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AN ACT relating to insurance.

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

Section 1.   KRS 304.17A-200 is amended to read as follows:

(1)
An insurer that offers health benefit plan coverage in the small group, large group, or association market may not establish rules for eligibility of any individual to enroll under the terms of the plan based on any of the following health status-related factors in relation to the individual or the dependent of the individual:

(a)
Health status;

(b)
Medical condition, including both physical and mental illness;

(c)
Claims experience;

(d)
Receipt of health care;

(e)
Medical history;

(f)
Genetic information;

(g)
Evidence of insurability, including conditions arising out of acts of domestic violence; and

(h)
Disability.

(2)
An insurer that offers health benefit plan coverage in the small group, large group, or association market shall not require any individual to pay a premium or contribution which is greater than the premium or contribution for a similarly situated individual enrolled in the plan on the basis of any health status-related factor in relation to the individual or a dependent of the individual. Nothing in this subsection shall prevent the insurer from establishing premium discounts or rebates or modifying otherwise applicable copayments or deductibles in return for adherence to programs of health promotion and disease prevention.

(3)
Subject to subsections (4) to (7) of this section, each insurer that offers health benefit plan coverage in the small groups market shall accept every small employer that applies for coverage and shall accept for enrollment under this coverage every individual eligible for the coverage who applies for enrollment during the period in which the individual first becomes eligible to enroll under the terms of the group health benefit plan.

(a)
Notwithstanding any other provision of this subsection, in offering coverage to small employers of two (2) to ten (10) employees within an employer-organized association, the insurer may permit an individual to refuse coverage within the group. Individuals refusing coverage by an insurer under this subsection shall be eligible for coverage in Kentucky Access under Subtitle 17B of KRS Chapter 304. The insurer shall offer the Kentucky Access coverage through the employer and shall bill the individual for coverage on the employer's billing with other eligible employees.

(b)
Notwithstanding any other provision of this subsection, the insurer may establish group participation rules requiring a minimum number of participants or beneficiaries that must be enrolled in relation to a specified percentage or number of those eligible for enrollment.

(c)[(b)]
The terms and participation rules of the group health benefit plan shall be uniformly applicable to small employers in the small group market.

(d)
The insurer shall not be required to accept all small employers in the small group market who are not members of the association or employer-organized association and who apply for coverage if the insurer's small group offering is made through a bona fide association program or employer-organized association program.

[(c)
This subsection shall not apply to health benefit plan coverage offered by an insurer if the coverage is made available in the small group market only through one (1) or more bona fide associations.]

(4)
In the case of an insurer that offers health benefit plan coverage in the small group market through a network plan, the insurer may:

(a)
Limit the employers that may apply for coverage to those with individuals who live, work, or reside in the service area of the network plan; and

(b)
Within the service area of the network plan, deny coverage to employers if the insurer has demonstrated to the commissioner that:

1.
The network plan will not have the capacity to deliver services adequately to enrollees of any additional groups because of its obligations to existing group contract holders and enrollees; and

2.
The insurer is applying this denial uniformly to all employers.

(5)
An insurer, upon denying health benefit plan coverage in any service area in accordance with subsection (4) of this section, shall not offer coverage in the small group market within the service area for a period of one hundred eighty (180) days after the date the coverage is denied.

(6)
An insurer may deny health benefit plan coverage in the small group market if the insurer has demonstrated to the commissioner that:

(a)
The insurer does not have the financial reserves necessary to underwrite additional coverage; and

(b)
The insurer is applying this denial uniformly to all employers in the small group market.

(7)
An insurer, upon denying health benefit plan coverage in connection with group health plans in accordance with subsection (6) of this section, shall not offer coverage in the small group market for a period of one hundred eighty (180) days after the date the coverage is denied or until the insurer has demonstrated to the commissioner that the insurer has sufficient financial reserves to underwrite additional coverage, whichever is later.

(8)
A health benefit plan issued as an individual policy to individual employees or their dependents through or with the permission of a small employer shall be issued on a guaranteed-issue basis to all full-time employees and shall comply with the pre-existing condition provisions of KRS 304.17A-220.

(9)
(a)
In connection with the offering of any health benefit plan to a small employer, an insurer:

1.
Shall make a reasonable disclosure to a small employer, as part of its solicitation and sales materials, of the availability of information described in paragraph (b) of this subsection; and

2.
Upon request of a small employer, provide the information described in paragraph (b) of this subsection.

(b)
Subject to paragraph (c) of this subsection, with respect to an insurer offering a health benefit plan to a small employer, information described in this subsection is information concerning:

1.
The provisions of the coverage concerning the insurer's right to change premium rates and the factors that may affect changes in premium rates;

2.
The provisions of the health benefit plan relating to renewability of coverage;

3.
The provisions of the health benefit plan relating to any preexisting condition exclusion; and

4.
The benefits and premiums available under all health benefit plans for which the small employer is qualified.

(c)
Information described in paragraph (b) of this subsection shall be provided to a small employer in a manner determined to be understandable by the average small employer and shall be sufficient to reasonably inform a small employer of his or her rights and obligations under the health benefit plan.

(d)
An insurer is not required under this section to disclose any information that is proprietary and trade secret information under applicable law.

SECTION 2.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
This section shall not affect the requirement that an insurer in the small group market shall offer the standard plan pursuant to KRS 304.17A-250.

(2)
An insurer who offers coverage to employer-organized associations shall offer to such employer-organized associations a health benefit plan that excludes from health benefit plan coverage all designated state-mandated health insurance benefits specified in this chapter, except the benefit plan shall include those mandated benefits specified under federal law.

(3)
Before issuing a limited health benefit plan under this section, an insurer shall provide to the prospective policyholder a written disclosure statement and have the prospective policyholder sign the statement. The disclosure statement shall clearly state that mandated health insurance benefits are not covered by the health benefit plan and shall describe each excluded mandated health benefit.

(4)
Notwithstanding any other provisions of this chapter, mandated benefits excluded from coverage shall not be deemed to include the payment, indemnity, or reimbursement of specified health care providers for specific health care services.
SECTION 3.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
Any insurer issuing or delivering group health benefit plans in the Commonwealth shall provide to an employer-organized association health benefit plan, within twenty-one (21) days after a written request, the information relating to its health benefit plan that has been requested, including but not limited to the following information for the previous three (3) years or for the entire period of coverage, whichever is shorter:

(a)
Aggregate claims experience, by month, including claims experience for pharmacy benefits;

(b)
Total premiums paid, by month;

(c)
Total number of insureds on a monthly basis, by coverage tier; and

(d)
Such other detailed claim and expense information as the employer-organized association health benefit plan may request.

(2)
This section shall not require the insurer to disclose any nonpublic personal health information without the written consent of the individual who is the subject of the information, as required by administrative regulations promulgated by the commissioner. However, nonpublic personal health information may be provided to the employer-organized association health benefit plan as a covered entity to covered entity transfer under the Federal Health Insurance Portability and Accountability Act of 1996 (HIPAA), 42 U.S.C. sec. 300gg et seq., provided the health benefit plan certifies to the insurer that it has adopted HIPAA-required safeguards and will treat the nonpublic personal health information in accordance with HIPAA standards.

SECTION 4.   A NEW SECTION OF SUBTITLE 18 OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
Any insurer issuing or delivering group health insurance policies in the Commonwealth shall provide to an employer-organized association health benefit plan, within twenty-one (21) days after a written request, information requested, including but not limited to the following information for the previous three (3) years or for the entire period of coverage, whichever is shorter:

(a)
Aggregate claims experience, by month, including claims experience for pharmacy benefits;

(b)
Total premiums paid, by month;

(c)
Total number of insureds on a monthly basis, by coverage tier; and

(d)
Such other detailed claim and expense information as the employer-organized association health benefit plan may request.
(2)
This section shall not require the insurer to disclose any nonpublic personal health information without the written consent of the individual who is the subject of the information, as required by administrative regulations promulgated by the commissioner. However, nonpublic personal health information may be provided to the employer-organized association health benefit plan as a covered entity to covered entity transfer under the Federal Health Insurance Portability and Accountability Act of 1996 (HIPAA), 42 U.S.C. sec. 300gg et seq., provided the health benefit plan certifies to the insurer that it has adopted HIPAA-required safeguards and will treat the nonpublic personal health information in accordance with HIPAA standards.

SECTION 5.   A NEW SECTION OF SUBTITLE 38 OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
Any health maintenance organization issuing or delivering group health insurance policies, plans, or contracts in the Commonwealth shall provide to an employer-organized association health benefit plan, within twenty-one (21) days after a written request, information requested, including but not limited to the following information for the previous three (3) years or for the entire period of coverage, whichever is shorter:

(a)
Aggregate claims experience, by month, including claims experience for pharmacy benefits;

(b)
Total premiums paid, by month;

(c)
Total number of insureds on a monthly basis, by coverage tier; and

(d)
Such other detailed claim and expense information as the employer-organized association health benefit plan may request.
(2)
This section shall not require the health maintenance organization to disclose any nonpublic personal health information without the written consent of the individual who is the subject of the information, as required by administrative regulations promulgated by the commissioner. However, nonpublic personal health information may be provided to the employer-organized association health benefit plan as a covered entity to covered entity transfer under the Federal Health Insurance Portability and Accountability Act of 1996 (HIPAA), 42 U.S.C. sec. 300gg et seq., provided the health benefit plan certifies to the insurer that it has adopted HIPAA-required safeguards and will treat the nonpublic personal health information in accordance with HIPAA standards.

SECTION 6.   A NEW SECTION OF SUBTITLE 18 OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
Beginning no later than August 1, 2004, every insurer offering or issuing a health benefit plan in the Commonwealth of Kentucky shall use the uniform employee application form developed by the commissioner by administrative regulation when a person or employer applies for coverage under a health benefit plan offered by the employer insurer.

(2)
The commissioner shall by administrative regulation develop a uniform employee application form in the small group, large group, and individual insurance markets that an insurer must use when a person or employer applies for coverage under a health benefit plan offered by the insurer. The commissioner shall revise the form for each market at least every two (2) years. 

Section 7.   KRS 304.12-090 is amended to read as follows:

(1)
No insurer or employee or representative thereof shall knowingly charge, demand, or receive a premium for any insurance policy except in accordance with the applicable filing on file with the commissioner. No such insurer, employee, or representative shall pay, allow, or give, or offer to pay, allow, or give, directly or indirectly, as an inducement to insurance or after insurance has been effected, any rebate, discount, abatement, credit or reduction of the premium named in a policy, or any special favor or advantage in the dividends or other benefits to accrue thereon, or any valuable consideration or inducements whatever, or give, sell, or purchase, or offer to give, sell, or purchase anything of value whatsoever not specified in the policy, except to the extent provided for in such applicable filing.

(2)
No insured named in a policy, nor any employee or representative thereof shall knowingly receive or accept, directly or indirectly, any such rebate, discount, abatement or reduction of premium, or any special favor or advantage or valuable consideration or inducement.

(3)
Subsection (1) and (2) of this section shall not apply as to life insurance and health insurance. Except as expressly provided by law no insurer, employee, or representative shall knowingly permit or offer to make or make any contract of life insurance, life annuity or health insurance, or agreement as to such contract other than as plainly expressed in the contract issued thereon, or pay or allow, or give or offer to pay, allow or give, directly or indirectly, as inducement to such insurance, or annuity, any rebate of premiums payable on the contract, or any special favor or advantage in the dividends or other benefits thereon, or any valuable consideration or inducement whatever not expressed in the contract.

(4)
No insurer shall negotiate any pricing with any person for a good or service provided under a health insurance contract, including but not limited to drug rebates, that includes a rebate or return of funds in any form to the insurer, unless that insurer:

(a)
Returns the funds directly to the policyholder in the form of direct funds or premium reductions; and

(b)
Accounts directly to the policyholder for the application of the funds returned to the insurers.

Section 8.   KRS 304.17B-015 is amended to read as follows:

(1)
Any individual who is an eligible individual is eligible for coverage under Kentucky Access, except as specified in paragraphs (a), (b), (d), and (e) of subsection (4) of this section.

(2)
Any individual who is not an eligible individual who has been a resident of the Commonwealth for at least twelve (12) months immediately preceding the application for Kentucky Access coverage is eligible for coverage under Kentucky Access if one (1) of the following conditions is met:

(a)
The individual has been rejected by at least one (1) insurer for coverage of a health benefit plan that is substantially similar to Kentucky Access coverage;

(b)
The individual has been offered coverage substantially similar to Kentucky Access coverage at a premium rate greater than the Kentucky Access premium rate at the time of enrollment or upon renewal;[ or]
(c)
The individual has a high-cost condition listed in KRS 304.17B-001; or
(d)
The individual is enrolled or eligible to be enrolled in a small group of two (2) to ten (10) employees which is eligible for participation in an employer-organized association health benefit plan.

(3)
A Kentucky Access enrollee whose premium rates exceed claims for a three (3) year period shall be issued a notice of insurability. The notice shall indicate that the Kentucky Access enrollee has not had claims exceed premium rates for a three (3) year period and may be used by the enrollee to obtain insurance in the regular individual market.

(4)
An individual shall not be eligible for coverage under Kentucky Access if:

(a)
The individual has, or is eligible for, on the effective date of coverage under Kentucky Access, substantially similar coverage under another contract or policy, unless the individual was issued coverage from a GAP participating insurer as a GAP qualified individual prior to January 1, 2001. A GAP qualified individual shall be automatically eligible for coverage under Kentucky Access without regard to the requirements of subsection (2) of this section. An individual who is ineligible for coverage pursuant to this paragraph shall not preclude the individual’s spouse or dependents from being eligible for Kentucky Access coverage. As used in this paragraph, "eligible for" includes any individual who was eligible for coverage but waived that coverage. That individual shall be ineligible for Kentucky Access coverage through the period of waived coverage;

(b)
The individual is eligible for coverage under Medicaid or Medicare;

(c)
The individual previously terminated Kentucky Access coverage and twelve (12) months have not elapsed since the coverage was terminated, unless the individual demonstrates a good faith reason for the termination;

(d)
Except for covered benefits paid under the standard health benefit plan as specified in KRS 304.17B-019, Kentucky Access has paid two million dollars ($2,000,000) in covered benefits per individual. The maximum limit under this paragraph may be increased by the department; or

(e)
The individual is confined to a public institution or incarcerated in a federal, state, or local penal institution or in the custody of federal, state, or local law enforcement authorities, including work release programs.

(5)
The coverage of any person who ceases to meet the requirements of this section or the requirements of any administrative regulation promulgated under this subtitle may be terminated.
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