to chapter 1768, a dental service

corporation organized pursnant to chapter 176E, an optometric service corporation

organized pursuant to chapter 176F and a health maintenance organization licensed

pursuant o chapter 176G,

“Physician group practice”, 2 or more physicians who deliver patient care, make ioint use

of equipment and personnel, and divide income by a prearranged formaula.

Section 2. There shall be a consumer health care costs information board, The board shall

consist of the secretary of health and human services, the commissioner of insurance, the

execulive director of the group insurance commissioner, the chief of the public protection

bureau of the office of the altorney general, a representative, of the Massachuseits

Medicaid policy institute, a representative of the Massachuseits Chapter of the National

Association of Insurance and Financial Advisors, a representative of the Massachusetis

Association of Health Underwriters, a representative of Healtheare For All and a private




purchaser of insurance appointed by the governor. The board shall be chaired by ,_g_hg

comunissioner of insurance. The board shall make available to the public, primarily

through an internet site, comparative information on the cost and quality of health care

services and that recognizes and makes adjustments for sociceconomic demographic

data.

Section 3. {(a) The board shall establish and maintain a copsumer health information

inlernet site. The website shall condain information comparing the cost and guality of

health care services and that recognizes and makes adjustments for socioeconomic

demoeraphic data and may also contain general information related to healih care as the

board determines to be appropriate.

The website shall be designed to assist consurners in making informed decisions

regarding their medical care and informed choices between health care providers.

Information shall be Qresented in a format that is understandable o the average

consuymer, The board shall take appropriate action to publicize the availability of its

internet site and make available written documentation available upon request and as
necessary.

{b) Not later than January 1. 2006, the internet site shall be operational and, at a

minimumn, include links to other internet sites that display comparative cost and guality

information.

(c) Not later than Januvary 1, 2007, the internet gite shall, af a minimum, inclode

.

comparative cost information by facility and, as applicable. by clinician or physician

group practice for obstetrical services. physician office visits, high-volume elective

surgical procedures, hish-volume diagnostic tests and hich-volume therapeutic




procedures. Cost information shall include, af a minimum, the average payiment for each

service or calegory or service received by each facility, clinician or physician practice on

behalf of insured patients. Cost information shall be agegregated for all insurers and the

board shall not publicly release the payment rates of any individual insurer.

(d) The internet site shall be provide updated information on a regular basis, at least

annually, and additional comparative cost and quality information shall be posted as

determined by the board. To the extent possible, the internet site shall include: {1

comparative quality information by facility, clinician or physician sroup practice for each

service or category of service for which comparative cost information is provided, (2}

general information related to each service or category of service for which comparative

information is provided; and (3) comparative gquality information by facility, ¢linician or

physician practice that is not service-specific, including information related to patient,

safety and satisfaction.
Section 4. The board shall contract with an independent organization to provide the board

with technical assistance related o its duties including, but not limited to, development

and maintenance of the internet site and the reporting plan required pursuant to section 5.

The independent organization shall have a history demonstrating the skiil and expertise

necessary to: (i) collect, analyze and aggregate data related to cost and quality; (ii)

ideniify. through data analvsis, quality improvement areas; (iii) worl with Medicare,

MassHealth, other pavers’ data and clinical performance measures; (iv) collaborate in the

design and implementation of quality improvement measutres; (v) establish and maintain

security measures necessary to preserve the data; (vi) design and implement health care

quality improvement interventions with health care service providers: (vii) identify and,




when necessary. develop appropriate measures of cost and quality for inclusion on the

website; and (viii) present data on the internet site in a format understandable to

consumers. To the extent possible. the organization shall collaborate with other

organizations that develop, collect and publicly report cost and quality measures.

Section 5. Any independent organization under contract with the board shall develop and

update on an anpual basis a reporting plan specifving the cost and gquality measures to be

included on the internet site, The reporting plan shall be consistent with the requirements

of section 3. The organization shall give consideration to those measures that are already

available in the public domain and to whether 1t is cost effective for the board to license

commercially available comparative data and consumer decision support tools. If the

organization delermines that making available through the internet site only those
measures already available in the public domain would not fully comply with section 3 or
would not provide ¢onsumers with sufficient information to make informed health care
choices. the organization shall develop aggropfiate measures for inclusion on the internet

site and shall specify in the reporting plan the sources from which it proposes to gbtain

the data necessary to construct those measures and any specifications for reporting of that

data by insurers and health care providers.

{b) As part of the reporting plan, the organization shall determine for each service that

comparative information is to be included on the internet site whether it is more practical

and useful to: (1) list that service separately or as part of a group of related services; and

{2) combine the cost information for each facility and its affiliated clinicians and

physician practices or to list facility and professional costs separately,

{c) The independent organization shall submit the reporting plan, and any periodic




revisions, to the board, The board shall. after due consideration and public hearing, adopt

or reject the reporting plan or any revisions. If the board rejects the reporting plan or any

revisions, the board shal] state its reasons therefor. The reporting plan and anv revisions

adopted by the board shall be promulgated as a regulation by the commissioner.

Section 6. Insurers and health care providers shall submit data to the beard or to the
independent organization on behalf of the board, as required by regulations promulgated

pursuani to section 5. Any insurer or health care provider failing, without just cause, to

submit required data to the board on a timely basis may be reguired, after notice and

hearing, to pay a penalty of $1,000 {or each week’s delay. The maximum penalty under

this section shall be $50.000,

SECTION 10. [Senate 5A] Section 1 of chapter 32 of the General Laws, as appearing in
the 2004 Official Edition, is hereby amended by inserting after the word “Authority”, in
line 191, the following words:— , Commonwealth Care Health Insurance Exchange

GorperationAythority.

SECTION 11. {Senate 6A, Conference Comp] Section 2 of chapter 32B of the General
Laws, as so appearing, is hereby amended by inserting after the word “commonwealth”,
in line 65, the following words: —, and any federally recognized Indian Tribe as
referenced in 25 U.S.C. section 1771 et seq.

SECTION 12. [House 7; Senate 7, House Language] Section 1 of chapter 62 of the
General Laws, as appearing in the 2004 Official Edition, is hereby amended by striking
out paragraph (c) and inserting in place thereof the following paragraph:—

{c) “Code”, the Infernal Revenue Code of the United States, as amended on January 1,
2005 and in effect for the taxable year; provided, however, that Code shall mean the’
Code as amended and in effect for the taxable year for sections 62{a)(1), 72, 223, 274(m),
274(n), 401 through 420, inclusive, 457, 529, 530, 3401 and 3405 but excluding sections
402A and 408(q).

SECTION 13. [House 8; New Senate hill, Conf Staff Compromise]
The General Laws are hereby amended by inserting after chapter 111L the following
chapter:-

CHAPTER 111M
INDIVIDUAL HEALTH COVERAGE




Section 1. As used in this chapter, the following words shall, unless the context
clearly requires otherwise, have the following meanings:-

“Board”, the board of directors of the Commonwealth Care Health [nsurance
Exchange Authority, established by section 2 of chapter 1760,

“Creditable coverage”, coverage of an individual under any of the following health plans
or as a named beneficiary receiving coverage on another’s plan with no lapse of coverage
for more than 63 days: (&) a group or nongroup health plan; (b) a health plan, including,
but not limited to, a health plan issued, renewed or delivered within or without the
commonwealth to an individual who is enrclled in a gualifying student health insurance
program pursuant {o section 18 of chapter 15A or a qualifying student health program of
another state; (c) Part A or Part B of Title XVII of the Social Security Act; (d) Title XIX
of the Social Security Act, other than coverage consisting solely of benefits under section

1928; (e) 10 U.S.C. section 55; (f) a medical care program of the Indian Health Service or -

of a tribal organization; (g) a state health benefits risk pool; (h) a health plan offered
under 5 U.S.C, 8%; (i) a public health plan as defined in federal regulations authorized by
the Public Health Service Act, section 2701(c)(1)(I), as amended by Public Law 104-191;
(i) a health benefit plan under the Peace Corps Act, 22 U.S.C. 2504(¢); %—bﬂ-‘v‘&ﬁg&—f@l’-‘

Fot E-aditspurstant-to-sechon1t-o ap : a-tengreup-health-plan
any other qualifying coverage required by the Health Insurance Portability and
Accountability Act of 1996 as it is amended, or by regulations promulgated under that
act.

“Resident”, a person who has
(1) obtained an exemption pursuant to clause Seventeenth, Seventeenth C,
Seventeenth C Y2, Seventeenth D, Eighteenth, Twenty-second, Twenty-second A,
Twenty-second B, Twenty-second C, Twenty-second D, Twenty-second E,
Thirty- seventh, Thirty-seventh A, Forty-first, Forty-first A, Forty-tirst B, Forty-
first C, Forty-second or Forty-third of section 5 of chapter 59;
(2) obtained an exemption pursuant to section 5C of said chapter 59;
(3) filed a Massachusetts resident income (ax return pursuant to chapter 62;
(4) obtained a rental deduction pursuant to subparagraph (9) of paragraph (a) of
Part B of section 3 of chapter 62;
(5) declared in a home mortgage settlement document that the mortgaged property
located in the commonwealth would be occupied as his principal residence;
(6) obtained homeowner's liability insurance coverage on property that was

- declared to be occupied as a principal residence;

(7) filed a certificate of residency and identified his place of residence in a city or
town in the commonwealth in order to comply with a residency ordinance as a
prerequisite for employment with a governmental entity;
(8) paid on his own behalf or on behalf of a child or dependent of whom the
person has custody, resident in-state tuition rates to attend a state-sponsored
college, community college or university;




(9) applied for and received public assistance from the commonwealth for himself
or his child or dependent of whom he has custody;

(10) has a child or dependent of whom he has custody who is enrolled in a public
school in a city or town in the commonwealth, unless the cost of such education is
paid for by him, such child or dependent, or by another education jurisdiction;
(11} is registered to vole in the commonwealth; '

(12} obtained any benefit, exemption, deduction, entitlement, license, permit or
privilege by claiming principal residence in the commonwealth; or

{13) is a resident under any other writlen criteria under which the commissioner
of revenue may determine residency in the commonwealth.

Section 2. (a) As-efJanuary-4;-2007:-{The following individuals age 18 and over
shall obtain and maintain creditable coverage: (1) residents of the commonwealth or (2)

individuals who become residents of the commonwealth within 63 days, in the aggregate,
and for whom creditable coverage is deemed affordable under the schedule set by the
board, ef-the-connseter—Residents who within 63 days have terminated any prior
creditable coverage, shall obtain and maintain creditable coverage within 63 days of such
termination.

(b) Every person who files an individual income tax return as a resident of the
commonwealth, either separately or jointly with a spouse, shall indicate on the return, in
a manner prescribed by the commissioner of revenue, whether such person had creditable
coverage in force for each of the twelve months of the taxable year for which the return is
filed as required under paragraph (a) whether covered as an individual or as a named
beneficiary of a policy covering multiple individuals. If the person does not so indicate,

or indicates that did not have such coverage in force, then the tax shall be computed on
the return without benefit of the personal exemption set forth in paragraph (b) of Part B
of section 3 of chapter 62, or, in the case of a person who files jointly with a spouse,
without benefit of one-half of the personal exemption set forth in spch paragraph. I the
person indicates that he had such coverage in force but the commissioner determines,
based on the information available to him, that such requirement of paragraph (a) was not

met, then the commissioner shall compute the tax for the iaxable year without benefit of
the personal exemption set forth in paragraph (b) of Part B of section 3 of chapter 62, or,

in the case of a person who files jointly with a spouse, without benefit of one-half of the

personal exemption set forth in such paragraph, first giving notice to such person of his

intent to do so and an opportunity for a hearing, in accordance with rules prescribed by

the commmloner Mﬁp&&%ﬁm&b&w—eﬂﬂdﬁeﬁ%@hﬂ%&dﬂﬂe&m&w@




———~{é}—The commissioner shall depos1t ali penalt;es collected into the commonwealth
care fund, established by section 2000 of chapter 29.

Section 3, (a) An individual subject to Section 2, who disputes the
determination of eemialiaﬁe&affordabilitv as enforced by the department of
revenue, may seek a review of this determination through an-appeala review panel
established by the board-ef-the commonwenlth-health-insuraneecopneeior;
pursannat-to-chapter 176Q. The board may adopt regulations to carry out the exemption

review processy-previdedy-howeversthat, aNo additional penalties shall be enforced
against an individual seeking review until the review is complete and any

subsequent appeals are exhausted.
(b) An individual subject to section 2 may seek an exemption from these
provisions if imposition of the penalty would create exireme hardship. The board shall

determine criteria for this hardship exemption,

Section 4. The comumissioner of revenue, in consultation with the board-ef-the

comtnotrwentth-heslhinsorinee-contectorestnblshed-by-Chupter 176Q, shall

promuipate-such-adopt rules and regulations;as-neesssasy— to carry out the purposes of
this chapter.

Section 5, The division of health care finance and pelicy shall adopt a form
labeled “Health Insurance Disclosure Staterment’” to be completed and signed, under oath.
by every emplover and employvee doing business in the commonwealth. The form shall
indicate whether the emplover has offered the purchase of health care insurance, whether
the employee has accepted or declined such coverage and whether the employee has an

alternative source of health insurance coverage. The form shall contain a statement that

an emplovee who chooses to decline health insurance coverage offered by an employer

shall be legally responsible for that emploves’s health care costs, if any, and shall be

charged for the use of any health services, The division may make arrangements with
other agencies of the commonweatth, including the department of revenue and the board,
to distribute and collect forms to all employers and employees in the commonwealth.;




SECTION 15, [House 11; Senate 13E, Conf Comp] Clause (h} of subsection (2) of
section 9A of chapter 118E of the General Laws, as so appearing, is hereby amended by
inserting after the word “eligibility”, in line 112, the following words:— ; provided,
however, that the division shall not establish disability criteria for applicants or recipients
which are more restrictive than those criteria authorized by Title X VI of the Social
Security Act, 42 U.S.C. 1381 et seq.

SECTION 18. [House 1S; Senate 133}
Section 9C of said chapter 118E is hereby amended by striking the definition “Eligible
employee” appearing in lines 16 to 21 and inserting in place thereof the following
words:--

“Bligible employee”, (i) an employee of an eligible employer; (ii) who resides in
the commonwealth; (iii) who has not attained age 65; (iv) whose employer or family
member’s employer has not in the last 6 months provided insurance coverage for which
the individual is eligible; and (v) who meets the financial and other eligibility standards
set forth in regulations promulgated by the division, provided, however, that the gross
family income standard shall not exceed 300 per cent of the federal poverty level.

SECTION 19. [House 15; Sepate 131, miriéht [SANG]: More nesy TP Tan g
Section 9C of said chapter 118E is hereby amended by inserting after the words “eligible AY REED MORK LANGUAGET?

employees” in line 56 the following words:- “provided further, that the amount of said i
subsidy shall not be greater than that of the subsidy the employee would have received if
the employee had enrolled in the subsidized insurance program created in chapter 118H.

SECTION 20. [House 16, Senate 13A, Conf Comp] The fourth paragraph of section 12
of said chapter 118E, as so appearing is hereby amended by adding the following
sentence:— Rules and regulations which restrict eligibility or covered services require a
public hearing in accordance with section 2 of chapter 30A.




SECTION 21. [House 17; Senate 41] Said chapter 118E is hereby further amended by

inserting after section 13A the following section:— Section 13B. Hospital rate increases
shall be made contingent upon hospital adherence to quality standards and achievement

of performance benchmarks;inetudingthereduction-of racial-and-ethnie dispasitiesinthe

provistor-ofhealth-eare. Such benchmarks shall be developed or 'u:lopted by the

executive office of health and human services to be effective commencing on Qctober 1,

2007, 50 as to adV'mce a common national framework for quality measurement and

programs, including but not limited to those developed by the Hospital Quality Alliance
and endorsed by the United States Department of Health and Human Services Centers for
Medicare & Medicaid Services: but, hospital measures shall not be utilized that have not
been adopted as a voluntary consensus standard for hospital care by the Na‘uonal Ouahw

Gméehﬂes—'['he offme of Med1ca1d may also use recommended benchmarks from the
health care guality and cost council established by section 16H of chapter 6A.
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SECTION 24. [House 19; Senate 13B 3/5]
Section 16D of said chapter 118E, as so appearing, is hereby amended by adding the

following subsection:—

{(7) Notwithstanding subsection (3), a person who is not a citizen of the United States but

who is either a qualified alien within the meaning of section 431 of the Personal

Responsibility and Work Opportunity Reconciliation Act of 1996 or is dtherwise

permanently residing in the United States under color of law shall be eligible to receive

benefits under MassHealth Essential if such individual meets the categorical and financial

eligibility requirements pursuant to MassHealth; provided, further, that such individual is

either age 65 or older or age 19 to 64, inclusive, and disabled; provided, further, that any

such individual shall not be subject to sponsor income deeming or related restrictions.




SECTION 26. [House 21; Senate 13B 4/5, Conf, staff compromise]

Said chapter 118E is hereby further amended by adding the following section:—
Section 53. The division shall include within its covered services for adults all federally
optional services that were included in its state plan in effect on January 1, 2002,

SechanéMh&e*eeu%w&efﬁe&aﬁheaﬁh—aﬂd—hamaﬁﬁemeeﬁha}meMmeﬁHﬂ

SECTION 27. [House 22]
Said chapter 118E is hereby amended by adding the following six-[HOW MANY?] inew B

sections:-

Section 54, The executive office of health and human services shall implement, in
cooperation with the department of public health, a wellness program for MassHealth
gnrollees to encourage activities that lead o desired health outcomes, including smoking
cessation, diabetes screening for early detection, feen pregnancy preveation, cancer
screening for early detection, and stroke education for envolled individuals, To the extent

enrollees comply with the goals of the wellness program, the executive office shall
reduce MassHealth premiums and/or copayments proportionally. The executive office

shall report annually on the number of enrollees who meet at least one wellness goal, the

premiums collected from the enrollees. and the reduction of premiums due o enrollees
meeting wellness goals to the joint committee on health care financing and the house and

senate committees on ways and means.

Section 55. As used in sections 55 through 60 the following words shall, unless
\the context clearly requires otherwise, have the following meanings:--

"Acute hospital”, the teaching hospital of the University of Massachusetts
Medical School and any hospital licensed under section fifty-one of chapter one hundred
and eleven and which contains a majority of medical-surgical, pediatric, obstetric, and
maternity beds, as defined by the department of public health.

"Allowable reimbursement”, payment to acute hospitals and community health

centers for health services provided to uninsured patients of the commonwealth in

imber of nies

1110 slipport lan,




accordance with the provisions of section 60 of this chapter;provided-that-such
paymentsshall-be-made-in-aceordance-with and any further regulations promulgated by
the office, _

“Bad debt”, an account receivable based on services furnished to any patient
which (i) is regarded as uncellectible, foHowing reasonable collection efforts
consistent with regulations of the division, which regulations shall allow third party
payers to negotiate with hospitals to collect the bad debt of its enrollees, (ii) is
charged as a credit loss, (iii} is not the obligation of any governmental unit or of the
federal government or any agency therof, and (iv} is not free care,

"Community health center”, a health center operating in conformance with the
requirements of Section 330 of United States Public Law 95-626, andshall including all
community health centers which file cost reports as requested by the division of health
care finance and policy.

"Director”, the director of the health safety net office.

“DRG", a patient classification scheme which provides a means of relating
the type of patients a hospital treats, such as its case mix, to the cost incurred by the
hospital.

“Emergency bad debl", ansceountreceivable-basedon bad debt resulting from
emergency services provided by an acute hospital to an uninsured or underinsured
patient or other individual who has an emergency medical condition that is regarded as
uncollectible, following reasonable collection efforts consistent with regulations of the
office.

"Emergency medical condition”, a medical condition, whether physical or mental,
manifesting itself by symptoms of sufficient severily, including severe pain, that the
absence of prompt medical attention could reasonably be expected by a prudent layperson
who possesses an average knowledge of health and medicine, to result in placing the
health of the person or another person in serious jeopardy, serious impairment to body
function, or serious dysfunction of any body organ or part, or, with respect {o a pregnant
woman, as further defined in section 1867(e)(1)(B) of the Social Security Act, 42 U.S.C.
1295dd(e)(1)(B).

“Emergency services”, medically necessary health care services provided to
an individual with an emergency medical condition.

]‘_‘Es_s_er_zt_w_:l_(_fgmgn_u_n_igr_l_’gqv_u!er a community health center, a community
health center-based managed care orgamzatmn, or an acute hospltal that exhibits a
payer mix where a minimum of sixty-three per cent of the acute hospital’s gross
patient service revenue is attributable to Title XVIII and Title XIX of the federal
Social Security Act or other governmental payors, including reimbursements from
the Health Safety Net Fund.

Financial requirements”, a hospital’s requirement for revenue which shall
include, but not be limited to, reasonable operating, capital and working capital
costs, and the reasonable costs associated with changes in medical practice and
technology.

"Fund", the health safety net trust fund, established by section 57.

"Fund fiscal year", the twelve month period starting in October and ending in
September.




“(3ross Patient Service Revenue”, the total doHar amount of a hospital’s
charges for services rendered in a fiscal year,

"Health services" medically necessary inpatient and outpatient services as
mandated under Title XIX of the Federal Social Security Act. Health services shall not
include (1) non-medical services, such as social, educational and vocational services; (2)
cosmetic surgery; (3) canceled or missed appointments; (4) telephone conversations and
consultations; (3) court testimony; (6) research or the provision of experimental or
unproven procedures including, but not limited to, treatment related to sex-reassignment
surgery, and pre-surgery hormone therapy; and (7) the provision of whole blood; and
provided, however, that administrative and processing costs associated with the provision
of blood and its derivatives shall, be payable.

"Office", the health safety net office, as established by section 56.

“Payments subject to surcharge”, all amounts paid, direcly or indirectly, by
surcharge payors to acute hospitals for health services and ambulatory surgical
centers for ambulatory surgical center services, as defined in section 1 of chapter
118G on or after the effective date of this section; provided, however, that
“payments subject to surcharge” shall not include (i) payments, settlements, and
judgments arising out of third party liability claims for bodily injury which are paid
under the terms of property or casualty insurance policies, (ii) payments made on
behalf of Medicaid recipients, Medicare beneficiaries, or persons enrolled in policies
issued pursuant to chapter 176K or similar policies issued on a group basis; and
provided further, that “payments subject to surcharge’” may exclude amounts
established in regulations promulgated by the division for which the costs and
efficiency of billing a surcharge payor or enforcing collection of the surcharge from
a surcharge payor would not be cost effective.

"Private sector charges”, gross patient service revenue attributable to all patients
less gross patient service revenue attributable to Titles XVIII and X1X, other public aided
patients, reimbursable health services, and bad debt.

"Reimbursable health services”, health services provided to uninsured and
underinsured patients who are determined to be financially unable to pay for their care, in
whole or part, pursuant to applicable regulations of the office; provided that such
services shall not be eligible for reimbursement by any other public or private third-
parfy payer; and provided further that non-emergency and non-urgent services shall be
provided at a community health center unless no community or hospital licensed health
center providing both adult and pediatric primary care jis located within five miles of
a hospital campus, as determined by the office or if the patient’s medical condition is
so severe or complex that appropriate care cannot be adequately provided in a
community health center setting, as determined by the office.

"Resident", a person living in the commonwealth, as defined by the office by
regulation; provided, however, that such regulation shall not define as a resident a person
who moved into the commonwealth for the sole purpose of securing health insurance
under this chapter. Confinement of a person in a nursing home, hospital or other medical
institution shall not in and of itself, suffice to qualify such person as a resident,

“Surcharge payor”, an individual or entity that pays for or arranges for the
purchase of health care services provided by acute hospitals and ambulatory
surgical center services provided by ambulatory surgical centers, as defined in




section 1 of chapter 118G; provided, however, that the term “surcharge payor” shall
not include TitleXVIII and Title XIX programs and their beneficiaries or recipients,
other governmental programs of public assistance and their beneficiaries or
recipients, and the workers compensation program established pursuant to chapter
152,

“Underinsured patient”, a patient whose health insurance plan or self-insurance
health plan does not pay for health services that are eligible for reimbursement underthis
section from the health safety net trust fund, provided that such patient meets income
eligibility standards set by the office.

"Uninsured patient”, a patient who is a resident of the commonweatth and who is
not covered by a health insurance plan, a self-insurance health plan, and is not eligible for
a medical assistance program.

Section 56. (a) There is hereby established a health safety net office within the
office of Medicaid. The director of the office of Medicatd shall, in consultation with the
secretary of health and human services, appoint the director of the health safety net
office. The director shall have such educational qualifications and administrative and
other experience as the commissioner and secretary determine fo be necessary for the
performance of the duties of director, including but not limited to experience in the field
of health care financial administration.

(b) The office shall have the following powers and duties:-

{1} to administer the Health Safety Net Trust Fund established by section 57 of
this chapter and to require payments to the fund consistent with acute hospitals' liability
to the fund, as determined pursuant to section 58, and any further regulations
promulgated by the office;

(2} to set, after consultation with the division of health care finance and policy
established by section 2 of chapter 118G, reimbursement rates for payments from the
fund to acute hospitals and community health centers for reimbursable health services
provided to uninsured and underinsured patients and to disburse monies from the fund
consistent with such rates; p¢ i i i
chapter-118G; provided further that the office shall implement a fee-for-service
reimbursement system for acute hospitals;

(3) to promulgate regulations further defining (a) eligibility criteria for
reiinbursable health services, (b) the scope of health services that are eligible for
reimburseiment by the Health Safety Net Trust Fund, (c) standards for medical hardship,
and (d) standards for reasonable efforts to collect payments for the costs of emergency
care. The office shall implement procedures for verification of eligibility using the
eligibility system of the office of Medicaid and other appropriate sources to determine the
eligibility of uninsured and underinsured patients for reimbursedable health services
and shall establish other procedures to ensure that payments from the fund are made for
health services for which there is no other public or private third party payer, including
disallowal of payments to acute hospitals and community health centers for free care
provided to individuals if reimbursement is available from other public or private
sources; and

{4) to develop programs and guidelines to encourage maximum enrollment of
uninsured individuals who receive health services reimbursed by the fund into health care




plans and programs of health insurance offered by public and private sources, and (b) to
promote the delivery of care in the most appropriate setiing, provided that said programs
and guidelines are developed in consultation with the commonwealth health insurance
]cormector established by chapter 176Q. Such programs shall not deny payments from
the fund because services should have been prowded in a more appropriate setling if the
hospital was required to provided such services pursuant to 42 USC 1395 (dd),

(3) to conduct a utilization review program designed to monitor the
appropriateness of services for which payments were made by the fund and to promote
the delivery of care in the most appropriate setting; and to administer demonstration
programs that reduce health safety net trust fund liability to acute hospitals, including a
demonstration program to enable disease management for patients with chronic diseases,
substance abuse and psychiatric disorders throngh enrollment of patients in community
health centers and community mental health centers, and through coordination between
these centers and acute hospitals, provided that the office shall report the results of
such reviews annually to the joint committee on health care financing and the House
and Senate committees on ways and means.

(6)Lto administer the separate account established in section 57 and to make
expenditures from that account without further approprlatmn for the purpose of
improving and enhancing the ability of essential community providers to serve
populations in need of community-based care, including, but not limited to, clinical
support, care coordination services, and pharmacy management services. In
awarding the grants, the office shall consider, but not be limited to, criteria such as
the financial requirements of the provider, the percentage of patients with mental or
substance abuse disorders served by a provider, the numbers of patients served by a
provider who are chronically ill, elderly, or disabled, and the cultural and linguistic
challenges presented by the populations served by the provider.

(7) to enter into agreements or transactions with any federal, state or municipal
agency or other public institution or with any private individual, partnership, firm,
corporation, association or other entity; and to make contracts and execute all instruments
necessary or convenient for the carrying on of its business;

(8) to secure payment, without imposing undue hardship upon any individual, for
unpaid bills owed to acute hospitals by individuals that for health services that are
ineligible for reimbursement from the health safety net trust fund which have been
accounted for as bad debt by the hospital and which are voluntarily referred by a hospital
to the department for collection; provided, however that such unpaid charges shall be
considered debts owed to the commonwealth and that all payments received shall be
credited to the health safety net trust fund; and provided, further, that all actions to secure
such payments shall be conducted in compliance with a protocol previously submitted by
the office to the joint committee on health care financing; and

(9) to make, amend, and repeal rules and regulations to effectuate the efficient use
of monies from the Health Safety Net Trust Fond. Such regulations shall be adopted only
after notice and hearing and only upon consultation with the board of the connector, the
secretary of the executive office of health and human services, the director of the office
of Medicaid, and representatives of the Massachusetts Hospital Association, the
Massachusetts Council of Community Hospitals, the Alliance of Massachuset(s Safety
Net Hospitals, and the Massachusetts League of Community Health Centers.




hereinafter referred to as the fund, which shall be administered by the health safety net
office established pursuant to section 56. Expenditures from said Trust Fund shall not be
subject to appropriation unless otherwise required by law. The purpose of the fund is to
maintain a health care safety net by reimbursing hospitals and community health centers
for a portion of the cost of services provided to low-income, uninsured or underinsured
residenis of the commonwealth and by providing support for essential community
providers. The office shall administer the fund using such methods, policies, procedures, _
standards and criteria that it deems necessary for the proper and efficient operation of the
fund and programs funded thereby in a manner designed to distribute the fund resources

as equitably as possible.

{b} The fund shall consist of all amounts paid by acute hospitals and surcharge
payors pursuant to sections 58 and 59; all appropriations for the purpose of payments
to acute hospitals or community health centers for health services provided to uninsured
and underinsured residents; amounts paid by employers pursuant to.. A
LANGUAGE RE: FREE RIDER SURCHARGE BEING DEPOSITED HERFE]; any
transfers from the commonwealth care fund established by section 2000 of chapter 29;
and all property and securities acquired by and through the use of monies belonging to
transferred to the commonwealth care fund, be expended by the office for the purpose of
payments to hospitals and community health centers for reimbursable health services
provided to uninsured and underinsured residents of the commonwealth, consistent with
the requirements of this section and section 60 and regulations promulgated by the office,
provided that $6,000,000 shall be expended annually from the fund for demonstration
projects that use case management and other methods to reduce the liability of the fund to
acuie hospitals, and provided further that any annual balance rematining in the fund
after such payments have been made shall be transferred to the Commonwealth
Care Fund established in section 2000 of Chapter 29. [ADD LANGUAGE RE:

" MAXIMIZING VEDERAL REIMBURSEMENT AND STIPULATING THAT
FEDERAL REIMBURSEMENT GENERATED FROM EXPENDITURES FROM
THIS FUND SHOULD BE DEPOSITED IN THE COMMONWEALTH CARE
FUNB??L. All interest earned on the amounts in the fund shall be deposited or retained

in the fund. The director shall from time to time requisition from said fund such amounts
as the director deems necessary to meet the current obligations of the office for the
purposes of the fund and estimated obligations for a reasonable future period. [ADD
LANGUAGE ALLOWING USE OF SOME AMOUNT OF FUNDS TO BE USED
FOR ADMINISTRATION OF OrFICE?
(c) Within said fund the office shall establish a separate account for the purpose of
providing grants to essential conmmunity providers. This separate account shall
consist of amounts transferred from the Safety Net Trust Fund, amounts
transferred from the Commonwealth Care, and any funds that may be appropriated
for deposit into this account. The office of shall administer this account and
disburse funds from this account for the purpose of payments to essential
communtity providers in accordance with provisions of clause (6} of paragraph b of
section 56 and any further regulations promulgated by the office.




Section 58. (a) An acute hospital’s liability to the fund shall equal the product of
(1) the ratio of its private sector charges to all acute hospitals’ private sector charges; and
(2) the acute hospital liability to the fund as determined by law. Before October 1 of
each year, the office, in consultation with the division of health care finance and policy,
shall establish each acute hospital's liability to the fund vsing the best data available, as
determined by the division and shall update each acute hospital's liability to the fund as
updated information becomes available. The office shall specify by regulation an
appropriate mechanism for interim determination and payment of an acute hospital's
liability to the fund.

{b ) An acute hospital's liability to the fund shall in the case of a transfer of
ownership be assumed by the successor in interest to the acute hospital.

(¢} The office shall establish by regulation an appropriate mechanism for
enforcing an acute hospital's liability to the fund in the event that an acute hospital does
not make a scheduled payment to the fund. Such enforcement mechanisms may include
(1) notification to the office of Medicaid requiring an offset of payments on the Title XTX
claims of any such acute hospital or any health care provider under common ownership
with the acufe care hospital or any successor in interest to the acute hospital, and (2) the
withholding by the office of Medicaid of the amount of payment owed to the fund,
including any interest and late fees, and the transfer of the withheld funds into the Fund.
If the office of Medicaid offsets claims payments as ordered by the office, it shall not be
deemed to be in breach of contract or any other obligation for the payment of
nonconiracted services, and providers to-which whose payment is offset under order of
the division shall serve all Title XIX recipients in accordance with the contract then in
effect with the office of Medicaid, or, in the case of a noncontracting or disproportionate
share hospital, in accordance with its obligation for providing services to Title XIX
recipients pursuant to this chapter. In no event shall the office direct the office of
Medicaid to offset claims unless an acute hospital has maintained an ountstanding
obligation to the health safety net fund for a period longer than 45 days and has received
proper notice that said division intends to initiate enforcement actions in accordance with
the regulations of the office.

Section 59. (a) Acute hospitals and ambulatory surgical centers shall assess a
surcharge on all payments subject to surcharge as defined in section 1. The
surcharge shal be distinct from any other amount paid by a surcharge payor for the
services of an acute hospital or ambulatory surgical center. The surcharge amount
shall equal the product of (i) the surcharge percentage and (i) arnounts paid for said
services by a surcharge payor. The office shall calculate the surcharge percentage
by dividing $160,008,060 by the projected annual aggregate payments subject to the
surcharge, provided that beginning on October 1, 2008 and in each year thereafter
this amount shall be adjusted to reflect increases in the consumer price index
calculated by the United States Bureaun of Labor Statistics for all urban consumers
nationally during the most recent 12 month period for which data are available.

The office shall determine the surcharge percentage before the effective date of this
section and may redetermine the surcharge percentage before the following April 1
if the office projects that the initial surcharge established the previous October will




produce less than $150,008,008 or more than $170,000,000. Before each succeeding
October 1, the office shall redetermine the surcharge percentage incorporating any
adjustments from prior years. In each determination or redetermination of the
surcharge percentage, the office shall use the best data available as determined by
the division and may consider the effect on projected surcharge payments of any
modified or waived enforcement under subsection (¢). The office shall incorporate
all adjustments, including, but not limited to, updates or corrections or final
settlement amounts by prospective adjustment rather than by retrospective
payments or assessments,

Section 60. (a) Reimbursements from the Fund to hospitals and community health
centers for health services provided o uninsured individuals shall be made in the
following manner, and shall be subject to further roles and regulations promulgated by
the office,

(1) Reimbursements made to acute hospitals shall be based on actual claims for health
services provided to uninsured and underinsured patients that are submitted to the office,
and shall be made only after determination that the claim is eligible for reimbursement in
accordance with this chapier and any additional regulations promulgated by the office,
provided that reimbursements for health services provided to residents of other states and
foreign countries shall be prohibited, and provided further that the office shall make
payments to acute hospitals using fee-for-service rates calculated as provided in
subparagraph (2) below.

(2} The office shall, in consultation with the office of Medicaid, develop and
implement procedures to verify the eligibility of individuals for whom health services are
billed to the fund and to ensure that other coverage options are utilized fully before
services are billed to the fund, including procedures adopted pursnant to section 35 of
this chapter, The office shall review all claims billed to the fund to determine whether _
the patient is eligible for medical assistance pursuant to this chapter and whether any
third party is financially responsible for the costs of care provided to the patient. In
making such determinations, the office shall verify the insurance status of each individual
for whom a claim is made using all sources of data available to the office. The office
shall refuse to allow payments or shall disallow payments to acute hospitals and
comimunity heaith centers for free care provided to individuals if reimbursement is
available from other public or private sources.

(3) The office shall require acute hospitals and community health centers to screen
each applicant for reimbursed care for other source of coverage and for potential
eligibility for government programs, and to document the resulis of such screening. If an
acute hospital or community health center determines that an applicant is potentially
eligible for Medicaid or for the commonwealth care program established pursuant to
chapter 118H or another assistance program, the acute hospital or community health
center shall assist the applicant in applying for benefits under such program. The office
shall andit the accounts of acute hospitals and community health centers to determine
compliance with this section and shall deny payments from the fund for any acute
hospital or community health center that fails to document compliance with this section.

(4) The office shall reimburse acute hospitals for health services provided to
individuals based on the payment systems in effect for acute hospitals used by the United




States Department of Health and Human Services Centers for Medicare & Medicaid
Services to administer the Medicare Program under Title XVIII of the Social Security
Act, including all of Medicare’s adjustments for direct and indirect graduate medical
education, disproportionate share, outliers, organ acquisition, bad debt, new technology
and capital and the full amount of the annual increase in the Medicare hospital market
basket index. The division shall modify such payment systems ery to account for: the
differences between the program administered by the office and the Title XVII Medicare
program, including the services and benefits covered, and, for purposed of calculating the
payment rates for covered hospital services, the office shall use a grouper and DRG
relative weights that have been determined by the office, in consultation with the division
of health care finance and policy. and the Massachusetts Hospital Association, to
reimburse acute hospitals at rates no less than the rates they are reimbursed by Medicare;
the extent and duration of such coverage; the populations served; and any other
adjustments as spec1ﬁed n regulatwns promulgated by the office —&H@%he-assufaﬁee

1mpIementat10n of the prowsmns of th1s sectlon, the office shall ensure that the rates-paid
allowable reimbursement rates pursuant to this section for health services provided to
uninsured individuals shall not thereafier be less than rates of payment for comparable
services under the Medicare program, taking into account the adjustments required by
this section.

(5) For the purposes of paying community health centers for health services provided
to uninsured individuals under this section, the office shall pay community health centers
a base rate that shall be no less than the then-current Medicare Federalty Qualified Health
Cenler rate as required under 42 USC section 13951 (a)(3), the office shall add payments
for additional services not included in the base rate, including, but not limited to, EPSDT
services, 340B pharmacy, urgent care, and emergency room diversion services.

{6) Reimbursements to acute hospitals and community health centers for bad debt
shall be made upon submission of evidence, in a form to be determined by the office, that
reasonable efforts to collect the debt have been made.

{b) By April 1 of the year preceding the start of the fund fiscal year, the office shall,
after consultation with the Division of Health Care Finance and Policy, and using the best
data available, provide an estimate of the projected total reimbursable health services
provided by acute hospitals and community health centers and emergency bad debt costs,
the total funding available, and any projected shortfall after adjusting for reimbursement
payments to community health centers. In the event that a shortfail in revenue exists in
any fund fiscal year to cover projected costs for reimbursement of health services, the
office shall allocate said shortfall in a manner, including, but not limited to, the
establishment of a graduated reimbursement system that reflects each hospital's
proportional financial requirement for reimbursements from the fund, in accordance with
regulations promulgated by the office, provided further that in the two years following
hmpiementatlonpfjhls section any acute hospital receiving payments for
reimbursable health services that when measured on a comparable basis accordmg
to criteria established hy the office, are not equivalent to reimbursements for free
care received in the two years preceding implemeniation of this section shall be




eligible to receive supplemental funding from the Health Safety Net Trust Fund
upon application to said office.

(c) The division shall enter into interagency agreements with the department of
revenue (o verify income data for patients whe-recetve-reimbursed whose health care
services are reimbursed by the Health Safety Net Fund and to recover payments made
by the fund for services provided to individuals who are ineligible for to receive
reimbursedable health services or on whose behalf the fund has paid for emergency bad
debt. The division shall promulgate regulations requiring acute hospitals to submit data
that will enable the department of revenue to pursue recoveries from individuals who are
ineligible for reimbursed health services and on whose behalf the fund has made
payments to acute hospitals for emergency bad debt. Any amounts recovered shall be
deposited in the Health Safety Net Trust Fund.

{d) The office shall not at any time make payments from the fund for any period in
excess of amounts that have been paid into or are available in the fund for such period,
provided, however, that the office may temporarily prorate payments from the fund for
cash flow purposes.

[effective date=Cct 1, 2007]

Section 1 of chapter 118G of the General Laws, as appearing in the 2004 Official Edition,
is hereby amended by striking the definition of “Pool”.
[effective date=Oct 1, 2007]

SECTION 29. {House 23A]

Said section 1 of said chapter 118G, as so appearing, is hereby further amended by
striking out the definition of “Payments subject to surcharge”.

[effective date=Cct 1, 2007]

SECTION 30. INEW]

Said section 1 of said chapter 118G, as so appearing, is hereby further amended by
striking out the definition of “Private sector charges”.

[effective date=0ct 1, 2007]

SECTICN 31. [NEW]

Said section 1 of said chapter 118G, as so appearing, is hereby further amended by
striking out the definition of “Surcharge payor™.

[effective date=0ct 1, 2007}

-- what is the

carrent status of the Free Rider dra

SECTION 33. [House 24]




Clause (a} of section 2 of said chapter 118G, as so appearing, is hereby amended by
inserting after the word “services”, in line 19, the following word: and — and by striking
out clause (c).

[effective date=Oct 1, 2007]

SECTION 34, [House 23]
Section 3 of said chapter 118G, as so appearing, is hereby amended by striking out clause

(2).
[effective date=Oct 1, 2007]

SECTION 35. [NEW]} .

Section 5 of said chapter 118G is hereby amended by striking the first two sentences and
inserting in place thereof the following:—

Each acute hospital shall pay to the commonwealth an amount for the estimated
expenses of the division and of the health safety net office established in section 56 of
chapter 118E. Such amount shall be equal to the amount appropriated by the general
court for the expenses of the division of health care finance and policy and of the health
safety net office minus amounts collected from (1) filing fees, (2) fees and charges
generated by the division’s publication or dissemination of reports and information, (3)
federal matching revenues received for such expenses or received retroactively for '
expenses of predecessor agencies, and (4), anty amounts allocated from the health safety
net fund, established in section 57 of chapter 118E for the purposes of administrative
costs of the health safety net office, provided that a share of the revenues raised under
this section shall be transferred to the safety net office.

[effective date=Oct 1, 2007]

SECTION 36. [House 27]
Section 18 of said chapter 118G is hereby repealed.
[effective date=Oct 1, 2007]

SECTION 37. [House 28]
Section 18A of said chapter 118G is hereby repealed.
[effective date=0ct 1, 2007]

SECTION 38. [House 29; New Senate bill] The General Laws are hereby amended by
inserting after chapter 118G the following chapter:—

CHAPTER 118H.
THE COMMONWEALTH CARE HEALTH
INSURANCE PROGRAM,
Section 1. As used in this chapter the following words shall, unless the context cleatly
requires otherwise, have the following meanings:—

“Board”, the board of directors of the Commonwealth Care Health Insurance Exchange

Authority, established by section 2 of chapter 1760, commonwealth-health-insurance




“Eligible health insurance plan”, a health insurance plan that meets the criteria for
receiving premium assistance payments, established by the board-ef-the-commenwealth
heelth-insurance-conneeter.
“Bligible individual”, an individual who meets the eligibility requirements set out in
section 3, including an individual who is a sole proprietor.
“Bxchange.” the commonwealth care health insurance exchange established in section 3
of chapter 1760.
“Fund”, the Commonwealth Care Pund, established by section 2000 of chapter 29,
“Premium contribution payments”, payments made by enrollees in the program according
to a fee schedule established by the board-ef-the-commonwealth-health-insuranee
conRkector. !
“Premium assistance payments”, payments on behalf of enrollees in the program for
health insurance premiums, according {o a schedule established by the board-efthe
commonwealtrhealth-insurance-connector,
“Resident”, a person living in the commonwealth, as defined by the effice-division of
health care finance and policy by regulation; provided, however, that such regulation
shall not define a resident as a person who moved into the commonwealth for the sole
purpose of securing health insurance under this chapter; and provided further, that a
person who is not a citizen of the United States but who is either a qualified alien within
the meaning of section 431 of the Personal Responsibility and Work Opportunity
Reconciliation Act of 1996 or is otherwise permanently residing in the United States
under color of law shall be eligible to receive benefits under this chapter. Confinement of
a persont in a nursing home, hospital or other medical institution shall not in and of itself,
suffice to qualily such person as a resident.

Section 2. For the purpose of reducing uninsurance in the commonwealth, there shall be a
Commonwealth Care Health Insurance program (hereunder “the program”) within the
commonwealth health insurance esnneetor-gxchange established in chapter 176Q. The
program shall be administered by the board-ef-the-cennecteor, in consultation with the
directors of the office of Medicaid and the health-safety-net-efficecommissioner of health
care finance and policy. The board ef-the-conneetor-shall-shall procure-health-insurance
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: : deterlmne a shdmg-scale premium
contrlbution payment schedule for enroliees provided that no premiums shall be required

for single adults whose annual household income is less than 100 per cent of the federal

poverty level, and shall establish procedures for determining eligibility and enrolling
residents, in coordination with procedures used by the office of Medicaid. In order to
maximize enrollment of low-income uninsured residents, the board efthe-connectershall
develop a plan for outreach and education that is designed to reach theseig populations, In
developing this plan, the board shall consult with the director of the office of Medicaid,
representatives of any carrier eligible to receive premium subsidy payments under this
chapter, representatives of hospitals that serve a high number of uninsured individuals,
and representatives of low-income health care advocacy organizations.




Section 3. {a) An uninsured residenss of the commonwealth shall be eligible to
participaie in the commonwealth care program, provided thati—

(1) an individual or family’s household income does not exceed 300 per cent of the
federal poverty level;

(2) the individual has been a resident of the commonwealth for the previous 6 months;
(3) the individual is not eligible for any MassHealth program, for Medicare, or for the
child health insurance program pursuant to section 16C of chapter 118E;

(4) the individual’s or family member’s employer has not in the last 6 months provided
insurance coverage for which the individual is eligible and for which the employer covers
at least 20 per cent of the annual premium cost of a family health insurance plan or at
least 33 per cent of an individual health insurance plan; and

(5) the individoal has not accepted a financial incentive from his employer to decline his
employer’s subsidized health insurance plan. '

{b) The board may waive the provisions of sestien-4clause (a) (4), above, provided:

(1) the individual's emplover pays the employer’s health insurance premium contribution
i the exchange; and

(2) the employer’s health insurance premium contribution for the applying individual is
not. less than the median health insurance premium contribution made by the employer to

all of its tuli t1me employecs paitlclgatmg in the emgloycr sponsored health plan.

The exchange shall use the employer’s health insurance premium contribution for the

individual first to offset the commonwealth’s premium assistance payment. Any residual
amount may be used to offset the individual’s premium contribution payment.

Section 4. All residents shall have the right to apply for the program established in
this seetienchapter, the right to receive written determinationg detailing denial of
eligibility, and the right to appeal any eligibility decision _to the office of patient
protection established in chapter 1760, provided such appeal is conducted pursuant
to the-a process jointly established by the bBoard-ef the-Conmmenwealth-Health
Insarance Connoctor; purssant-te-chapter 1760 and the office of natient protection,
All participants receiving premiam assistance payments under this section shall be
entitled to consumer protections pursuant to chapter 1760.

Section 5. Premium assistance payments shall be made in accordance with a schedule set
published annually on or before September 30 by the board-efthe-eonnestes, in
consultation with the directors of the office of Medicaid and the health-safety-net

efffeecommissioner of health care finance and policy. sprovided-thatthis-scheduleshall
be-published-on-or-befere-September-30;-starting-in-2006-Premium assistance payments

shall be subject to appropriation from the Commonwealth Care Fund, established by




section 2000 of chapter 29, and other appropriation of state monies, and shall be made
directly by the eennester-exchange and sub-exchanges to eligible health insurance plaas,
in accordance with the provisions of chapter 176Q)._;-provided fustherthat-pPremium
assistance payments shall only be made on behalf of enroltees who purchase health plans
with no annual deductible. If the directer-secretary determines that amounts in the fund
are insufficient to meet the projected costs of enrolling new eligible individuals, the
direetersecretary shall impose a cap on enrollment in the program.

household income that does not exceed 100 percent of the federal poverty level, in
which the beard of the connector shall procure health insurance plans that include,
but are not limited to, inpatient services; outpatient services and preventative care
in participating doctors’ offices or community health centers; prescription drugs as
provided under the MassHealth formulary; provided, however, that enrollees shall
be responsible for a copayment of one dollar for each interchangeable drug
prescription, and three dollars for each brand name drug prescription; medically
necessary inpatient and outpatient mental health services and substance abuse
services; and medicaly necessary dental services, inclnding preventative and
restorative procedures.

(b} Notwithstanding prescription drug costs established by this section, no enrollee
with a household income that does not exceed 100 percent of the federal poverty
level shall be subject to any premium, deductible, or other cost sharing under this
program.

Section 7. All expenses incurred in conducting the proeram shall be payable solely from
funds provided under the authority of this chapter and no liability or obligations shall be

incurred by the commonwealth care health insurance program hereunder beyond the
extent to which monies shall have been provided under this chapter.

SECTION 40, [House 68, 69, 70}

SECTION 41. [House SECTION 33, Senate SECTION 20}[Conference committee
compromise language.]

Paragraph (a) of subdivision 2) of section 108 of chapter 175 of the General Laws, as
appearing in the 2004 Official

Edition, is hereby amended by striking out clause (3) and inserting in place thereof the
following clause:—

(3) It purports to insure only 1 person, except that a policy must insure, originally or by
subsequent amendment, upon the application of an adult member of a family who shall
be deemed the policyholder, 2 or more eligible members of that family, including




husband, wife, dependent children or any children under a specified age which shall not
exceed 25 years or for 2 years following loss of dependent status under the Internal
Revenue Code, whichever occurs first, provided that the individual has no access to any
other form or type of health insurance, and any other person dependent upon the
policyholder; provided, however, that if a policy provides for termination of a dependent
child’s coverage at a specified age and if such a child is mentally or physically incapable
of earning his own living on the termination date, the policy shall continue to insure such
child while the policy is in force and so long as such incapacity.
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SECTION 42. [Senate 22.REV].Said chapter 173 is hereby amended by inserting after Formatted: Font: Not Bold

section 111H, the following section:—

disapprove a policy of accident and sickness insurance which provides hospital expense
and surgical expense insurance solely on the basis that it does not include coverage for at
least 1 mandated benefit.

Section 1111 {a) Except as otherwise provided in this section, the commissicner shall not Formatted: Font: Not Bold

b) The commissioner shall not approve a policy of accident and sickness insurance

which provides hospital expense and surgical expense insurance unless it provides, ata
minimum, coverage for:

{1} pregnant women, miants and children as set forth in section 47C:

(2) prenatal care, childbirth and postpartum care as set forth in section 47F;

Formatted: Font: Not Bold
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(6) infertility or preenancy-related benefits as set forth in section 47H

{7) patient care services provided in a qualified clinical trial, as set forth in section 110L;

and : Formatted: Font: Not Bold 7

(8) mental health services as set forth in section 47B; provided however. that if the policy ;. Formatted: Font: Not Bold

limits coverage for outpatient physician office visits, the commissioner shall not
disapprove the policy on the basis that coverage for ouipaticnt mental health services is
not as extensive as required by said section 47B. if the coverage is at least as extensive as
coverage under the policy for outpatient physician services.

c¢) The commissioner shall not approve a policy of accident and sickness insurance Formatted: Font: Not Beld

which prowdes hospital expense and surgical expense insurance that does not include




coverage for at least 1 mandated benefit unless the carrier continues to offer at least |
policy that provides coverage that includes all mandated benefils.

(d) For purposes of this section, “mandated benefit” shall mean a requirement in this

chapter that requires coverage for specific health services, specific diseases or certain
providers of healih care.

'! Formatted: Fonf: Not Bold

commissioner under this section shall be available to an employer who has provided a
policy of accident and sickness insurance to any emplovee within 12 months,

SECTION 43. [Senate 23.REV] Chapter 176A of the General Laws is hereby amended

by Inserting after section 1D the following section:

Section 1E. (a) Except as otherwise provided in this section, the commissioner shall not

disapprove a contract between a subscriber and the corporation under an individual or

group hospital services plan solely on the basis that it does not include coverage for at
least I mandated benefit,

rove a contract unless it provides, at a mimimum

b) The commissioner shall not a

coverage for:

regnant wornen, infants and children as set forth in section 8B;

[(2) prenatal care, childbirth and postpartum care as set forth in section 8H;

hic examination as set forth in section 8J;

ic scregning and mammo

3) evtolo

3

1y intervention services as set forthin s

aid section 8B:

-related benefits as set forth in section 8K

contract limits coverage for outpatient physician office visits, the commigsioner shall not

disapprove the contract on the basis that coverage for outpatient mental health services is
not as extensive as required by said section 8A. as long as such coverage is at least as

extensive as coverage under the contract for outpatient physician services.
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(c) The commissioner shall not approve a contract that does not include coverage for at

least 1 mandated benefit unless the corporation continues to offer at least 1 contract that

Formatted: Font: Not Bold

provides coverage that includes all mandated benefits.

{d) For purposes of thig section, “mandated benefit’” shall mean a requirement in this

chapter that requires coverage for specific health services. specific diseases or certam
providers of health care.

(e) The commissioner may promulgate rules and regulations as are necessary to carry ouf

this section,

(0 Notwithstanding any special or general law to the contrary, no plan approved by the

commissioner under this section shall be available to an employer who has provided a
hospital services plan, to any employee within 12 months.

SECTION 46, [Senate SECTION 24] [Conference committee compromise language.]
Chapter 176A of the General Laws is hereby amended by inserting after section 8Y the
following section:—

Section 8Z. Any subscription certificate under a group nenprofit hospital service
agreement, except certificates which provide supplemental coverage to Medicare or other
governmental programs which shall be delivered, issued or renewed in the
commonwezlth, shall provide, as benefits to all group members having a principal place
of employment within the commonwealth, coverage to persons who are age 25 and under
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or for 2 years following loss of dependent status under the Internal Revenue Code,
whichever occurs first, provided that the individual has no access to any other form or
type of health insurance.
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SECTION 49. [Senate SECTION 25][Conference committee compromise language]
Chapter 176B of the General Laws is hereby amended by inserting after section 4Y the
following section:—

Section 4Z. Any subscription certificate under an individual or group medical service
agreement which shall be delivered or issued or renewed in this commonwealth shall
provide as benefits to all individual subscribers and members within the commonwealth
and to all group members having a principal place of employment within the
commonwealth, coverage to persons who are age 25 and under or for 2 years following
loss of dependent status under the Internal Revenue Code, whichever occurs first,
provided that the individual has no access to any other form or type of health insurance.

SECTION 50, [Senate 261 Said chapter 176B is hereby further amended by inserting after

section 6B, the following seciion:—

Section 6C. (a) Except as otherwise provided in this section. the comimissioner shall not

disapprove a subscription certificate solely on the basis that it does not include cover: age B

for at feast 1 mandated benefit.

{b) The commissioner shall not approve a subscription certificate unless it provides, at a

minimum, coverage for:
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regnant women, infants and children as set forth in section 4C.

(3} cytologic screening and mammographic examination;

(4) diabete

s-related serviceg, medications and supplies as defined in section 48S;

{(5) early intervention services as set forth in said section 4C;

{6) infertility or pregnancy-related benefils as set forth in section 471;

{73 patient care services provided in a qualified clinical trial. as set forth in section 4X:

subscription certificate limits coverage for outpatient physician office visits, the
commissioner shall not disapprove the subscription certificate on the basis that coverage
for outpatient mental health services is not as ex{ensive as required by said seciion 4A. as
long as such coverage is at least as extensive as coverage under the subscription
certificate for outpatient physician services.

(c) The commissioner shall not approve a subscription certificate that does not include

coverage for at least 1 mandated benefit unless the gorporation continues to offer at least
1 subscription certificate that provides coverase that includes all mandated benefits,

(d) For purposes of thls section, mandated benefit" Shail mean a 1equirement in this

commissioner under this section shall be available to an employer who has provided a.
subscription certificate, to any emplovee within 12 months,
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SECTION 53. [Senate SECTION 27][Conference Committee compromise language]
Chapter 176G of the General Laws is hereby amended by inserting after section 4Q the
following section:—

Section 4R. A health maintenance contract shall provide coverage to persons who are age
25 and under or for 2 years following loss of dependent status under the Internal Revenue
Code, whichever occurs first, provided that the individual has no access to any other form
or type of health insurance.

SECTION 54,

by inseriing afier section 16 the following 2 sectl()ns

Section 16A. (a) The commissioner shall not disapprove or reject a health maintenance

contract solely on the basis that it includes any of the following provisions:

(1) a deductible that is consistent with the requirements set forth in section 223 of the

Internai Revenue Code, ar any SUccessor statute:

£2) reasonable and actuarially sound co-insurance for covered services; or
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Senate 28.rev], Said chapter 176G of the General Laws is hereby amended

B
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and dlagnostlc services and other outpatlent services; provided, howcven that an annual
unit of service limit on coverage for a particular category of services shall be deemed fo
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be reasonable if the health maintenance organization submits an actuarial memorandum
demonstrating that the unit of service limit is not less than 2 times the average expected
uiilization for that category of services, and that an annual dollar Jimit on coverage for a
pagticular category of services shall be deemed to be reasonable if the carrier submits an
actuarial memorandum demonstrating that the dollar limit is not less than 4 times the

average expected level of incurred claims for that category of services,

(b} The comnissioner may promuleate rules and regulations as are necessary to carry out
this section.
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Except as otherwise provided in this section, the commissioner shall not
disapprove a health maintenance contract solely on the basis that it does not include
coverage for at least 1 mandated benefit.

(b) The commissioner shall not approve a health mamtenance contract unless it provides

coverage for:

(1) pregnant women,. infants and children as set forth in section 4,

" {4) diabetes-related services, medications and supplies as defined in section 4H:

maintenance contmct Inmts coverage for outpatient phvs:man office visits pursuant to

section 16, the commissioner shall not disapprove the health maintenance contract on the
basis that coverage for outpatient menfal health services is not as extensive as required by
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said section 4M as long as such coverage is at least as extensive as coverage under the
health maintenance contract for outpatient physician services.

{c) The commissioner shall not approve a health maintenance contract that does not

include coverage Tor at least 1 mandated benefit unless the health maintenance

organization continues to offer at least 1 health maintenance contract that provides
coverage that includes all mandated henefits.

{d) For purposes of this section, “mandated benefit” shall mean a requirement in this =~

hagtcr that requires coverage for specific health seryices. specific diseases or certain
providers of health care,

¢) The commissioner may promulgate rules and regulations as are necessary to carry out

the provisions of this section.

(1} Notwithstanding any special or general law to the contrary. no plan approved by the

commissioner under this section shall be available to an emgioym who has provided a
health maintenance contract. to any employee within 12 months.
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SECTION 58. [House SECTION 42A} Said chapter 176G is hereby further amended

by inserting after section 16 the following section:—

Section 16A. The commissioner shall not disapprove a health maintenance contract
offered as coverage for young adults as long as the health maintenance contract complies
with the minimum standards established pursuant to section 10 of chapter 176).

SECTION 59, [Senate SECTION-59-[House-SECTONA3} Seetiont-of chapter-1763-of
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Section 10. (a) The commissioner shall reimburse a carrier an amount equal to 90 per

cent of claims costs in any calendar vear between the reinsurance threshold and the
reinsurance limit attributable to any eligible employee or dependent of an eligible small

business with not more than 3 eligible employees. The initial reinsurance threshold shall

'{ Formatted: Font: Not Bold

be $100,000. The initial reinsurance limit shall be $500,000. The commissioner shall

increase the reinsurance threshold and limit on an annual basis by an amount consistent
with medical cost trends in the small group market,

[b) A carrier’s cost and wtilization trends applicable to premiums charged to eligible

smaﬂ businesses shall reflect anficipated reimbursements pursuant to this section.

Nothing in this section shall prohibitf the commissioner of insarance from contracting
with a third party to administer the fund.

SECTION 90. [Senate, 303 Section 2 of chapter 176M of the General Laws, as appearing
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in the 2004 Official Edition, is hereby amended by striking out subsection (d) and

inserting in place thereof the following subsection;-——

d) A carrier that participates in the nongroup health insurance market shall make

available to ellgtiﬂc individuals a standard g guaranteed issue health E!ah established
pursuant to subsection (¢) and may make available to elicible individuals up to 6

alternative guaranteed issue health plans with henefits and cost-sharing requirements,

including deductibles, that differ from the standard guaranteed issue health plan, A carrier
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may offer 1 alternative plan that is the alternative plan that was offered by the carrier as
of January 1, 2006, as modified from time to time in the ordinary course of business. A
carrier mav offer not more than 3 alternative benefit plans that satisfy the requirements
set forth in section 223 of the Internal Revenue Code, or any successor statute, A carrier
may offer not more than 2 alternative benefit plans that include reasonable and medically
appropriate annual limits on coverage for physician office visits and outpatient services.
A carrier shall not make available an alternative plan unless the plan has been filed with

and approved by the commissioner of insurance. The commissioner shall approve an
alternative plan if it: (1) is consistent with the requirements of the carrier’s licensing

statute; (2) contains a disclosure form, which shall be provided to a potential insured, that

clearly and concisely states the limitations on the scope of health services and any other

benetits to be provided, including an explanation of any deductible, co-insurance or co-
payment feature; and (3) offers a 10-day free look period in compliance with chapter
176D and any regulations promuleated thersunder, A carrier shall adhere 1o all other
provisions of this chapier when offering any guaranteed issue health plan. The
commissioper shall promulgate regulations relative to the alternative plans permissible

pugsaant to this section. The regulations shall establish parameters for cost-sharing and
benefit limits applicable {o aliernative plans so as to reduce the polential for adverse

selection between carriers offering the same type of alternative plan. The regulations




shall permit a health maintenance organization to offer alternative guaranteed-issue
health plans that are consistent with sections 16A and 16B of chapter 176G.

SECTION 91, [Senate 31

section 7, as so appearing, and inserting in place thereof the following section:—

Said chapter 176M is hereby further amended by striking out

Section 7. (a) The conunissioner shall reimbusse a carrier an amount equal to 90 per cent

of claims costs in any calendar year between the reinsurance threshold and the
reinsurance limit attributable to an eligible individual or dependent, The initial

reinsurance threshold shall be $100,000. The initial reinsurance limit shall be $500,000.
The commissioner shall increase the reinsurance threshold and limit on an annual basis
by an amount consistent with medical cost trends in the nongroup market,

{b) A carrier’s cost and utilization trends applcable to premiums charged for guaranteed-

issue health plan shall reflect anticipated reimbursements pursuant to this s section.

(<) Reimbusrsements fo carriers purspant to this section shall be made from the

Commonwealih Care Fund estabhshed in section 2000, of chapter 29,

(d) The pggqngsg(&q shall promuleate regulations necessary to implement this section,

Nothing in this section shall prohibit the commissioner of insurance from contracting
with a third party to administer the fund.

SECTION 92, [House SECTION 74] Section 1 of chapter 176N of the General Laws,

as so appearing, is hereby amended by striking out the definition of “Emergency
services” and “Health plan” and inserting in place thereof the following 2 definitions:-—
“Emergency services”, services to treat a medical condition, whether physical or mental,
manifesting itself by symptoms of sufficient severity, including severe pain, that the
absence of prompt medical attention could reasonably be expected by a prudent
layperson who possesses an average knowledge of health and medicine, to result in
placing the health of an insured or another person in serious jeopardy, serious impairment
to body function, or serious dysfunction of any body organ or part, or, with respect

to a pregnant woman, as further defined in § 1867(e}(1)(B) of the Social Security Act, 42
U.S.C. § 1395dd(e)1)(B). “Health plan”, any individual, general, blanket or group
policy of health, accident and sickness insurance issued by an insurer licensed under
chapter 175; a group hospital service plan issued by a nonprofit hospital service
corporation under chapter 176A; a group medical service plan issued by a non profit
medical service corporation under chapter 176B; a group health maintenance contract
issued by a health maintenance organization under chapter 176G; The words “health
plan” shall not include accident only, credit-only, limited scope vision or dental benefits
if offered separately, hospital indemnity insurance policies if offered as independent,
non-coordinated benefits which for the purposes of this chapter shall mean policies issued
pursuant to chapter 175 which provide a benefit not to exceed $500 per day, as adjusted
on an annual basis by the amount of increase in the average weekly wages in the
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commonwealth as defined in section 1 of chapter 152, to be paid to an insured or a
dependent, including the spouse of an insured, on the basis of a hospitalization of the
insured or a dependent, disability income insurance, coverage issued as a supplement to
liability insurance, specified disease insurance that is purchased as a supplement and not
as a substitule for a health plan and meets any requirements the commissioner by
regulation may set, insurance arising out of a workers’ compensation law or similar faw,
automobile medical payment insurance, insurance under which benefits are payable with
or without regard to fault and which is statutorily required to be contained in a lability
insurance policy or equivalent self insurance, long-term care if offered separately,
coverage supplemental to the coverage provided under 10 U.S.C. 55 if offered as a
separate insurance policy, or any policy subject to the provisions of chapter 176K. A
health plan issued, renewed or delivered within or without the commonwealth

10 an individual who is enrolled in a qualifying student health insurance program
pursuani to section 18 of chapter 15A shall not be considered a health plan for the
purposes of this chapter and shall be governed by the provisions of said chapter

15A and the regulations promulgated hereunder. The commissioner may by regulation
define other health coverage as a health benefit plan for the purposes of this chapter.

SECTION 93. [House SECTION 75] Section 2 of said chapter 176N, as so appearing,
is hereby amended by striking out, in lines 12 and 13, the words “or (2) a pregnancy
existing on the effective date of coverage”, — and by striking out, in line 16, the word
“thirty” and inserting in place thereof the following figure:— 63.

SECTION 94. [House SECTION 76] Said section 2 of chapter 176N, as so appeating,

is hereby further amended by striking out, in line 21, the word “six” and inserting in place
thereof the following figure 4, and by inserting after the word “plan”, in line 22, the
following words;— ; provided that an eligible individual who has not had creditable
coverage for the 18 months prior to the effective date of coverage shall not be subject to a
waiting period.
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CHAPTER 1760).
COMMONWEALTH CARE HEALTH INSURANCE EXCHANGE,

Section 1. As used in this chapter the following words, unless the context clearly
requires otherwise. shall have the following meanings:—

“Authority”, the Commonwealth Care Health Insurance Exchange.

“Board”, the board of directors of the Commonwealth Care Health Insurance Exchange
Authority, established by section 2.

“Business enfity”, a corporation, association, parinership, limited liability company,
limited liability partnership or other legal entity.

“Carrier”, an insurer licensed or otherwise authorized to transact accident and health

insurance under chapter 173, a nonprofit hospital service corporation organized under
chapter 176A, a non-profit medical service corporation organized under chapter 1768 or

a health maintenance organization organized under chapter 176G.

“Commissioner’”, the commissioner of insurance.

“Commonwealth care health insurance program”, the program established in chapler

118H.

AN
b

Formatted: Foni: Not Bok

Formatted: Font: Not Bold




<

Commonwealth care health insurance program enrollees”, individuals and their
dependents eligible to enroll in the commonwealth care heakth insurance program.

“Commonwealth care seal of approval”, board approval that ¢he health benefit plan meets
certain standards regarding value,

I

‘Elgible individual”, an individual who is a resident of the commonwealth; provided
that the individual is not offered subsidized health insurance by an emplover with more

than 50 employees or is emploved by an employer that is signatory to or obligated under

a negotiated, bona-fide collective bargaining agreement between the emplover and bona-

fide employee representative, which agreement soverns the employmeni conditions of

that person and is not enrolled for coverage pnder: (1) Part A or Part B of Title XVIH of
the federal Social Security Act: or (ii) a state plan under Title XTX of such act or any
SUCCESSOr Program,

“Eligible small group,” shall have the same meaning as “Bligible small business™ ag
defined in chapter 1761,

“Exchange”, Commonwealth Care Health Insurance Exchange.

“Health benefit plans.” any individual, general, blanket or group policy of health,
accident and sickness insurance issued by an insurer licensed under chapter 175 a group
or individual hospital service plan issued by a non-profit hospital service corporation
under chapter 176A; a group or individual medical service plan issued by a non-profit
hospital service corporation under chapter 176B: a group or individual health

maintenance contract issued by a health maintenance organization under chanter 176G

The words “health benefit plan” shall not include accident only, credit-only, limited
scope vision or dental benefits if offered separately, hospital indernity insurance policies

if offered as independent. non-coordinated benefits which, for the purposes of this
chapter, shall mean policies issued pursuant to chapter 175 which provide a benefit not to

exceed $500 per day, as adjusted on an annual basis by the amount of increase in the

average weekly wages in the commonwealth as defined in section 1 of chapter 152, to be
paid to an insured or a dependent, including the spouse of an insured, on the basis of a

hospitalization of the insured or a dependent, disability income insurance, coverage
issued as a supplement to Hability insurance, specified disease insurance that is purchased

as a supplement and not as a substifute for a health plan and meet any requirements the
commissioner, by regulation, may set, insurance arising out of a workers’ compensation

law or similar law, automobile medical payment insurance, insurance under which
benefits are payable with or without regard to fault and which is statutorily required to be

contained in a liability insurance policy or equivalent self- insurance. long-term care if
offered separately, coverage supplemental to the coverage provided under 10 U.S.C, 55 if

offered ag a separate insurance policy, or any policy subject to chapter 176K or similar

policy issued on a group basis, a Medicare Advantage plan or a Medicare Prescription
Drug plan. A health plan issued, renewed or delivered within or without the

commonwealth to an individual who is enrolled in a qualifving student health insurance

program pursuant to section 18 of chapter 15A shall not be considered a health plan for




the purposes of this chapter and shall be governed by said chapter 15A and the
regulations promuleated hereunder, The commissioner may by regulation define other

health coverage as a health benefit plan for the purposes of this chapter.

“Mandated benefits”, a health service or category of health service provider which a
carrier is required by its licensing or other statute to include in its health benefit plan.
“Participating institution”, eligible groups that purchase health benefit plans through the

Exchange.

“Premium assistance payment”, payment made to carriers by the Exchange,

‘
3

‘Sub-exchange”. authorized by the division of insurance to offer all health benefit plans

that the Exchange may offer, including all health benefit plans with the commonwealth
care seal of approval, to eligible small emplovers and individuals. A sub-exchange shall

be a locally incorporated and governed organization with at least 10 years experience in
the small businesses health insurance market, and which has served as a health insurance

intermediary in the small sroup health insurance market under chapter 1761, and is acting
on behalf of the Exchange under this chapter.

Section 2. (). There shall be a body politic and corporate and a public
instrumentality to be known as the Commonwealth Care Health Insurance Exchange
Authority, which shall be an independent public entity not subject o the supervision and
control of any other executive office. department. comimission, board, bureau, agency or
political subdivision of the commonwealth except as specifically provided in any general
or special law. The exercise by the Authority of the powers conferred by this chapter
shall be considered Lo be the performance of an essential public function. The purpose of
the Authority is to implemen( the Commonwealth Care Health Insurance Exchange, the
purpose of which is to facilitate the availability. choice and adoption of private health
insurance plans to eligible individuals and groups as described in this chapter.

(b) The board of directors of the Authority shall consist of: the commissioner of the
division of health care finance and policy; the director of the office of Medicaid; the
commissioner of insurance; the secretary for administration and finance; the executive
director of the group insurance commission; the attorney general; 3 members to be

appointed by the governor, 1 of whom shall be a member in good standing of the
American Academy of Actuaries, 1 of whom shall be an employee health benefits plan

specialist. and 1 of whom shall be an attorney specializing in employee benefit plans; and
3 members appointed by the attorney general, 1 of whom shail be a representative of
organized labor, | of whom shall represent the interests of small businesses and 1 of
whom shall be a representative of a health consumer organization.. An appointed member

of the board shall not be an employee of any licensed carrier authorized to do business in

the commonwealth. Upon the initial appointments, the governor shall designate 2 of the
appointed members for a term of 3 vears: 2 of the appointed members for a term of 4

years; and 1 of the appointed members for a term of 5 vears. Thereafter, all appointments
shall serve a term of 5 years, but a person appointed to fill a vacancy shall serve only for

the vnexpired term. An appointed member of the board shall be eligible for




reappointment. The governor shall appoini the chairperson and the board shall annually
elect 1 of its members fo serve as vice-chairperson. Each member of the board serving ex

officio may appoint a designee pursuant to section 6A. of chapler 30,

{c) Six members of the board shall constitute a quorum, and the affirmative vote of 6
merbers of the board shall be necessary and sufficient for any action taken by the board,
A vacancy in the membership of the board shall not impair the right of a quorum to
exercise all the rights and duties of the Authority. Members shall serve without pay, but
shall be reimbursed for actual expenses necessarily incurred in the performance of their
duties. The chairperson of the board shall report to the povernor and to the general court

no less than annually,

{d) Any action of the Authority may take effect immediately and need not be published or l

posted unless otherwise provided by law. Meetings of the Authority shall be subject to
section 11AW of chapter 30A, however, said section 11AY: shall not apply to any meeting

of members of the Authority serving ex officic in the exercise of their duties as officers
of the commonwealth so long as no matters relating to the official business of the
Authority are discussed and decided at the meeting. The Authority shall be subject to all

other provisions of said chapter 30A. and records pertaining to the administration of the
Authoritv shall be subject to section 42 of chapter 30 and section 10 of chapter 66. All

moneys of the Authority shall be considered to be public funds for purposes of chapter
12A. The operations_of the Authority shall be subiect to chapter 268A and chapter 268B.

{e) The board shall appoint an executive director. who shall supervise the administrative

affairs and general management and operations of the Authority and who shall also serve
as secrefary of the Authority, ex officio. The executive director shall receive a salary

commensurate with the duties of the office, and may be removed by the board for cause.

The executive director may appoint other officers and employees of the Authority
necessary to the functioning of the Authority. Sections 94, 43, 46, and 46C of chapter 30,
chapter 31 and chapter 150E shall not apply to the executive director or any other
emplovees of the Authority. The executive director shall, with the approval of the board;

lan, direct, coordinate and execute administrative functions in conformity with the
policies and directives of the board;

{(2) emplov professional and clerical staff as necessary,

{3 report to the board on all operations under his control and supervision;

{4) prepare an annual budgel and manage the administrative expenses of the Authority:
and

{5) undertake any other activities necessary to implement the powers and duties set Torth

in_this chapter,

Section 3. The purpose of the Authority shall be to implement the Commonwealth

Care Health Insurance Bxchange. The goal of the Exchange is to facilitate the purchase of
health care insurance products through the Exchanee at an affordable price by eligible ‘

individuals, eligible small groups and commonwealth care health insurance program
enrollees. For these purposes the Authority may:




{1) develop a plan of operation for the Exchange which shall include, but not be limited

fo.

(i) establish procedures for operations of the Authority directly or through one or more
sub-condracted entities;

(ii) establish procedures for selecting an executive director;

(iii) establish procedures for the selection of and the seal of approval certification for
health benefit plans to be offered through the Exchange;

{(iv) establish procedures directly or through one or more Exchanges Tor the enrollment of
eligible individuals, eligible small gronps and commonwealth care health insurance
program enrollees:

{v) establish a plan directly or through one or more Exchanges for operating a health
insurance service center to provide eligible individuals, eligible small groups and
commonwealth care health insurance program enrollees with information on the
Exchange and manage Exchange enrolliment;

{vi} establish and manage directly or through one or more exchanges a system of

collecting all premium payments made by, or on behalf of individuals obtaining health
insurance coverage through the Exchange, including any preminm payments made by
enrollees, employees, unions or other organizations;

(vii) establish and manage directly or through one or more exchanges a system of
remitting preminm assistance pavments to carriers;

viii) establish a plan directly or through one or more exchanges for publicizing the

existence of the Exchange and the Exchange’s and sub-exchanges’ eligibility
requirements and enrollment procedures:

(ix) develop criteria for determining that certain health benefit plans shali 1o longer be
made available through the Exchange, and to develop a plan to decertify and remove the
seal of approval from certain health benefit plans; and

(x) develop a standard application form for eligible individuals and groups seeking to
purchase health insurance through the Exchange and commonwealth care health

insurance program enrollees seeking a prerium assistance payment, which shall include
information necessary to determine an applicant’s eligibility, previous health insurance

coverage history and payvment method.,

(2) determine each applicant’s eligibility for the Exchange, MassHealth or other

programs administered by the commonwealth and to direct the individual to the
appropriate commonwealth agency;

{(3) seek and receive any grant funding from the Federal government, departments or
agencies of the commonwealth and private foundations;

(4) contract with professional service firms as may be necessary in its judgment, and to
fix their compensation; _

(5) contract with companies that provide third-party administrative and billing services
for insurance products;

6) charge and equitably apportion amone participating institutions its administrative
costs and expenses incurred in the exercise of the powers and duties granted by this

chapter;




(71 adopt by-laws for the regulation of its affairs and the conduct of its business;

{8) adont an official seal and alter the same at pleasure:

(9) maintain an office at such place or places in the commonwealih as it may designate:
(10 sue and be sued in its own name, plead and be impleaded;

(11) establish lines of credit, and establish 1 or more cash and investment accounts to

receive payments for services rendered. appropriations from the commonwealth and for
all other business activity eranted by this chapter except to the extent otherwise limited
bv any applicable provision of the Employee Retirement Income Security Act of 1974
(12 approve the use of its trademarks, brand names. seals. logos and similar insiruments

by participating cagriers, employers or erganizations:

(13) publish anauatly on or before September 30. after public notice and hearing, the
commonwealth care health insurance program price schedule angd individual contribution
schedule. The individual contribution schedule shall establish a percentage of income for

each 50 per cent increment of the federal poverty level at which an individual could be
expected to contribute that percentage of income towards the purchase of health
insurance coverage: provided that no individual contribution shall be required for single
adults at or under 100 per cent of the federal poverty level,

(14) require registration with the Exchange by any business entily in the commonwealth
havine at least one emploves who is ineligible to participate in an employer sponsored
health benefit plan;

(15) create and deliver to the department of revenue a form that the deparfment shall
distribute to every person to whom it distributes information sregarding personal income
tax liability, including, without limitation, every person who filed a personal income tax
return in the most recent calendar vear that informs the recipient of the tequiremeins to
establish and maintain health ¢are coverage:

(16) create for publication by the December 1 of each year, a premium schedule, which,
accounting for maximum pricing in all rating factors with an exception for age, shall

include the lowest premium on the market for which an individual would be eligible for
creditable coverage, as defined in chapter 111M. This schedule shall publish premivms

allowine variance for age and rate basis type. The premium schedule shall be delivered to
the department of revenue for use in establishing compliance with section 2 of chapter
111M;

(17 ensure maximum coordination with and participation by employets and employees

in the insurance partnership program, established by section 9C of chapter 118K and
(18) do all things necessary to carry out the purposes of this chapter,

Section 4A. The division of insurance shall establish criteria. accept applications,
and approve or reject licenses for certain sub-exchanges with which the Fixchange shall
coniract for the provision of health benefit plans offered by the Exchange to eligible
individuals. eligible small groups and commonwealth care bealth insurance program
enrollees.

Sub-exchanees hereunder may offer all health benefit plans that the Bxchange may offer,
includine all health benefit plans with the commonwealth care seal of approval. The syb-
exchanges shall provide the same or greater services as offered through the Exchange.




Section 4. (a) The Authority may only sell health benefit plans to eligible
individuals and groups,
b) An eligible individual or small sroup’s participation in the Exchange shall cease if
coverage is cancelled pursuant to section 3 of chapier 176M and section 4 of chapter
176]. ‘

Section 5. (a) Only health benefit plans that have been authorized by the
commissioner and ynderwriiten by a properly licensed carrier may be offered through the
Exchange. Premium rates charges to eligible small groups shall comply with chapter
176]. If an eligible small group does not meet a carrier’s participation or contribution

requirements, each employee envolling through the eligible small group shail be
considered an eligible individual and the carrier shall calculate each eligible individual’s
premium rate pursvant to chapter 176M.

(b) Each health benefit plan offered through the Exchange shall contain a detailed
description of benefits offered, including maximurms, limitations, exclusions and other
benefit limits.

(c) No health benefit plan shall be offered through the Exchange that excludes an
individual from coverage because of race, color, religion, national origin, sex, sexual
orientation, marital status, health status, personal appearance, political affiliation, source
of income or age.

{d) The Authority may only make available health benefit plans as defined in chapter

176], or chapter 176M, as applicable, which include the following categories of
coverage:

{1 preventive and primary care;

(2} emergency services:

{3) surgical benefits:

{4} hospitalization benefits;

{5) ambulatory care benefits:

{6} mental health services equivalent to those set forth in section 47B of chapter 175,but

if the policy limits coverage for outpatient physician office visits, the coverage shall be at

least as extensive as coverage under the policy for outpatient physician services:
{7) pregnant women, infants and children services equivalent to those set forth in section

47C of chapter 175;

(8) prenatal care, childbirth and postpartum care services equivalent to those set forth in
section 47F of chapter 175:

(9} cytolosic screening and mamimographic examination services equivalent to those set

forth in section 47G of chapter 175:

{10} infertility and preenancy-related benefits as set forth in section 47H of chapter 175;
(11) patient care services provided in a qualified clinical trial, as set forth in section 110L.
of chapter 175;

(12) early intervention services equivalent to those set forth in_section 47C of chapter
175; and

(13) diabetes-related services, medications and supplies as defined in section 47N of
chapter 175,




(&) Fixcept as otherwise provided in this section, a health benefit plan receiving the

Commonwealth Care Seal of Approval shall not be disapproved solely on the basis that it
does not include coverage for at least 1 mandated benefit, but the carrier shall offer a

health benefit plan that includes a preseription drug benefit option. Any health benefit

plan receiving the Commonwealth Care Seal of Approval may exclude through
December 31. 2008 any new mandated benefit coverage implemented after January 1

2006.

f) Notwithstanding any provision of chapter 176G fto the contrary, the commissioner or
the director shall not disapprove a group or individual health maintenance contract to be

offered through the Exchange on the basis that it inclodes:

{1)_a deductible that is consistent with the requiremenis set forth in section 223 of the
Internal Revenue Code, or any successor statute;

{2) reasonable and actuarially sound co-insurance for covered services; or

(3) reasonable annual limits on coverage for physician office visits, outpatient Iaboratory

and diagnostic services and other outpatient services; provided, however, that an annual
unit of service limit on coverace for a particular category of services shall be deemed to
be reasonable if the health maintenance organization submits an actuarial memorandum
demonstrating that the unit of service limit is not less than 2 times the average expected

utilization for that category of services, and that an annual dollar limit on coverage for a
particular category of services shall be deemed to be reasonable if the carrier submits an

actuarial memorandym demonstrating that the dollar limit is not less than 4 times the
average expected level of incurred claims for that category of services.

{e) Notwithstanding any provision in chapter 176M to the contrary, the
commniissioner or the director shall not disapprove a health benefit plan or plans to be

offered by a carrier to eligible individuals throngh the exchange on the basis that the plan
or plans contain a benefit design that differs the carrier’s standard guaranteed-issue health

plan and alternative suaranteed-issue health plan.

Section 6, Eligihle small proups seeking to be particigating institutions shall, as a
condition of participation in the exchange, enter into a binding agreement with the

exchange which, at a minimum, shall stipulate the following:

(1) that the employer agrees that, for the term of agreement. the employer will pot offerto © ‘

eligible individuals participating in the exchange any separate or competing group health
plan offering the same, or substantially the same, benefits provided through the exchange;

{2) that the emnlover reserves the right {o determine, subiect to applicable law, the

criteria for eligibility, enrollment and participation in the exchange and the amounts of
the emplover contributions, if anv, to the health plan,but for the term of the agreement

with the exchange, the emplover agrees not to change or amend any such criteria or
contribution amounis at any time other than during a period desienated bv the exchange

for participating emplover health plans;
{3) that emplovers will participate in a pavroll deduction program.to facilitate the
payment of health benefif plan premium payments by employees to benetit from




deductibility of gross income under federal law., 26 USC §5§104, 103, 106 and 125: and
(4) that the employer agrees o make available, in a timely manner, for review by the

executive director, any of the employer’s docurments, records or information that the
exchange reasonably determines are necessary for the executive director to: (i) verify that

the employer is in compliance with applicable federal and state laws relating to group

health insurance plans, particulardy those laws relating fo non-discrimination in coverage;
and (ii) verify the eligibility, under the terms of the health plan, of those individuals
enrolled in the emplover’s participating health plan.

Section 7. (a) The Exchange shall adininister the commonwealth care health

insurance program described in chapter 118H and remit premivm assistance payments
heginning on October 1, 2006 to those carriers providing health benefit plans to
commonwealth care enrollees.

{b} The Exchange, afier an affirmative vote by the board, shall from time to time

requisition funds from the Commonwealth Care Fund established in section 20030 of

chapter 29 by notifying the secretary of administration and finance, in a form prescribed
by the secretary, of the amounts that the Exchange congiders necessary to meet the
carrent and future obligations and expenses of the commenwealth care health insurance

program, but future obligations shall not exceed 30 days.

Section 8. The Bxchange shall enter info interagency agreements with the
department of revenue to verify income data for participants in the commonwealth care
health insurance program. These written agreements shall permit the Exchange to provide
a list of individuals participating in or applying for the commonwealth care health
insurance propram. including any applicable members of the households of these
individuals who would be counted in determining eligibilitv, and to fumish relevant
information including, but not limited to, name, social security number, if available, and

other data required to assure positive identification, These written agreements shall
permit the department of revenue {o examine the data available under the wage reporting
system established under section 3 of chapter 62E. The departinent of revenue may
furnish the Exchange with information on the persons so identified, including, but not
limited to, name. social security number and other data to ensure positive identification,
name and identification number of emplover, and amount of wages received and gross
income from all sources,

Section 9. The commonwealth, through the group insurance commission shatl
enter into an agreement with the exchange under which employees and contractors of the

commonwealth who are ineligible for eroup insurance commission enrollment may elect
to purchase a health benefit plan through the exchange, The group insurance commission

shall develop a_protocol for making pro-rated contributions to the chosen plan on behalf

of the commonwealth.

Section 10. Commonwealth Care Seal of Approval shall be assigned to health
benefit plans_that the board determines (1) meet the requirements of section 5: (2




good value and high guality to consumers; and (3) are offered through the exchange.

Section 11. (a) When an eligible individual or eroup is enrolled in the exchange or
sub-exchanee by a producer licensed in the commonwealth, the carrier chosen by each
eligible individual or sroup shall pay the producer a commission that shall be determined
by the board,

Section 12. (a) The exchange and sub-exchanges may apply a surcharge to
individual premiums which shall be used only to pay for administrative and operational
expenses of the exchange. This surcharge shall be applied uniformly to all health benefit

plans offered through the exchange and shall not be vsed to pay any premium assistance
payments under the commonwealth care health insurance program,

() Bach carrier participating in the exchanee shall furnish reasonable reports that the
board determines necessary to enable the executive director to carry out his duties under

this chapter,
() The board may withdraw a healih plan from the exchange only after notice to the
carrier,

Section 13. (a) All expenses incurred in carrving out this chapter shall be pavable

solely from funds provided under this chapter, and no liability or obligations shall be
incurred by the Authority in excess of monies provided under this chapler,

(b) The Authority shall be liable on all claims made as a result of the activities, whether
ministerial or discretionary, of any member. officer, or emplovee of the Authority acling
as such, except for willful dishonesty or intentional violation of the law, in the same
manner and to the same extent as a private person under like circumstances. but the
Authority shall not be liable to levy or execution on any real or personal property to
satisfy judement, for interest prior to judgment, for punitive damages or for any amount
in excess of $100.000.

{c) A person shall not be liable to the commonwealth, to the Authority or to any other
person as a result of his activities, whether ministerial or discrelionary. as a member,
officer or employee of the Authority except for willful dishonesty or intentional violation
of the law: but the person shall provide reasonable cooperation to the Authority in the
defense of any claim, Failure of the person to provide reasonable cooperation shall cause
him to be jointly liable with the Authority to the extent that the failure prejudiced the
defense of the action.

{(d) The Authority may indemnify or reimburse any person. or his personal representative,
for losses or expenses. includinge legal fees and costs, arising from any claim, action,
proceeding, award, compromise, settlement or judgment, resulting from that person’s
activities, whether ministerial or discretionary, as a member, officer or emplovee of the
Authority if the defense or settlement shall have been made by counsel approved by the
Authority, The Authority may procure insurance for itsel and for its members, officers
and emplovees against liabilities, losses and expenses which may be incurred by virtue of
this section or other law.

(e} A civil action under this section shall not be brought more than 3 years after the date
upon which the cause of action_accrued.

Upon dissolution, liquidation or other termination of the Awuthorit

all rights and




properties of the Authority shall pass to and be vested in the commonwealth, subiect to
the rights of lien holders and other creditors. In addition, any net earnings of the
Authority, bevond that necessary for retirement of any indebtedness or to implement the

public purpose or purposes or proeram of the commonwealth, shall not inure to the
benefit of any person other than the commonwealth,

Section 14. The Authority shall keep an accurate account of all its activities and

of all its receipts and expenditures and shall annually make a report of its activities as of
the end of its fiscal vear to its members, to the governor and to the state auditor, in a form
prescribed by the members, with the written approval of the state auditor. The members

or the state auditor may investigate the affairs of the Authority, and may prescribe
methods_of accounting and the rendering of periodical reports in relation to projects

undertaken by the Authority. The Authority shall be subject to biennial andit by the state
auditor.

Section 15. No later than 2 vears after the exchange begins operation and every

following vear, the Authority shall conduct a study of the exchange and the persons
enrolled in the exchange and shall submit a written report to the governor, the president
of the senate and the speaker of the house of representatives on the status and activities of

the Authority based on data collected in the study. The report shall also be availabie to
the general public upon request. The study shall review:

(1) the operation and administration of the exchange, including surveys and reports of
health benefits plans available to eligible individuals and the experience of the plans,
which shall include data on enrollees in the exchange and enrollees purchasing health
benefit plans as defined by chapter 1761 outside of the exchange, the operation and
administration of the commonwealth care health insurance program, expenses, claims
statistics, complaints data, how the exchange met its goals, and other information
considered pertinent by the Authority; and (2) any significant observations regarding use
and adoption of the exchange.

Section 16. The chapter, being necessary Tor the welfare of the commonwealth
and its inhabitants, shall be liberally construed to effect its purposes.

SECTION 97. [House 78]
Chapter 241 of the acts of 2004 is hereby repealed.

SECTION 99. [House 80; Senate 2] Item 4000-0352 of chapter 45 of the acts of 2005 is
hereby amended by inserting after the word “office” the following:--




provided further, that grants shall be awarded to groups statewide, including areas in
which the United States Census deems a high percentage of uninsured individuals and
areas in which there are limited health care providers; provided further, that that funds
shall be awarded as grants (o community and consumer-focused public and private
nonprofit groups to provide enrollment assistance, education and outreach activities
directly to consumers who may be eligible for MassHealth or subsidized health care
coverage, and who may require individualized support due to geography, ethnicity, race,
cultore, immigration or disease status and representative of communities throughout the
commonwealth; provided further, that funds shall be allocated to provide informational
support and technical assistance to recipient organizations and to promote appropriate
and effective enrollment activities through the statewide health access network; provided
further, that the cost of information support and technical assistance shall not exceed ten
percent of the appropriation and shall in no case be used to defray current state
obligations to provide this assistance.

SECTION 100. [House 9; Senate 12, Conf Comp] Notwithstanding any general or
special law to the conirary, the executive office of health and human services shall seek
federal approval effective July 1, 2006 to [expand eligibility for children from 200% o
300% -- DMS to provide precise language)

I[SECTION 101.[House 81; Senate 54. Conf Comp] Notwithstanding any general or
special law to the contrary, the executive office of health and human services shall seek
federal approval effective July 1, 2006 to enroll an additional 1,600 people, for a
maximum total of 15,600 enrollees, in the CommonHealth program, so-called, funded in
item 4000-0430 in section 2 of chapter 45 of the acts of 2005.

SECTION 102. [House 82; Senate 55, Conf Comp] Noiwithstanding any general or
special law to the contrary, the executive office of health and human services shall seek
federal approval effective July 1, 2006 to enroll an additional 250 people, for a maximum
total of 1,300 enrollees, in the Family Assistance HIV positive program, so-called,
funded in item 4000-1400 in section 2 of chapter 45 of the acts of 2005.

SECTION 103. [House 83; Senate 56, Conf Comp] Notwithstanding any general or
special law to the contrary, the executive office of health and human services shall seek
federal approval effective July 1, 2006 to enroll an additional 16,000 people, for a
maximum total of 60,000 enrollees, in the MassHealth Essential program, so-called,
funded in item 4000-1405 in section 2 of chapter 43 of the acts of 2005,

SECTION 104. [House 84; Senate 53, Conf Comp] Notwithstanding any general or
special law to the contrary, the executive office of health and human services shall create
a 2-year pilot program for smoking and {obacco use cessation treatment and information
to include within its MassHealth covered services, Smoking and tobacco use cessation
treatment and information benefits shall include nicotine replacement therapy, other
evidence-based pharmacologic aids to quitting smoking, and accompanying counseling
by a physician, certified tobacco use cessation counselor, or other qualified clinician.




The executive office shall report annually on the number of enrollees who participate in
smoking cessation services, number of enrollees who quit smoking, and Medicaid
expendituses tied to tobacco use by Medicaid enrollees. The comptroller shall transfer $7
million from the Health Care Security Trust, established by section ! of chapter 29D of
the General Laws, to the General Fund in fiscal year 2007 and fiscal year 2008 to fund
said program.

SECTION 105. [House 85, Conf Comp] The executive office of health and human
services shall investigate and study the creation of selective provider networks, including
geography and cultural competence of providers. The executive office shall report the
results of this study to the joint committee on health care financing and the house and
senate committees on ways and means no later than January 1, 2007,

SECTION 106. [House 86; Senate 8, Conf Staff Compromise] The department of public
health shall make an investigation and study relative to (a) utilizing and funding of
community health workers by public and private entities in the commonwealth, (b)
increasing access to health care, particularly Medicaid-funded health and public health
services, and (c) eliminating health disparities among vulnerable populations. Said
department shall convene a statewide advisory council to assist in developing said
investigation, interpreting its results, and developing recommendations for a sustainable
community health worker program involving: public and private partnerships to improve
access to health care, elimination of health disparities, increased use of primary care and
a reduction in ingppropriate use of hospital emergency rooms, and stronger workforce
developrment in the commonwealth, incloding a training curriculum and community
health worker certification program to insure high standards, cultural competency and
quality of services. Said advisory council shall be chaired by the commissioner of public
health or his designee and shall include 14 additional members, including the chief
executives or their designees of the following agencies or organizations: office of
Medicaid, department of labor and workforce development, Massachusetts Community
Health Workers Network, Outreach Worker Training Institute of Central Massachusetts
Area Health Education Center, Community Partners’ Health Access Network, the
Massachusetts Public Health Association , Boston Public Health Commission,
Massachusetts Association of Health Plans, Blue Cross Blue Shield of Massachusetts,
Massachusetts Nurses Association, Massachusetts Medical Society, Massachusetts
Hospital Association, the Massachusetts League of Community Health Centers and the
MassHealth Technical Forum,

Said departiment shall report to the general court the results of its study and its
recommendations to the clerks of the house and senate, who shall forward the same to the
joint committee on health care financing and to the house and senate committees on ways
and means on or before January 1, 2007.

SECTION 107. [House 87; Senate 57, Conf Comp]} The secretary of health and human
services shall seek to obtain federal SCHIP reimbursement, pursuant to the provisions of
Title XXI, for all persons eligible. To the extent SCHIP funds are not available for all
eligible programs, the secretary shall first seek SCHIP reimbursement for Title XX1




eligible programs prior to claiming SCHIP reimbursement for Title XIX eligible
programs. The secretary shall report quarterly to the joint committee on health care
financing and the house and senate cominittees on ways and means on the status of
federal SCHIP reimbursement.

SECTION 109, Senate emerg 91 The secretary of health and human services shall seek
an amendment to the MassHealth Demonstration Waiver granted by the United States
Department of Health and Human Services under section 1115(a) of the Social Securit
Act and authorized hy chapter 203 of the acts of 1996 to implement this act and shall

seck to obtain maximum federal reimbursement for any provision of this act for which
federal financial participation is available, The secretary shall report quarterly to the joint

committee on health care financing and the house and senate committees on ways and
means on the status of the waiver application.

SECTION 110. [House 89, Senate 51, Conf Comp] Notwithstanding the provisions of
any general or special law to the contrary, the executive office of health and human
services shall not make any change to the financing, operation or regulation of, or
contracts pertaining to, the provision of behavioral health services to persons receiving
services administered, provided , paid for or procured by the executive office of health
and human services, office of Medicaid, including, but not limited to services under Title
XIX of the Social Security Act, and Title XXI S-CHIP, and any MassHealth expansion
population served under Section 1115 watvers, so-called, nor shall it recommend or
procurs, by request for response or otherwise, any such changes, nor shall it seek
approval from the Centers for Medicare and Medicaid Services for any such changes,
until it has submitted a report outlining the proposed changes, together with reasons
therefore and an explanation of the benefits of such changes, to the joint committees on
mental health and substance abuse and health care financing, and in no case prior to
February 13, 2006; and further, all managed care organizations contracting or delivering
behavioral health services to persons receiving services administered, provided , paid for
or procured by the executive office of health and human services, office of Medicaid,
including, but not limited to services under Title XIX of the Social Security Act, and
Title XX1 S-CHIP, and any MassHealth expansion population served under Section 1115
waivers, so-called, and any and all youth in the care and custody of the department of
social services or the department of youth services, including any specialty behavioral
health managed care organization contracted to administer said behavioral health




services, shall be required o obtain the approval of the commissioner of the department
of mental health for all of the behavioral health benefits, including but not limited to
policies, protocols, standards, contract specifications, utilization review and utilization
management criteria and outcome measurements. For purposes of this section, specialty
behavioral health managed care organization shall mean a managed care organization
whose primary line of business is the management of mental health and substance abuse
services.

SECTION 111, [House 90; Conf Comp] Notwithstanding the provisions of any general

or special law to the contrary, the office of Medicaid shall make a report to the committee

on health care financing and to house and senate commitiees on ways and means no later
than October 1 of each year on the previous state fiscal year’s activities of the medical
care advisory committee, as established in section 6 of chapter 118E of the General Laws,
The report shall include, but not be limited to, the names and titles of committee
memnibers, dates of commitiee meetings, agendas and minutes or notes from such
meetings, and any correspondence, memorandum, recommendations or other product of
the committee’s work,

SECTION 112, [House 91] There shall be an open enrollment period for eligible
individuals and their dependents as defined in section 1 of chapter 176] of the General
Laws. The open enrollment period shall begin on February 1, 2007 and end on April 30,
2007. No carrier shall impose a pre-existing condition provision or waiting pericd
provision for any eligible individual who enrolls during the open enrollment period.

SECTION 113.|[House 92]

Notwithstanding any general or special law to the contrary, in fund fiscal years 2007 and
2008 hospital liability to the health safety net fund, established in section 57 of chapter
118E of the General Laws, shall equal $160,000,000.

SECTION 115, [House 94]
[Placeholder for language re: funding for Uncompensated Care in FY®7—needs to

reflect fact that bill leaves UCP unchanged until Oct 2007, that we want to maintain
$70 million pool offset currently part of MCO supp d th se 30-44
million for successor to Distressed Provider fund.] :




SECTION 117. [House 97; Senate 58A, Comp language] Notwithstanding any general
or special law or any provisions of this act to the contrary, the division of health care
finance and policy shall continue in effect and enforce the following regulations in effect
on September 15, 2005, promulgated pursuant to chapter 118G of the General Laws:
114:6 CMR 12.00 regarding services eligible for payment from the Uncompensated Care
Trust Fund

SECTION 118. [House 98] Section of this act is repealed.
{effective date: October 1, 2007]

SECTION 119, [NEW appeal for pay-for-performance] Notwithstanding any general or
special law to the contrary, for hospital rate year commencing October 1, 2007 only,
hospitals may appeal to the division of health care finance and policy to receive medicaid

hospital rate increases without meeting the guality standards and achieving performance

benchmarks established by the executive office of health and human services pursuant to
section 13B of chapter 118E.

SECTION 120. [new appeal for pay-for-performance repeal] Section XXX [NEW appeal
for pay-for-performance] is hereby repeated,

SECTION 121. [House 99; Senate 49, Conf Staff Compromise] It shall be the policy of
the general court to impose a moratorium on all new mandated health benefit legislation
until the later of either Janvary 1, 2008, or until the division of health care finance and
policy has concluded review of and published results from a comprehensive review of
mandated health benefits in effect on January 1, 2006.

SECTION 122. [House 100] The commonwealth health insurance eenneeter-exchange
shall, in consultation with the executive office of economic development, design and
administer a pilot program designed to assist businesses with 50 or fewer employees in
purchasing health insurance for their employees, provided that said program may include
economic and other incentives for employers who provide health insurance coverage for
employees with household incomes below 400 percent of the federal poverty level.

SECTION 123. [House 101] S
Placeholder re: possible MCO exclusivity ¢




SECTION 125. [House 112; Senate 58L; Compromise language] Notwithstanding any
general or special law to the conirary there shall be a demonstration program pertaining
to health care coverage for fishermen administered by the Health Safety Net Office.

law, rule or regulatmn o the contraty, in ﬁscal yearg 2007, 2008 and 2009, the
comptroller shall transfer, not fater than Ociober 15 of each vear, $90,000,000 from the

Commonwealth Care Fund to the General Fund shattbe-made-avattablefromthe-General
Fund-to pay for an increase in the Medicaid rates paid to hospitals, physicians, and

community health centers. [Distribution of rate increase among providers]

SECTION 127. [Senate 48]

SECTION 128, [Senate 52]

INotwithstanding any general or special law to the contrary, during fiscal years 2007 and
2008, the secretary of the executive office of health and human services shall implement
actuarially sound rates which shall reimburse certain publicly-operated entities operated
by the Cambridge public health commission and the Boston public health commission
that provide Title XIX reimbursable services, directly or through contracts with hospitals
under an agreement with the executive office of health and human services.

SECTION 129. [Senate 58; Conf Comp] There shall be a Massachusetts health
disparities council, located within, but not subject to the control of, the executive office
of health and human services. The council shall make recommendations regarding
reduction and elimination of racial and ethnic disparities in health care and health
outcomes within the commonwealth, The disparities shall include, but not be limited to
breast, cervical, prostate and colorectal cancers, stroke and heart attack, heart disease,
diabetes, infant mortality, lupus, HIV/AIDS, asthma and other respiratory ilinesses. The
council shall address diversity in the health care workforce, including but not limited to,
doctors, nurses and physician assistants and shall make recommendations on methods to
increase the health care workforce pipeline. The council may also make
recommendations on other matters impacting upon and relevant to health disparities
including but not limited to the environment and housing.

The council shall initially consist of: 1 member representing the secretary of health and
human services, 1 member representing the commissioner of the department of public
health, 1 member representing the director of the office of Medicaid services, 3 members
of the house of representatives, 1 of whom shall be designated by the speaker of the
house as co-chair of the commission, 3 members of the senate, 1 of whom shall be
designated by the senate president as co-chair of the commission, 1 member representing
the American Cancer Society Massachusetts Division, 1 member representing the
American Heart Association New England Division, 1 member representing

Massachusetts General Hospital, 1 member representing Brigham and Women's Hospital,




1 member representing the Dana Farber Cancer Center, 1 member representing the
Massachusetts League of Community Health Centers, 1 member representing the
Massachusetts Medical Society, 1 member representing Boston Public Health
Commission, 1 member representing the Office of Multicuitural Health in the
Depariment of Public Health, 1 member representing the Springfield Health Department,
1 member representing the Worcester Health Department, 2 members representing the
nursing profession, one of whom shall be designated by Massachusetts School Nurses
Organization and one of whom shall be designated by the Massachusetts Association of
Public Health Nurses, 1 member representing the Massachusetts Association of Health
Plans, 1 member representing the Program to Eliminate Health Disparities at the Harvard
School of Public Health, 1 member representing Boston Medical Center, 1 member from
the Massachuseits Public Health Association, 4 members from communities
disproportionately affected by health disparities to be appointed by the speaker of the
house, and 4 members from communities disproportionately affected by health disparities
to be appointed by the senate president. At the end of the first fiscal year following the
effective date of this act, the council membership shall be re-determined by the speaker
of the house of representatives, the president of the senate and the governor.

The council shall file an annual report at the end of each fiscal year with the office of the
governor, the clerk of the house of representatives, and the clerk of the senate. The report
shall include, but not be limited to, recommendations for designing, implementing and
improving programs and services, and proposing appropriate statufory and regulatory
changes to reduce and eliminate disparities in access to health care services and quality
care, and the disparities in medical ouicomes in the commonwealth, and to address
diversity and culiural competency in the health care workforce, including but not limited
to, doctors, nurses and physician assistants.

SECTION 130. {Senate 58C, Conf Comp] The secretary of the executive office of
health and human services shall conduct a study to determine the costs of allowing
primary care givers to obtain MassHealth benefits if they care for on a full-time basis,
elderly parents or immediate family members who are disabled. The secretary shall
submit the report to the senate president, senate minority leader, chair of the senate ways
and means cominittee, speaker of the house of representatives, house minority leader and
chair of the house ways and means committee no later than July 1, 2007.

SECTION 131. {Senate 58M]
There is hereby established a MassHealth provider payment account, administered by the
secretary of the executive office of health and human services. Subject to the availability
of federal financial participation, funds shall be expended from this account for
supplemental Medicaid payments to qualifying providers.

SECTION 132, [Senate 58N]

[The compiroller shall transfer $251,000,000 from the General Fund to the MassHealth
provider payment account established to make supplemental Medicaid rate payments to
qualifying providers.




SECTION 133. [Senate emerg 6] Notwithstanding any peneral or special law to the
contrary, 30 days after the effective date of this act, the state compiroller shall iransfer
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$10,000.000 from the General Fund to the commonwealth care health insurance

exchange Auothority established under chapter 1760 for the purposes of educating and

increasing the awareness of uninsured residents of the commonweatth as to their options

for_becoming insured through the exchange.

SECTION 134, |Senate emerg 7] Notwithstanding any general or special law to the E
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$15.000,000 from the General Fund to the commonwealth care health insurance

exchanee Authority established under chapter 1760 for administrative and operatin

exnpenses of the Authority.

SECTION 135, [Senate emerg 8] There shall be an open enroliment period for eligible
individuails, as defined in section 1 of chapter 118H, seeking enrollment in the
Commonwealth Care Health Insurance Program, The open enroflment period shall begin
on Qciober 1, 2006 and end on Dec. 30, 2006. No carrier shall impose a preexisting
condition provision or waiting period provision on any eligible individual who enrolls
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during the open enrollment period,

SECTION 136. [COMMONWEALTH CARE FUND EFFECTIVE DATE] Section xxx

[House 3; Senate 5.51 shall take effect on July 1, 2006,

SECTION 137. [appeal for PAY-FOR-PERFORMANCE repeal EFFECTIVE DATE]

Section XXX Inew appeal for pay-for-performance repeal] shall take effect on October 1,

2008.

SECTION 138. [RESTORATION EFEECTIVE DATE] Section XXX [House 21; Senate

138 4/5, Conf. staff compromise] shall take effect on July 1. 2006,

SECTION 139. [Reinsurance Bif. Date] Sections XXX [Senate 29] and XXX [Senate 31]

shall take effect on July 1. 2007,

SECTION 140. [IM Eff. Date] Section XXX [House 8: New Senate bill, Conf Staff

Compromise] shall take effect on . . . [triggers?]

SECTION 141, [Effective date for insurance changes] Sections 38-XXX [House

SECTION 33, Senate SECTION 20i[Coaference commitiee compromise language.]
through 83-3X3X [House SECTION 76] shall take effect on Aprit 1, 2007.




