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AN ACT relating to health insurance.

Be it enacted by the General Assembly of the Commonwealth of Kentucky:

SECTION 1.   A NEW SECTION OF KRS 304.17A-500 TO 304.17A-590 IS CREATED TO READ AS FOLLOWS:

(1)
The General Assembly hereby:

(a)
Finds and declares that it is in the public interest that the health insurance industry in Kentucky not be adversely affected by health insurers creating provider networks that dominate the delivery of health insurance benefits in any market area.
(b)
Declares its intention to preserve and enhance competition in the health insurance industry and to regulate the business of insurance by requiring and regulating access to the provider networks of managed care plans that have a dominant market share.
(2)
As used in this section, unless the context requires otherwise:

(a)
"Access" means that a participating health care provider in a dominant managed care plan shall provide goods or services to covered persons under an accessing managed care plan for the same compensation and on the same payment terms as the provider accepts from the dominant managed care plan;

(b)
"Accessing insurer" means the insurer that issues a managed care plan that is or that seeks to be an accessing managed care plan;

(c)
"Accessing managed care plan" means a health benefit plan that:

1.
Is not a dominant managed care plan in the market area for which access is requested; and

2.
Has requested and is entitled to obtain access for its covered persons under this section;

(d)
"Affiliate" means any person that controls, is controlled by, or is under common control with another person;

(e)
"Certificate holder" means:

1.
With respect to a health benefit plan issued in the individual market, the individual purchasing the health benefit plan who is a covered person, but not including any spouse, child, or other dependents who are covered persons under the health benefit plan;

2.
With respect to a health benefit plan issued to an employer in the small group, large group, or association markets, any employee who is a covered person, but not including any spouse, child, or other dependents of that employee who are covered persons under the health benefit plan;

3.
With respect to a health benefit plan issued to an employer-organized association, any employee or other individual who is a covered person but not including any spouse, children, or other dependent of that employee or other individual who are covered persons under the health benefit plan;

(f)
"Control" means:

1.
That person directly or indirectly or acting through one (1) or more persons owns, controls, or has power to vote twenty-five percent (25%) or more of any class of voting securities or ownership interests of the other person;

2.
That person directly or indirectly or acting through one (1) or more persons controls in any manner the election or appointment of a majority of the directors, managers, general partners, trustees, or other persons holding similar positions of the other person; or

3.
The commissioner determines, after notice and opportunity for hearing, that the person directly or indirectly exercises a controlling influence over the management or policies of the other person.

(g)
"Dominant insurer" means an insurer that issues a managed care plan that is a dominant managed care plan;

(h)
"Dominant managed care plan" means a managed care plan that has a dominant market share in the market area for which access is requested;

(i)
"Insurer holding company" means an insurer, all of the insurer's affiliates, and all other persons that, directly or indirectly, have control over or are controlled by the insurer;

(j)
"Market area" means any of the following:

1.
This entire state;

2.
Any county in this state;

3.
The counties in this state contained in any single metropolitan statistical area; or

4.
The counties in this state contained in any two (2) or more metropolitan statistical areas;

(k)
"Market share" means a percentage calculated by dividing an insurer's health insurance coverage premiums in all market segments by the total amount of the health insurance coverage premiums in all market segments for all insurers;

(l)
"Payment terms" means the terms under the written agreement between the participating health care provider and the dominant insurer with respect to the dominant managed care plan relating to time and manner of payment and includes the requirement of complying with timely payment provisions of KRS 304.12-235(1);

(m)
"Premiums" means amounts paid to an insurer to purchase any health insurance coverage and includes all amounts paid however denominated, including, but not limited to, amounts indicated as being charged for administrative costs, allocated loss adjustment expenses, reserve, or overhead costs.

(3)
The following standards determine if a managed care plan has a dominant market share:

(a)
Subject to the requirements of paragraphs (c) and (d) of this subsection, a managed care plan has a dominant market share for the area of this entire state:

1.
If the insurer issuing the managed care plan has a market share in excess of twenty-five percent (25%);

2.
If the insurer issuing the managed care plan has issued health insurance policies covering more than twenty-five percent (25%) of either all enrollees or all covered persons in this state;

3.
If the insurer issuing the managed care plan has a market share which is the largest or second largest in this state; or

4.
If the number of either all enrollees or all covered persons under the managed care plan is the largest or second largest of all managed care plans in this state; 

(b)
Subject to the requirements of paragraphs (c) and (d) of this subsection, a managed care plan has a dominant market share for a market area other than the entire state:

1.
If the number of either enrollees or covered persons under the managed care plan who reside or who are employed in the market area is the largest or second largest of all managed care plans in the market area; or

2.
If the insurer issuing the managed care plan has a dominant market share for the entire state;

(c)
If an insurer issuing the managed care plan is part of an insurer holding company, the calculations in paragraphs (a) and (b) of this subsection with respect to an insurer shall be calculated using data for the entire insurance holding company.

(d)
For purposes of determining if a managed care plan is a dominant managed care plan, the calculations in paragraphs (a) and (b) of this subsection shall be calculated using data for both that managed care plan and any other managed care plan issued by the same insurer or its affiliates if there is a participating health care provider overlap between the two (2) managed care plans. A participating health care provider overlap exists if at least fifty percent (50%) of the participating health care providers in the managed care plan for which the dominance determination is being made are also participating health care providers in the other managed care plan;

(e)
If an insurer ceases to provide a particular managed care plan which was a dominant managed care plan, then any other managed care plan issued by the insurer or any of the insurer's affiliates which is sold to at least fifty percent (50%) of either the enrollees or the covered persons of the terminated plan shall be deemed to be a dominant managed care plan for a period of two (2) years following the date on which the terminated plan ceased operation;

(f)
No insurer or insurer holding company shall terminate or restructure the ownership or operations of any managed care plan for the principal purpose of avoiding the access requirements of this section.

(4)
For each calendar year, every insurer and insurer holding company shall report to the department, in a form and at the time as the department by administrative regulation shall specify, sufficient information to calculate market share or to determine if a managed care plan has a dominant market share for any market area.

(5)
A dominant insurer shall permit the covered persons in any accessing managed care plan access to the participating health care providers who are participating in the dominant managed care plan.

(6)
The insurer of a managed care plan seeking access shall provide written notice to the dominant insurer and to the commissioner at least one hundred twenty (120) days prior to the proposed date of access. Upon receipt of written notice from a managed care plan seeking access, the dominant insurer and all participating health care providers in the dominant managed care plan shall cooperate in good faith and in a reasonable manner with the accessing insurer in providing access.

(7)
Except as provided in subsections (8) and(9) of this section, a participating health care provider in a dominant managed care plan which is providing access shall not discriminate against any person on the basis of that person being a covered person under an accessing managed care plan.

(8)
Nothing in this section shall require a participating health care provider in a dominant managed care plan:

(a)
To provide goods or services to a covered person under an accessing managed health care plan if the participating health care provider would not accept the covered person as a patient under normal business practices, except that neither the amount of compensation being paid nor the identity of the accessing managed care plan can be grounds for not accepting the covered person as a patient; or

(b)
To give preferences in scheduling to covered persons under an accessing managed care plan.

(9)
Upon written application to the commissioner, a participating health care provider in a dominant managed care plan may be excused from providing services to covered persons in the accessing managed care plan if the commissioner finds:

(a)
That the accessing insurer is not complying with the payment terms; or

(b)
That:

1.
Excusal is in the public interest; and

2.
Failure to grant the excusal would subject the requesting provider to substantial hardship.

(10)
No dominant insurer shall directly or indirectly encourage, require, or provide any incentive for any participating health care provider to request to be excused from providing services to covered persons in an accessing managed care plan.

(11)
An accessing insurer shall reimburse a dominant insurer its actual and reasonable administrative expenses in facilitating access to the dominant managed care plan but the amount of the reimbursement shall not exceed five dollars ($5) per certificate holder per full month of access.

(12)
An accessing managed care plan shall cease being provided access in the market for which access was originally requested at December 31 of the year following the date upon which the earlier of the following occurs:

(a)
The managed care plan providing access ceases to be a dominant managed care health care plan in the market area for which access was originally requested;

(b)
The accessing managed care plan becomes a dominant managed care plan in the market area for which access was originally requested;

(c)
The dominant insurer ceases to provide the dominant managed care plan; or

(d)
The accessing insurer provides written notice to the dominant insurer and to the commissioner of its intention to no longer seek access.

(13)
Nothing in this section shall prevent an accessing insurer from creating or maintaining its own provider network, except, if the accessing insurer establishes a managed care plan that is a dominant plan, that accessing insurer shall comply with all applicable provisions of this section.

(14)
If a managed care plan operating in Kentucky has operations in or contracts with providers located in a state other than this state, the commissioner is authorized to enter into agreements with the appropriate regulatory authorities of those other states for the purpose of allowing covered persons to have access to providers in some or all of the other states. No agreement shall permit or require access contrary to the provisions of this section without the written consent of both the accessing insurer and the dominant insurer.

(15)
In addition to any other relief allowed by law, any accessing insurer that is improperly denied access or is injured by the failure of any dominant insurer to comply with any provision of this section shall have a civil cause of action in Circuit Court to enjoin further violations, to obtain all appropriate orders to secure compliance with the requirements of this section, and to recover the costs, including a reasonable attorney's fee, of the action.

(16)
This section may be cited as the Provider Network Open Access Act.

Section 2.   KRS 304.17A-500 is amended to read as follows:

As used in KRS 304.17A-500 to 304.17A-590[304.17A-570], unless the context requires otherwise:

(1)
"Contract holder" means an employer or organization that purchases a contract for services;

(2)
"Covered person" means a person on whose behalf an insurer offering the plan is obligated to pay benefits or provide services under the health insurance policy;

(3)
"Emergency medical condition" means:

(a)
A medical condition manifesting itself by acute symptoms of sufficient severity, including severe pain, that the absence of immediate medical attention could reasonably be expected to result in:

1.
Placing the health of the individual or, with respect to a pregnant woman, the health of the woman or her unborn child, in serious jeopardy;

2.
Serious impairment to bodily functions; or

3.
Serious dysfunction of any bodily organ or part; or

(b)
With respect to a pregnant woman who is having contractions:

1.
A situation in which there is inadequate time to effect a safe transfer to another hospital before delivery; or

2.
A situation in which transfer may pose a threat to the health or safety of the woman or the unborn child;

(4)
"Enrollee" means a person who is enrolled in a managed health care plan;

(5)
"Grievance" means a written complaint submitted by or on behalf of an enrollee;

(6)
"Health insurance policy" means "health benefit plan" as defined in KRS 304.17A-005;

(7)
"Insurer" has the meaning provided in KRS 304.17A-005;

(8)
"Managed care plan" means a health insurance policy that integrates the financing and delivery of appropriate health care services to covered persons by arrangements with participating providers who are selected to participate on the basis of explicit standards to furnish a comprehensive set of health care services and financial incentives for covered persons to use the participating providers and procedures provided for in the plan;

(9)
"Participating health care provider" means a health care provider that has entered into an agreement with an insurer to provide health care services to an enrollee in its managed care plan;

(10)
"Quality assurance or improvement" means the ongoing evaluation by a managed care plan of the quality of health care services provided to its enrollees;

(11)
"Record" means any written, printed, or electronically recorded material maintained by a provider in the course of providing health services to a patient concerning the patient and the services provided. "Record" also includes the substance of any communication made by a patient to a provider in confidence during or in connection with the provision of health services to a patient or information otherwise acquired by the provider about a patient in confidence and in connection with the provision of health services to a patient; and

(12)
"Utilization management" means a system for reviewing the appropriate and efficient allocation of health care services under a health benefits plan according to specified guidelines, in order to recommend or determine whether, or to what extent, a health care service given or proposed to be given to a covered person should or will be reimbursed, covered, paid for, or otherwise provided under the plan. The system may include preadmission certification, the application of practice guidelines, continued stay review, discharge planning, preauthorization of ambulatory care procedures, and retrospective review.

Section 3.   KRS 304.17A-515 is amended to read as follows:

(1)
A managed care plan shall arrange for a sufficient number and type of primary care providers and specialists throughout the plan's service area to meet the needs of enrollees. Each managed care plan shall demonstrate that it offers:

(a)
An adequate number of accessible acute care hospital services, where available;

(b)
An adequate number of accessible primary care providers, including family practice and general practice physicians, internists, obstetricians/gynecologists, and pediatricians, where available;

(c)
An adequate number of accessible specialists and subspecialists, and when the specialist needed for a specific condition is not represented on the plan's list of participating specialists, enrollees have access to nonparticipating health care providers with prior plan approval;

(d)
The availability of specialty services;[ and]
(e)
A provider network that is available to all persons enrolled in the plan within thirty (30) miles or thirty (30) minutes of each person's place of residence, to the extent those services are available; and

(f)
The ability to provide access to its participating health care providers if required by Section 1 of this Act.

(2)
A managed care plan shall provide telephone access to the plan during business hours to ensure plan approval of nonemergency care. A managed care plan shall provide adequate information to enrollees regarding access to urgent and emergency care.

(3)
A managed care plan shall establish reasonable standards for waiting times to obtain appointments, except as provided for emergency care.

(4)
A managed care plan shall comply with the access requirements of Section 1 of this Act.
Section 4.   KRS 304.17A-250 is amended to read as follows:

(1)
The commissioner shall, by administrative regulations promulgated under KRS Chapter 13A, define one (1) standard health benefit plan that shall provide health insurance coverage in the individual and small group markets after June 30, 1998. As a condition of doing business in the individual or small group market in the Commonwealth, the health insurer shall offer the standard health benefit plan, but the extent to which the standard health benefit plan shall be offered on a guaranteed issue basis shall only be as provided in KRS 304.17A-200 and 304.17A-210. Except as may be necessary to coordinate with changes in federal law, the commissioner shall not alter, amend, or replace the standard health benefit plan more frequently than annually. Initially, the standard health benefit plan shall be the standard high plan in effect on April 10, 1998.

(2)
The standard health benefit plan shall be available in at least one (1) of these four (4) forms of coverage:

(a)
A fee-for-service product type;

(b)
A health maintenance organization type;

(c)
A point-of-service type; and

(d)
A preferred provider organization type.

(3)
The standard health benefit plan shall be defined so that it meets the requirements of KRS 304.17A-430 for inclusion in calculating assessments and refunds under the guaranteed acceptance program.

(4)
Any health insurer who elects to offer health insurance policies in the individual or small group markets in this state shall, as a condition of offering health benefit plans in this state after June 30, 1998, offer and issue the standard health benefit plan in the individual or small group markets in each and every form of coverage that the health insurer offers to sell.

(5)
Nothing in this section shall be construed:

(a)
To require a health insurer to offer a standard health benefit plan in a form of coverage that the health insurer has not selected;

(b)
To prohibit a health insurer from offering other health benefit plans in the individual or small group markets in addition to the standard health benefit plan; or

(c)
To require that a standard health benefit plan have guaranteed issue, renewability, or pre-existing condition exclusion rights or provisions that are more generous to the applicant than the health insurer would be required to provide under KRS 304.17A-200, 304.17A-210, 304.17A-220, 304.17A.230, and 304.17A-240.

(6)
Insurance agents licensed under this chapter who present for sale any health benefit plan in the individual or small group markets to a prospective applicant shall also inform that person of the existence of the standard benefit plan in the same form of coverages offered by the same insurer.

(7)
(a)
A benefits comparison shall be delivered to a prospective applicant for any health insurance coverage in the individual or small group markets at the time of initial solicitation through means that prominently direct the attention of the prospective applicant to the document and its purpose.

1.
The commissioner shall prescribe a standard format, including style, arrangement, and overall appearance, and the content of a benefits comparison.

2.
In the case of agent solicitations, an agent shall deliver the benefits comparison to the prospective applicant prior to the presentation of an application or enrollment form.

3.
In the case of direct response solicitations, the benefits comparison shall be presented in conjunction with any application or enrollment form.

(b)
The benefits comparison given to a prospective applicant shall include:

1.
A description of the principal benefits and coverage provided in the standard health benefit plan offered under this section, and the health benefit policy being offered to the prospective applicant;

2.
A statement of the principal exclusions, reductions, and limitations contained in the standard health benefit plan offered under this section, and the health benefit plan being offered to the prospective applicant; and

3.
A chart providing a direct comparison of the insurer's premium rate for the standard health benefit plan offered under this section, and the health benefit policy being offered to the prospective applicant.

(c)
At the time of the execution of an application for any health benefit plan, the prospective applicant shall sign a statement contained in or accompanying the application, which shall remain on file with the health insurer for five (5) years, indicating that the insured has been provided with and understands the benefits comparison required by this subsection.

(d)
As used in this subsection and in subsection (6) of this section, the term "prospective applicant" refers only to a natural person who is a resident of the Commonwealth and who is purchasing health insurance coverage in the individual market providing benefits to that person, that person's spouse, or that person's children. It does not include an employer or representative of an employer who is considering health insurance coverage that would provide benefits to employees and their families.

(8)
All health benefit plans shall cover hospice care at least equal to the Medicare benefits.

(9)
All health benefit plans shall coordinate benefits with other health benefit plans in accordance with the guidelines for coordination of benefits prescribed by the commissioner as provided in KRS 304.18-085.

(10)
Every health insurer of any kind, nonprofit hospital, medical-surgical, dental and health service corporation, health maintenance organization, or provider-sponsored health delivery network that issues or delivers an insurance policy in this state that directs or gives any incentives to insureds to obtain health care services from certain health care providers shall not imply or otherwise represent that a health care provider is a participant in or an affiliate of an approved or selected provider network unless the health care provider has agreed in writing to the representation or there is a written contract between the health care provider and the insurer or an agreement by the provider to abide by the terms for participation established by the insurer. The contract or agreement shall include a provision in which the health care provider and the insurer agree to comply with the requirements of Section 1 of this Act, and this provision shall be deemed a part of any contract or agreement with the health care provider as of the effective date of this Act, notwithstanding any failure of the provider or insurer to include the provision in their written contract or agreement. This requirement to have written contracts shall apply whenever an insurer includes a health care provider as a part of a preferred provider network or otherwise selects, lists, or approves certain health care providers for use by the insurer's insureds. The obligation set forth in this section for an insurer to have written contracts with providers selected for use by the insurer shall not apply to emergency or out-of-area services.

(11)
A self-insured plan may select any third party administrator licensed under KRS 304.9-052 to adjust or settle claims for persons covered under the self-insured plan.

(12)
Any health insurer that fails to issue a premium rate quote to an individual within thirty (30) days of receiving a completed application request for the quote shall be required to issue coverage to that individual and shall not impose any pre-existing conditions exclusion on that individual with respect to the coverage. Each health insurer offering individual health insurance coverage in the individual market in the Commonwealth that refuses to issue a health benefit plan to an insured with a high-cost condition shall provide the individual with a denial letter within twenty (20) working days of the request for coverage. The letter shall include the name and title of the person making the decision, a statement setting forth the specific high-cost condition that is the basis for refusing to issue a policy, a description of the Guaranteed Acceptance Program, and the name and the telephone number of a contact person who can provide additional information about the Guaranteed Acceptance Program.

(13)
If a standard health benefit plan covers services that the plan's insureds lawfully obtain from health departments established under KRS Chapter 212, the health insurer shall pay the plan's established rate for those services to the health department.

(14)
No individually insured person shall be required to replace an individual policy with group coverage on becoming eligible for group coverage that is not provided by an employer. In a situation where a person holding individual coverage is offered or becomes eligible for group coverage not provided by an employer, the person holding the individual coverage shall have the option of remaining individually insured, as the policyholder may decide. This shall apply in any such situation that may arise through an association, an affiliated group, the Kentucky state employee health insurance plan, or any other entity.

Section 5.   KRS 304.17A-300 is amended to read as follows:

(1)
A provider-sponsored integrated health delivery network may be created by health care providers for the purpose of providing health care services.

(2)
No person shall in this Commonwealth be, act as, or hold itself out as a provider-sponsored integrated health delivery network unless it holds a certificate of filing from the commissioner. Each provider-sponsored integrated health delivery network that seeks to offer services shall first be certified by the department.

(3)
Notwithstanding subsection (2) of this section, a provider-sponsored integrated health delivery network which holds a certificate of filing from the Kentucky Health Policy Board as of July 15, 1996, shall have one (1) year from July 15, 1996, to comply with the provisions of this subtitle.

(4)
To qualify as a provider-sponsored integrated health delivery network, an applicant shall submit information acceptable to the department to satisfactorily demonstrate that the provider-sponsored integrated health delivery network:

(a)
Is licensed and in good standing with the licensure boards for participating providers;

(b)
Has demonstrated the capacity to administer the health plans it is offering;

(c)
Has the ability, experience, and structure to arrange for the appropriate level and type of health care services;

(d)
Has the ability, policies, and procedures to conduct utilization management activities;

(e)
Has the ability to achieve, monitor, and evaluate the quality and cost effectiveness of care provided by its provider network;

(f)
Is financially solvent;

(g)
Has the ability to assure enrollees adequate access to providers, including geographic availability and adequate numbers and types;

(h)
Has the ability and procedures to monitor access to its provider network;

(i)
Has a satisfactory grievance procedure and the ability to respond to enrollees' inquiries and complaints;

(j)
Does not limit the participation of any health care provider in its provider network in another provider network;

(k)
Has the ability and policies that allow patients to receive care in the most appropriate, least restrictive setting;

(l)
Does not discriminate in enrolling members;

(m)
Participates in coordination of benefits;

(n)
Uses standardized electronic claims and billing processes and formats;

(o)
Discloses to the cooperative reimbursement arrangements with providers;[ and]
(p)
Assures that all services covered by the provider-sponsored integrated health delivery network are available to all persons enrolled in the plan within fifty (50) miles of each person's place of residence, to the extent those services are available within that area, and assures that all services not available therein shall be offered at sites as proximate to the enrollee as possible; and

(q)
Acknowledges that it is a managed care plan subject to the provisions of Section 1 of this Act and has a written contract with each provider in the provider-sponsored integrated health delivery network which includes a provision in which the health care provider and the provider-sponsored health delivery network agree to comply with the requirements of Section 1 of this Act.

(5)
Fees for the following services shall be paid to the commissioner by every provider-sponsored integrated health delivery network, and the fees shall be the same as those for insurers as specified in Subtitle 4 of this chapter:

(a)
For filing an application for a certificate of filing or amendment thereto;

(b)
For filing an annual statement; and

(c)
For other services deemed necessary by the commissioner.

(6)
Provider-sponsored integrated health delivery networks shall be subject to the provisions of this subtitle, and to the following provisions of this chapter, to the extent applicable and not in conflict with the expressed provisions of this subtitle:

(a)
Subtitle 1 -- Scope of Code;

(b)
Subtitle 2 -- Insurance Commissioner;

(c)
Subtitle 3 -- Authorization of Insurers and General Requirements;

(d)
Subtitle 4 -- Fees and Taxes;

(e)
Subtitle 5 -- Kinds of Insurance--Limits of Risk--Reinsurance;

(f)
Subtitle 6 -- Assets and Liabilities;

(g)
Subtitle 7 -- Investments;

(h)
Subtitle 8 -- Administration of Deposits;

(i)
Subtitle 12 -- Trade Practices and Frauds;

(j)
Subtitle 14 -- KRS 304.14-500 to 304.14-560;

(k)
Subtitle 25 -- Continuity of Management;

(l)
Subtitle 33 -- Insurers Rehabilitation and Liquidation;

(m)
Subtitle 37 -- Insurance Holding Company Systems; and

(n)
Subtitle 99 -- Penalties.

Section 6.   KRS 304.17A-525 is amended to read as follows:

(1)
Insurers shall establish relevant, objective standards for initial consideration of providers and for providers to continue as a participating provider in the plan. Standards shall be reasonably related to services provided. Selection or participation standards based on the economics or capacity of a provider's practice shall be adjusted to account for case mix, severity of illness, patient age and other features that may account for higher-than- or lower-than-expected costs. All data profiling or other data analysis pertaining to participating providers shall be done in a manner which is valid and reasonable. Plans shall not use criteria that would allow an insurer to avoid high-risk populations by excluding providers because they are located in geographic areas that contain populations or providers presenting a risk of higher-than-average claims, losses, or health services utilization or that would exclude providers because they treat or specialize in treating populations presenting a risk of higher-than-average claims, losses, or health services utilization.

(2)
Each insurer shall establish mechanisms for soliciting and acting upon applications for provider participation in the plan in a fair and systematic manner. These mechanisms shall, at a minimum, include:

(a)
Allowing all providers who desire to apply for participation in the plan an opportunity to apply at any time during the year or, where an insurer does not conduct open continuous provider enrollment, conducting a provider enrollment period at least annually with the date publicized to providers located in the geographic service area of the plan at least thirty (30) days in advance of the enrollment periods;[ and]
(b)
Making criteria for provider participation in the plan available to all applicants; and

(c)
Requiring that all provider contracts include provisions which require that the provider accept the provisions of Section 1 of this Act.

(3)
If a managed care plan terminates the participation of an enrollee's primary care provider, the plan shall provide notice to the enrollee and arrange for the enrollee's continuity of care with an approved primary care provider.

(4)
An insurer that offers a managed care plan shall establish a policy governing the removal of and withdrawal by health care providers from the provider network that includes the following:

(a)
The insurer shall inform a participating health care provider of the insurer's removal and withdrawal policy at the time the insurer contracts with the health care provider to participate in the provider network, and when changed thereafter;

(b)
If a participating health care provider's participation will be terminated or withdrawn prior to the date of the termination of the contract as a result of a professional review action, the insurer and participating health care provider shall comply with the standards in 42 U.S.C. sec. 11112; and

(c)
If the insurer finds that a health care provider represents an imminent danger to an individual patient or to the public health, safety, or welfare, the medical director shall promptly notify the appropriate professional state licensing board.

Section 7.   KRS 304.17A-565 is amended to read as follows:

The commissioner shall enforce the provisions of KRS 304.17A-500 to 304.17A-570 and shall adopt administrative regulations necessary to carry out the provisions of KRS 304.17A-500 to 304.17A-590[304.17A-570].

Section 8.   KRS 304.17A-570 is amended to read as follows:

No health insurance contract or certificate subject to the provisions of this subtitle shall be delivered, issued, executed, or renewed on or after the date ninety (90) days after April 10, 1998, unless it and the insurer meet the requirements of KRS 304.17A-500 to 304.17A-590[304.17A-570].
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