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AN ACT relating to the Insurance Coverage, Affordability and Relief to Small Employers (ICARE) Program.

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

SECTION 1.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

As used in Sections 1 to 8 of this Act, unless the context requires otherwise:
(1)
“Consumer-driven health plan” means a health benefit plan, including a high deductible health plan as defined in 26 U.S.C. sec. 223(c)(2)(A), or a health reimbursement arrangement that meets the requirements of Internal Revenue Code, Notice 2002-45, 2002-2 C.B. 93;
(2)
"Eligible employer" or "employer" means an individual that employs two (2) to twenty-five (25) employees, a corporation, including a foreign corporation, other than a governmental entity, that employs one (1) or more residents of the Commonwealth, or a corporation or an unincorporated entity that is exempt from taxation under the provisions of 26 U.S.C. sec. 501(c), as amended and in effect for the taxable year. An eligible employer must employ no more than twenty-five (25) employees and meet the eligibility requirements set forth in administrative regulations promulgated by the office. The method of determining the number of employees an employer has and the amount and types of subsidies shall be determined by the office or a third-party administrator selected in accordance with Section 5 of this Act;
(3)
"Eligible employee" or "employee" means an employee of an eligible employer whose business is located in the Commonwealth, who has not attained age sixty-five (65) or is Medicare eligible, and who meets the financial and other eligibility standards set forth in administrative regulations promulgated by the office;
(4)
“Health risk assessment” means an assessment to prevent or minimize risk factors for disease and maintain wellness;
(5)
“High-cost condition” means a diagnosed specific list of conditions representing the top twenty (20) high-cost conditions in the small group market;
(6)
“ICARE Program participating insurer” means any insurer who offers a health benefit plan in the small group market;
(7)
“Office” means the Office of Insurance; and
(8)
“Qualified health benefit plan” means a health benefit plan as described in subsection (2) of Section 3 of this Act.

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

(1)
There is hereby created and established, under the supervision of the Office of Insurance, the Insurance Coverage, Affordability and Relief to Small Employers (ICARE) Program, which is designed to make health insurance more affordable for small employer groups. The program shall be piloted for a four (4) year period in the small group market and shall be limited to those employer groups with two (2) to twenty-five (25) employees, including small groups with two (2) to twenty-five (25) employees who are members of an employer-organized association.
(2)
All insurers that issue health benefit plans to employers with two (2) to twenty-five (25) employees, including employers participating in an employer-organized association, as a condition of doing business in Kentucky, shall be deemed an ICARE Program participating insurer.

(3)
The Office of Insurance may, subject to the provisions of this section, establish an employer health care incentive program for certain employers for the purpose of reducing the amount of contributions or payments made by those employers and employees toward the cost of qualified medical insurance and which shall consist of the following two (2) programs:

(a)
An employer health care incentive program for the purpose of reducing the cost to employers and employees for providing qualified health benefit plan coverage under subsection (2)(a) or (b) of Section 3 of this Act for an eligible employer with low-income employees if the eligible employer pays fifty percent (50%) or more of the premium cost of that qualified health benefit plan coverage and meets the insurers participation requirements as allowed under KRS 304.17A-200(3). The office may limit premium payments or enrollment under this program, to the extent funding is available. The ICARE Program shall be available to employer groups that have not provided employer-sponsored health benefit plan coverage to their employees within the previous twelve (12) months; and
(b)
An employer health care incentive program for the purpose of reducing the cost to employers and employees for the purpose of obtaining or maintaining qualified health benefit plan coverage under subsection (2)(a), (b), or (c) of Section 3 of this Act for an eligible employer and employees if the eligible employer pays fifty percent (50%) or more of the premium cost of that health benefit plan coverage and meets the insurers participation requirements as allowed under KRS 304.17A-200(3). The office may limit premium payments or enrollment under this program, to the extent funding is available. The ICARE Program shall be available to employer groups that have at least one (1) employee with a high-cost condition. The office shall promulgate administrative regulations to establish a list of high-cost conditions for the ICARE Program.
(4)
In order for an eligible employer to qualify for the ICARE Program, the average annual salary of the employer group shall not exceed three hundred percent (300%) of the federal poverty level. This shall not include the annual salary of any person with an ownership interest in the employer group.

(5)
The office shall promulgate administrative regulations to establish guidelines for determination of preference for employer groups based upon federal poverty level, eligibility criteria, health care incentive payment procedures, program participating insurer and employer reporting requirements, and administrative guidelines for the ICARE Program.

SECTION 3.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
The provisions of Sections 1 to 8 of this Act shall not apply to an insurer that provides coverage solely to Medicaid recipients, Medicare beneficiaries, CHAMPUS insureds, or self-insured groups;
(2)
Each ICARE Program participating insurer shall offer at least three (3) qualified health benefit plans to employers. A qualified health benefit plan shall be:
(a)
A consumer-driven health benefit plan, including a health reimbursement arrangement or health savings account;
(b)
A basic health benefit plan, as described in KRS 304.17A-096 and 304.17A-097; or
(c)
An enriched health benefit plan.

(3)
Each ICARE Program participating insurer shall offer at least one (1) of each of the plans listed in paragraphs (a), (b), and (c) of subsection (2) of this section. These plans shall be subject to the provisions of KRS 304.17A-220.
(4)
An ICARE Program participating insurer shall conduct a health risk assessment for each employee enrolled in the ICARE Program and offer a wellness program, case management services, and disease management services.
(5)
On and after July 1, 2007, an insurer shall be required to offer a premium rate that includes a healthy lifestyle discount for employers participating in the ICARE Program.
(6)
A separate class of business may be established for health benefit plan rate filings offered under the ICARE Program in accordance with subsection (8)(b) of Section 14 of this Act.

SECTION 4.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
The amount of health care incentive paid shall be as follows:

(a)
Forty dollars ($40) per employee per month for eligible employers as defined in subsection (3)(a) of Section 2 of this Act. The amount shall be reduced annually, at the time of renewal, in incremental rates of ten dollars ($10); and
(b)
Sixty dollars ($60) per employee per month for eligible employers as defined in subsection (3)(b) of Section 2 of this Act. The amount shall be reduced annually, at the time of renewal, in incremental rates of fifteen dollars ($15).
(2)
The office may, in lieu of cash payments, issue to individuals vouchers or other documents certifying that the office will pay a specified amount for health benefit plan coverage under specified circumstances.

(3)
Any allocated surplus remaining in the ICARE Program shall be carried forward to the next fiscal year and be used for the ICARE Program in subsequent years through the end of the pilot period as provided for under subsection (1) of Section 2 of this Act.

(4)
The office may limit enrollment for the ICARE Program so not to exceed annual program funding.

(5)
A group shall be determined ineligible if the most recent coverage under any health benefit plan terminated or nonrenewed because of any of the following:
(a)
The group failed to pay premiums or contributions in accordance with the terms of the plan or the insurer had not received timely premium payments;
(b)
The group or any individual in the group performed an act or practice that constitutes fraud or made an intentional misrepresentation of material fact under the terms of the coverage; or
(c)
The group or any individual engaged in intentional and abusive noncompliance with health benefit plan provisions.
SECTION 5.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
The office may select a third-party administrator to administer the ICARE Program. The third-party administrator shall be an administrator licensed under this chapter by the office. The office shall consider criteria in selecting a third-party administrator that shall include but not be limited to the following:
(a)
A third-party administrator’s proven ability to demonstrate performance of the following: eligibility determinations, enrollment, payment issuance, reconciliation processes, and data collection and reporting;
(b)
The total cost to administer the ICARE Program;
(c)
A third-party administrator’s proven ability to demonstrate that the ICARE Program be administered in a cost-efficient manner; and
(d)
A third-party administrator’s financial condition and stability.
(2)
In addition to any duties and obligations set forth in the contract with the third-party administrator, the third-party administrator shall:
(a)
Develop and establish policies and procedures for eligibility determinations, enrollment, payment issuance, reconciliation processes, data collection and reporting, and other responsibilities determined by the office;
(b)
Submit reports to the office regarding the operation and financial condition of the ICARE Program. The frequency, content, and form of the reports shall be determined by the office; and
(c)
Submit a monthly and annual report to the office. Both reports shall include:
1.
Number of applicants;
2.
Enrolled employer groups by insurance company;
3.
Number of groups previously uninsured for a period of twelve (12) months by insurance company;
4.
Average premium per group by insurance company;
5.
Number of groups eligible due to an individual with a high-cost condition by insurance company;
6.
Total amount of health care incentive paid listed by insurance company; and
7.
Any other information requested by the office.
(3)
The third-party administrator shall be paid for necessary and reasonable expenses as provided in the contract between the office and the third-party administrator.

SECTION 6.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
The office shall establish and maintain the ICARE Program fund. All funds shall be held at interest, in a single depository designated in accordance with KRS 304.8-090(1) under a written trust agreement in accordance with KRS 304.8-095. All expense and revenue transactions of the fund shall be posted to the Management Administrative Reporting System (MARS) and its successors; and

(2)
The office shall work with the Office of Health Policy within the Cabinet for Health and Family Services to review the availability of federal funds for the ICARE Program.
SECTION 7.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
The office may implement the provisions of Sections 1 to 8 of this Act through arrangements with other agencies of the Commonwealth.
(2)
The provisions of this section shall not give rise to, nor be construed as giving rise to, enforceable legal rights for any party or an enforceable entitlement to benefits other than to the extent that such rights or entitlements exist pursuant to the administrative regulations of the executive director of insurance.

SECTION 8.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
Each insurer authorized to offer health benefit plans in the Commonwealth shall disclose the availability of the health insurance purchasing program as defined in 42 U.S.C. sec. 1396e to eligible employer groups. In connection with the initial offering and renewal of any health benefit plan, an insurer shall make a disclosure as part of its solicitation, sales material, and renewal information of the availability of the ICARE Program;

(2)
The manner and content of the disclosure as described in subsection (1) of this section shall be established through promulgation of administrative regulations by the Office of Insurance in coordination with the Cabinet for Health and Family Services.

SECTION 9.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
Each insurer authorized to offer health benefit plans in the Commonwealth shall disclose the availability of the health insurance purchasing program as authorized in 42 U.S.C. sec. 1396e to eligible employer groups. In connection with the initial offering and renewal of any health benefit plan, an insurer shall make a disclosure as part of its solicitation, sales material, and renewal information.
(2)
The manner and content of the disclosure as described in subsection (1) of this section shall be established through promulgation of administrative regulations by the Office of Insurance in coordination with the Cabinet for Health and Family Services.

SECTION 10.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
All insurers as defined in KRS 304.17A-005(24) shall provide upon request to the Cabinet for Health and Family Services, by electronic means and in the format prescribed by the cabinet, information in accordance with KRS 205.623.

(2)
All information obtained by the cabinet pursuant to this section shall be confidential and shall not be open to public inspection.

SECTION 11.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

Pursuant to terms and conditions of this subtitle, the Commonwealth of Kentucky seeks to explore the feasibility of an Interstate Reciprocal Health Benefit Plan Compact (IRHBPC) with contiguous states to allow the residents of the Commonwealth of Kentucky and the residents of contiguous states to purchase health benefit plan coverage among the states participating with the compact. The purposes of this compact are, through means of joint and cooperative action among the compacting states:

(1)
To promote and protect the interest of consumers purchasing health benefit plan coverage;
(2)
To develop uniform minimum standards for health benefit plan products covered under the compact, while ensuring that the standards established in Kentucky law and regulation are maintained and protected;
(3)
To improve coordination of regulatory resources and expertise between state insurance departments regarding the setting of uniform minimum standards; and
(4)
To perform these and such other related functions as may be consistent with the state regulation of the business of insurance.

SECTION 12.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
The office shall conduct a study to determine the impact on the insured of being billed by health care providers for the amount between the health care provider's regular charges and the amount that the health care provider has agreed to through a contractual relationship with an insurer. The report based on the study shall include:

(a)
Statistical information related to the prevalence of inappropriate billing to insured, by region; and
(b)
Recommendations to prevent inappropriate billing by health care providers.
(2)
The office shall submit the report on the study no later than December 31, 2006, to the Interim Joint Committee on Banking and Insurance, the Interim Joint Committee on Health and Welfare, the Interim Joint Committee on Licensing and Occupations, and the Governor.

SECTION 13.   A NEW SECTION OF SUBTITLE 99 OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

Any insurer violating Section 10 of this Act shall be fined not less than one hundred dollars ($100) for each offense. Failure to respond to each request made by the Cabinet for Health and Family Services, as required under Section 10 of this Act, shall constitute a separate offense.

Section 14.   KRS 304.17A-0952 is amended to read as follows:

Premium rates for a health benefit plan issued or renewed to an individual, a small group, or an association on or after April 10, 1998, shall be subject to the following provisions:

(1)
The premium rates charged during a rating period to an individual with similar case characteristics for the same coverage, or the rates that could be charged to that individual under the rating system for that class of business, shall not vary from the index rate by more than thirty-five percent (35%) of the index rate upon any policy issuance or renewal, on or after January 1, 2003.

(2)
Notwithstanding the thirty-five percent (35%) variance limitation in subsection (1) of this section, insurers offering an individual health benefit plan that is state-elected under sec. 35(e)(1)F of the Trade Act of 2002, Pub. L. No. 107-210 sec. 201, may vary from the index rate by more than thirty-five percent (35%) for individuals who are eligible for the health coverage tax credit under the following conditions:

(a)
The insurer certifies that the individual does not meet the insurer’s underwriting guidelines for issuance of an individual policy;

(b)
The policy meets the requirements for state-elected coverage under the Trade Act of 2002; and
(c)
The premium rate is actuarially justified and has been approved by the Office of Insurance pursuant to KRS 304.17A-095.

(3)
The percentage increase in the premium rate charged to an individual for a new rating period shall not exceed the sum of the following:

(a)
The percentage change in the new business premium rate measured from the first day of the prior rating period to the first day of the new rating period. In the case of a class of business for which the insurer is not issuing new policies, the insurer shall use the percentage change in the base premium rate;

(b)
Any adjustment, not to exceed twenty percent (20%) annually and adjusted pro rata for rating periods of less than one (1) year, due to the claim experience, mental and physical condition, including medical condition, medical history, and health service utilization, or duration of coverage of the individual and dependents as determined from the insurer’s rate manual for the class of business; and

(c)
Any adjustment due to change in coverage or change in the case characteristics of the individual as determined from the insurer’s rate manual for the class of business.

(4)
The premium rates charged during a rating period to a small group or to an association member with similar case characteristics for the same coverage, or the rates that could be charged to that small group or that association member under the rating system for that class of business, shall not vary from the index rate by more than fifty percent (50%) of the index rate.

(5)
The percentage increase in the premium rate charged to a small group or to an association member for a new rating period shall not exceed the sum of the following:

(a)
The percentage change in the new business premium rate measured from the first day of the prior rating period to the first day of the new rating period. In the case of a class of business for which the insurer is not issuing new policies, the insurer shall use the percentage change in the base premium rate;

(b)
Any adjustment, not to exceed twenty percent (20%) annually and adjusted pro rata for rating periods of less than one (1) year, due to the claims experience, mental and physical condition, including medical condition, medical history, and health service utilization, or duration of coverage of the employee, association member, or dependents as determined from the insurer’s rate manual for the class of business; and

(c)
Any adjustment due to change in coverage or change in the case characteristics of the small group or association member as determined from the insurer’s rate manual for the class of business.

(6)
In utilizing case characteristics, the ratio of the highest rate factor to the lowest rate factor within a class of business shall not exceed five to one (5:1). For purpose of this limitation, case characteristics include age, gender, occupation or industry, and geographic area.

(7)
Adjustments in rates for claims experience, mental and physical condition, including medical condition, medical history, and health service utilization, health status, and duration of coverage shall not be charged to an individual group member or the member's dependents. Any adjustment shall be applied uniformly to the rates charged for all individuals and dependents of the small group.

(8)
The executive director may approve establishment of additional classes of business upon application to the executive director and a finding by the executive director that the additional class would enhance the efficiency and fairness for the applicable market segment.

(a)
The index rate for a rating period for any class of business shall not exceed the index rate for any other class of business in that market segment by more than ten percent (10%).

(b)
An insurer may establish a separate class of business only to reflect substantial differences in expected claims experience or administrative cost related to the following reasons:

1.
The insurer uses more than one (1) type of system for the marketing and sale of the health benefit plans;

2.
The insurer has acquired a class of business from another insurer;[ or]
3.
The insurer is offering a state-elected plan under the provisions of the Trade Act of 2002, Pub. L. No. 107-210 sec. 201; or

4.
The insurer is offering a qualified health benefit plan under the ICARE Program pursuant to subsection (3) of Section 3 of this Act.

(c)
Notwithstanding any other provision of this subsection, beginning January 1, 2001, a GAP participating insurer may establish a separate class of business for the purpose of separating guaranteed acceptance program qualified individuals from other individuals enrolled in their plan prior to January 1, 2001. The index rate for the separate class created under this paragraph shall be established taking into consideration expected claims experience and administrative costs of the new class of business and the previous class of business.

(9)
For the purpose of this section, a health benefit plan that utilizes a restricted provider network shall not be considered similar coverage to a health benefit plan that does not utilize a restricted provider network if utilization of the restricted provider network results in substantial differences in claims costs.

(10)
Notwithstanding any other provision of this section, an insurer shall not be required to utilize the experience of those individuals with high-cost conditions who enrolled in its plans between July 15, 1995, and April 10, 1998, to develop the insurer's index rate for its individual policies.

(11)
Nothing in this section shall be construed to prevent an insurer from offering incentives to participate in a program of disease prevention or health improvement.

Section 15.   KRS 216.2921 is amended to read as follows:

(1)
The Cabinet for Health and Family Services shall collect, pursuant to KRS 216.2925, analyze, and disseminate information in a timely manner on the cost, quality, and outcomes of health services provided by health facilities and health-care providers in the Commonwealth. The cabinet shall make every effort to make health data findings that can serve as a basis to educate consumers on the cost and quality of health care and providers for the purpose of improving patient morbidity and mortality outcomes available to the public, and state and local leaders in health policy, through the cost-effective and timely use of the media and the Internet and through distribution of the findings to health facilities and health-care providers for further dissemination to their patients.

(2)
The secretary of the Cabinet for Health and Family Services shall serve as chief administrative officer for the health data collection functions of KRS 216.2920 to 216.2929.

(3)
Neither the secretary nor any employee of the cabinet shall be subject to any personal liability for any loss sustained or damage suffered on account of any action or inaction of under KRS 216.2920 to 216.2929.

Section 16.   KRS 216.2923 is amended to read as follows:

(1)
For the purposes of carrying out the provisions of KRS 216.2920 to 216.2929, the secretary may:

(a)
Appoint temporary volunteer advisory committees, which may include individuals and representatives of interested public or private entities or organizations;

(b)
Apply for and accept any funds, property, or services from any person or government agency;

(c)
Make agreements with a grantor of funds or services, including an agreement to make any study allowed or required under KRS 216.2920 to 216.2929; and

(d)
Contract with a qualified, independent third party for any service necessary to carry out the provisions of KRS 216.2920 to 216.2929; however, unless permission is granted specifically by the secretary a third party hired by the secretary shall not release, publish, or otherwise use any information to which the third party has access under its contract.

(2)
For the purposes of carrying out the provisions of KRS 216.2920 to 216.2929, the secretary shall:

(a)
Publish and make publicly available, pursuant to Section 19 of this Act, information on charges, quality, and outcomes of health care services provided, and information that relates to the health care financing and delivery system[, the cost of workers' compensation health benefits, motor vehicle health insurance benefits,] and health insurance premiums and benefits that is in the public interest;

(b)
Periodically participate in or conduct analyses and studies that relate to:

1.
Health-care costs;

2.
Health-care quality and outcomes;

3.
Health-care providers and health services; and

4.
Health insurance costs;

(c)
Promulgate administrative regulations pursuant to KRS Chapter 13A that relate to its meetings, minutes, and transactions related to KRS 216.2920 to 216.2929;

(d)
Prepare annually a budget proposal that includes the estimated income and proposed expenditures for the administration and operation of KRS 216.2920 to 216.2929; and

(e)
No later than thirty (30) days after July 15, 2005, appoint and convene a permanent cabinet advisory committee. The committee shall advise the secretary on the collection, analysis, and distribution of consumer-oriented information related to the health care system, the cost of treatment and procedures, outcomes and quality indicators, and policies and regulations to implement the electronic collection and transmission of patient information (e-health) and other cost-saving patient record systems. At a minimum, the committee shall be composed of the following:

1.
Commissioner of the Department for Public Health;

2.
Commissioner of the Department for Mental Health and Mental Retardation Services;

3.
Commissioner of the Department for Medicaid Services;

4.
Executive director of the Office of Insurance;

5.
Physician representatives;

6.
Hospital representatives;

7.
Health insurer representatives;

8.
Consumers; and

9.
Nonphysician health care providers.

[(f)]
The cabinet advisory committee shall utilize the Health Services Data Advisory Committee as a subcommittee, which shall include a member of the Division of Women's Physical and Mental Health, to define quality outcome measurements and to advise the cabinet on technical matters including review of administrative regulations promulgated pursuant to KRS Chapter 13A, proper interpretation of the data and the most cost-effective manner in which it should be published and disseminated to the public. The Health Services Data Advisory Committee shall review and make recommendations to the secretary's advisory committee regarding exploration of technical matters related to data from other health care providers. The committee shall make recommendations on methods for risk adjusting any data prepared and published by the cabinet[, state and local leaders in health policy, health facilities, and health-care providers].

(3)
The cabinet may promulgate administrative regulations pursuant to KRS Chapter 13A that impose civil fines not to exceed five hundred dollars ($500) for each violation for knowingly failing to file a report as required under KRS 216.2920 to 216.2929. The amount of any fine imposed shall not be included in the allowed costs of a facility for Medicare or Medicaid reimbursement.

Section 17.   KRS 216.2925 is amended to read as follows:

(1)
The Cabinet for Health and Family Services shall establish by promulgation of administrative regulations pursuant to KRS Chapter 13A, no later than January 1, 1995, those data elements required to be submitted to the cabinet by all licensed hospitals and ambulatory facilities, including a timetable for submission and acceptable data forms. Thereafter, every hospital and ambulatory facility shall be required to report, on a quarterly[periodic] basis,[ which may include quarterly reporting,] information regarding the charge for,[ and] quality, and outcomes of the procedures and health-care services performed therein, and as stipulated by administrative regulations promulgated pursuant to KRS Chapter 13A. The cabinet shall accept data which, at the option of the provider is submitted through a third party, including, but not limited to, organizations involved in the processing of claims for payment, so long as the data elements conform to the requirements established by the cabinet.[ The cabinet may conduct statistical surveys of a sample of hospitals, ambulatory facilities, or other providers in lieu of requiring the submission of information by all hospitals, ambulatory facilities, or providers.] On at least a biennial basis, the cabinet shall conduct a statistical survey that addresses the status of women's health, specifically including data on patient age, ethnicity, geographic region, and payor sources. The cabinet shall rely on data from readily available reports and statistics whenever possible.

(2)
The cabinet shall require for quarterly submission to the cabinet by any group of providers, except for physicians providing services or dispensaries, first aid stations, or clinics located within business or industrial establishments maintained solely for the use of their employees, including those categories within the definition of provider contained in KRS 216.2920 and any further categories determined by the cabinet,[ at the beginning of each fiscal year after January 1, 1995, and within the limits of the state, federal, and other funds made available to the cabinet for that year, and] as provided by cabinet promulgation of administrative regulations pursuant to KRS Chapter 13A, the following:

(a)
A list of medical conditions, health services, and procedures for which data on charge,[ and] quality, and outcomes[ data] shall be collected and published[ at specified time intervals and in a specified manner];

(b)
A timetable for filing[ data, which may include quarterly reporting of] the information provided for under paragraph (a) of this subsection on a quarterly basis;

(c)
A list of data elements that are necessary to enable the cabinet to analyze and disseminate risk-adjusted charge, quality, and outcome information, including mortality and morbidity data;

(d)
An acceptable format for data submission which shall include use of the uniform:

1.
Health claim form pursuant to KRS 304.14-135 or any other universal health claim form to be determined by the cabinet, if in the form of hard copy; or
2.
Electronic submission formats as required under the federal Health Insurance Portability and Accountability Act of 1996, 42 U.S.C. Chapter 6A, sec. 300gg et seq.,[and which may be] in the form of magnetic computer tape, computer diskettes, or other electronic media[, or] through an electronic network[, or in the form of hard copy];

(e)
Procedures to allow health-care providers at least thirty (30) days to review information generated from any data required to be submitted by them, with any reports generated by the cabinet to reflect valid corrections by the provider before the information is released to the public; and

(f)
Procedures pertaining to the confidentiality of data collected.

(3)
The data-gathering activities of the cabinet shall be coordinated with and not duplicative of[coordinate its data-gathering activities with] other data-collection activities conducted by the Office of Insurance, as well as other state and national agencies and organizations that[which] collect the same or substantially similar health-related service, utilization, quality, outcome, financial, or[and] health-care personnel data, and shall review all administrative regulations promulgated pursuant to KRS 216.2920 to 216.2929 to prevent duplicate filing requirements. The cabinet shall periodically review the use of all data collected under KRS 216.2920 to 216.2929 to assure its use is consistent with legislative intent.

(4)
The cabinet shall conduct outcome analyses and effectiveness studies and prepare other reports pertaining to issues involving health-care charges and quality.

(5)
The cabinet may independently audit any data required to be submitted by providers as needed to corroborate the accuracy of the submitted data. Any audit may be at the expense of the cabinet and shall, to the extent practicable, be coordinated with other audits performed by state agencies.

(6)[
The cabinet may initiate activities set forth in subsection (1) or (2) of this section at any time after July 15, 1996.

(7)]
The Cabinet for Health and Family Services shall collect all data elements under this section using only the uniform health insurance claim form pursuant to KRS 304.14-135, the Professional 837 (ASC X12N 837) format or its successor as adopted by the Centers for Medicare and Medicaid Services, or the Institutional 837 (ASC X12N 837) format or its successor as adopted by the Centers for Medicare and Medicaid Services.

Section 18.   KRS 216.2927 is amended to read as follows:

(1)
The following types of data shall be deemed as relating to personal privacy and, except by court order, shall not be published or otherwise released by the cabinet or its staff and shall not be subject to inspection under KRS 61.870 to 61.884:

(a)
Any data, summary of data, correspondence, or notes that identify or could be used to identify any individual patient or member of the general public, unless the identified individual gives written permission to release the data or correspondence;

(b)
Any correspondence or related notes from or to any employee or employees of a provider if the correspondence or notes identify or could be used to identify any individual employee of a provider, unless the corresponding persons grant permission to release the correspondence; and

(c)
Data considered by the cabinet to be incomplete, preliminary, substantially in error, or not representative, the release of which could produce misleading information.

(2)
Health care providers submitting required data to the cabinet shall not be required to obtain individual permission to release the data, except as specified in subsection (1) of this section, and, if submission of the data to the cabinet complies with pertinent administrative regulations promulgated pursuant to KRS Chapter 13A, shall not be deemed as having violated any statute or administrative regulation protecting individual privacy.

(3)
No less than sixty (60) days after[ the annual report or] reports are published and except as otherwise provided, the cabinet shall make all aggregate data which does not allow disclosure of the identity of any individual patient, and which was obtained for the annual period covered by the reports, available to the public. The Health Services Data Advisory Committee shall review at least annually current protocols related to the release of data referenced in this section and shall make recommendations to the cabinet advisory committee referenced in KRS 216.2923. Persons or organizations requesting use of these data shall agree to abide by a public use data agreement and by HIPAA privacy rules referenced in 45 C.F.R. 164. The public use data agreement shall include at a minimum:

(a)
A prohibition against the sale or further release of data; and
(b)
Guidelines for the use and analysis of the data released to the public related to provider quality, outcomes, or charges.
(4)
The aggregate data shall be made available in both printed format and in a standard electronic format which is readable by commonly available software for personal computers. Single copies of the printed data shall be made available to individuals at no cost. The cabinet may impose a fee[ no greater than that necessary to cover its costs] for providing electronic or multiple printed copies of the data. At least one (1) printed and one (1) electronic copy of the aggregate data shall be provided without charge to the Legislative Research Commission.

(5)[(4)]
Collection of data about individual patients shall be in a nonidentifying numeric form and shall not include a patient's name or Social Security number. Any person who receives information identifying a patient through error or any other means shall return all copies of the information immediately.

(6)[(5)]
All data and information collected shall be kept in a secure location and under lock and key when specifically responsible personnel are absent.

(7)[(6)]
Only designated cabinet staff shall have access to raw data and information. The designated staff shall be made aware of their responsibilities to maintain confidentiality. Staff with access to raw data and information shall sign a statement indicating that the staff person accepts responsibility to hold that data or identifying information in confidence and is aware of penalties under state or federal law for breach of confidentiality. Data which, because of small sample size, breaches the confidence of individual patients, shall not be released.

(8)[(7)]
Any employee of the cabinet who violates any provision of this section shall be fined not more than five hundred dollars ($500) for each violation or be confined in the county jail for not more than six (6) months, or both, and shall be removed and disqualified from office or employment.

Section 19.   KRS 216.2929 is amended to read as follows:

(1)
The Cabinet for Health and Family Services shall make available on its Web site information on charges for health care services, which is updated at least annually,[ on or before July 1, prepare and publish,] in understandable language with sufficient explanation to allow consumers to draw meaningful comparisons between every hospital and ambulatory facility in the Commonwealth, and other provider groups as relevant data become available. Any charge information compiled and reported by the cabinet shall include the median charge and other percentiles to describe the typical charges for all of the patients treated by a provider and the total number of patients represented by the charges, and shall be risk adjusted according to the recommendations of the Health Data Advisory Committee. The report shall clearly identify the sources of data used in the report and explain limitations of the data and why differences between provider charges may be misleading. Every provider that is specifically identified in any report shall be given thirty (30) days to verify the accuracy of its data prior to public release and shall be afforded the opportunity to submit comments on its data that shall be included on the Web site and as part of any printed report of the data. The cabinet shall only provide linkages to organizations that publicly report comparative charge data for Kentucky providers using data for all patients treated regardless of payor source, which may be adjusted for outliers, is risk adjusted, and permits identified providers the opportunity to comment on their data and includes such comments on the Web site and as part of any printed report of the data[, a report or reports on health-care charges, quality, and outcomes which includes diagnosis-specific or procedure-specific comparisons for each hospital and ambulatory facility, differentiated by payor if relevant, and for other provider groups as relevant data becomes available].

(2)
The Cabinet for Health and Family Services shall make information available on its Web site, describing quality and outcome measures, in understandable language with sufficient explanation to allow consumers to draw meaningful comparison between every hospital and ambulatory facility in the Commonwealth, and other provider groups as relevant data become available.

(a)
The cabinet shall utilize only national quality indicators that have been endorsed and adopted by the Agency for Healthcare Research and Quality, the National Quality Forum, or the United States Centers for Medicare and Medicaid Services, or shall provide linkages only to the following organizations that publicly report quality and outcome measures on Kentucky providers:
1.
The United States Centers for Medicare and Medicaid Services;
2.
The Agency for Healthcare Research and Quality;
3.
The Joint Commission on the Accreditation of Health Care Organizations; and
4.
Other organizations that publicly report relevant outcome data for Kentucky health care providers, as determined by the Health Services Data Advisory Committee.
(b)
The cabinet shall utilize or refer the general public to only those nationally endorsed quality indicators that:
1.
Are based upon current scientific evidence or relevant national professional consensus; and
2.
Have definitions and calculation methods openly available to the general public at no charge.
(3)
Any report the cabinet disseminates or refers the public to shall:

(a)
Not include data for a provider whose caseload of patients is insufficient to make the data a reliable indicator of the provider's performance;
(b)
Afford providers specifically identified in the report thirty (30) days to verify the accuracy of their data prior to the data's public release and the opportunity to submit comments on their data, which shall be included on the Web site and as part of any printed report of the data;
(c)
Clearly identify the sources of data used in the report and explain the analytical methods used in preparing the data included in the report; and
(d)
Explain any limitations of the data and how the data should be used by consumers.
(4)
The cabinet shall at least annually, on or before October 1, submit to the Interim Joint Committees on Appropriations and Revenue and Health and Welfare and to the Governor a report on the operations and activities of the cabinet under KRS 216.2920 to 216.2929 during the preceding fiscal year, including a copy of each study or report required or authorized under KRS 216.2920 to 216.2929 and any recommendations relating thereto.

(5)[(3)]
The cabinet shall report at least biennially, no later than October 1 of each odd-numbered year, to the Interim Joint Committees on Appropriations and Revenue and on Health and Welfare and to the Governor on matters pertaining to comparative health-care charges, quality, and outcomes, the effectiveness of its activities relating to educating consumers and containing health-care costs, and any recommendations regarding its data collection and dissemination activities.

(6)[(4)]
The cabinet shall report at least biennially, no later than October 1 of each odd-numbered year, on the special health needs of the minority population in the Commonwealth as compared to the population in the Commonwealth as compared to the population at large. The report shall be transmitted to the Interim Joint Committees on Appropriations and Revenue and Health and Welfare and to the Governor and shall contain an overview of the health status of minority Kentuckians, shall identify the diseases and conditions experienced at disproportionate mortality and morbidity rates within the minority population, and shall make recommendations to meet the identified health needs of the minority population.

Section 20.   KRS 304.17A-700 is amended to read as follows:

As used in KRS 304.17A-700 to 304.17A-730 and KRS 205.593, 304.14-135, and 304.99-123:

(1)
"Adjudicate" means an insurer pays, contests, or denies a clean claim;

(2)
"Claims payment time frame" means the time period prescribed under KRS 304.17A-702 following receipt of a clean claim from a provider at the address published by the insurer, whether it is the address of the insurer or a delegated claims processor, within which an insurer is required to pay, contest, or deny a health care claim;

(3)
"Clean claim" means a properly completed billing instrument, paper or electronic, including the required health claim attachments, submitted in the following applicable form:

(a)
A clean claim from an institutional provider shall consist of:

1.
The UB-92 data set or its successor submitted on the designated paper or electronic format as adopted by the NUBC;

2.
Entries stated as mandatory by the NUBC; and

3.
Any state-designated data requirements determined and approved by the Kentucky State Uniform Billing Committee and included in the UB-92 billing manual effective at the time of service.

(b)
A clean claim for dentists shall consist of the form and data set approved by the American Dental Association.

(c)
A clean claim for all other providers shall consist of the HCFA 1500 data set or its successor submitted on the designated paper or electronic format as adopted by the National Uniform Claims Committee.

(d)
A clean claim for pharmacists shall consist of a universal claim form and data set approved by the National Council on Prescription Drug Programs;

(4)
"Executive director" means the executive director of the Office of Insurance;

(5)
"Covered person" means a person on whose behalf an insurer offering a health benefit plan is obligated to pay benefits or provide services;

(6)
"Office" means the Office of Insurance;

(7)
"Electronic" or "electronically" means electronic mail, computerized files, communications, or transmittals by way of technology having electrical, digital, magnetic, wireless, optical, electromagnetic, or similar capabilities;

(8)
"Health benefit plan" has the same meaning as provided in KRS 304.17A-005;

(9)
"Health care provider" or "provider" means a provider licensed in Kentucky as defined in KRS 304.17A-005 and, for the purposes of KRS 304.17A-700 to 304.17A-730 and KRS 205.593, 304.14-135, and 304.99-123 only, shall include physical therapists licensed under KRS Chapter 327, psychologists licensed under KRS Chapter 319,[ and] social workers licensed under KRS Chapter 335, and durable medical equipment dealers holding an active Medicare DME provider number. Nothing contained in KRS 304.17A-700 to 304.17A-730 and KRS 205.593, 304.14-135, and 304.99-123 shall be construed to include physical therapists, psychologists,[ and] social workers, and durable medical equipment dealers holding an active Medicare DME provider number as a health care provider or provider under KRS 304.17A-005;

(10)
"Health claim attachments" means medical information from a covered person's medical record required by the insurer containing medical information relating to the diagnosis, the treatment, or services rendered to the covered person and as may be required pursuant to KRS 304.17A-720;

(11)
"Institutional provider" means a health care facility licensed under KRS Chapter 216B;

(12)
"Insurer" has the same meaning provided in KRS 304.17A-005;

(13)
"Kentucky Uniform Billing Committee (KUBC)" means the committee of health care providers, governmental payors, and commercial insurers established as a local arm of NUBC to implement the bill requirements of the NUBC and to prescribe any additional billing requirements unique to Kentucky insurers;

(14)
"National Uniform Billing Committee (NUBC)" means the national committee of health care providers, governmental payors, and commercial insurers that develops the national uniform billing requirements for institutional providers as referenced in accordance with the Federal Health Insurance Portability and Accountability Act of 1996, 42 U.S.C. Chapter 6A, Subchapter XXV, sec. 300gg et seq.;

(15)
"Retrospective review" means utilization review that is conducted after health care services have been provided to a covered person; and

(16)
"Utilization review" has the same meaning as provided in KRS 304.17A-600(18).

Section 21.   KRS 304.17A-704 is amended to read as follows:

(1)
(a)
Within forty-eight (48) hours of receiving an original or corrected claim submitted electronically, an insurer, its agent, or designee shall acknowledge the date of receipt of the claim by an electronic transmission to the provider, its billing agent, or designee that submitted the claim; and

(b)
Within twenty (20) calendar days of receipt of an original or corrected claim submitted by mail or other nonelectronic means, an insurer, its agent, or designee shall acknowledge the date of receipt of the claim to the provider, its billing agent, or designee that submitted the claim.

1.
For claims containing all necessary information and having no errors, the insurer shall make available confirmation of receipt of the claim to the provider, its billing agent, or designee that submitted the claim. Acknowledgment may be in writing or the insurer, its agent, or designee may list the claim and the date it was received on a file that can be accessed electronically by the provider, its agent, or designee.

2.
Claims that contain errors or lack necessary information shall be acknowledged by an electronic transmission or in writing to the provider, its billing agent, or designee that submitted the claim.

(2)
Within five (5) business days from the time of acknowledgment under paragraph (a) of subsection (1) of this section, an insurer, its agent, or designee shall notify the provider, its billing agent, or designee that submitted the claim electronically, of all information that is missing from the billing instrument, of any errors in the billing instrument, or of any other circumstances which preclude it from being a clean claim.
(3)
At the time of acknowledgment under paragraph[ (a) or] (b) of subsection (1) of this section, an insurer, its agent, or designee, shall notify the provider, its billing agent, or designee that submitted the claim, in writing[ or electronically], of all information that is missing from the billing instrument, any errors in the billing instrument, or of any other circumstances which preclude it from being a clean claim.

(4)[(3)]
When an insurer, its agent, or designee has notified a provider, its billing agent, or designee that submitted the claim, that a claim contains errors, upon receipt of a corrected clean claim the insurer shall adjudicate the corrected clean claim within the applicable claims payment time frame for a clean claim established in KRS 304.17A-702.

(5)[(4)]
[By January 1, 2001, ]An insurer shall have in place a mechanism to inform providers of the status of a claim either through:

(a)
Notation on the remittance; or

(b)
By allowing providers to check claim status electronically at any time following submission of the claim to the insurer.

Section 22.   KRS 304.17A-730 is amended to read as follows:

(1)
An insurer that fails to pay, deny, or settle a clean claim in accordance with KRS 304.17A-700 to 304.17A-730 and KRS 205.593, 304.14-135, and 304.99-123 shall pay interest according to the following schedule on the amount of the claim that remains unpaid:

(a)
For claims that are paid between one (1) and thirty (30) days from the date that payment was due under KRS 304.17A-702, interest at a rate of twelve percent (12%) per annum shall accrue from the date payment was due under KRS 304.17A-702; and
(b)
For claims that are paid more than[between] thirty-one (31)[ and sixty (60)] days from the date that payment was due under KRS 304.17A-702, interest at a rate of fourteen[eighteen] percent (14%)[(18%)] per annum shall accrue from the date payment was due under KRS 304.17A-702[; and

(c)
For claims that are paid more than sixty (60) days from the date payment was due under KRS 304.17A-702, interest at a rate of twenty-one percent (21%) per annum shall accrue from the date that payment was due under KRS 304.17A-702].

(2)
When paying a claim after the time required by KRS 304.17A-702, the insurer shall add the interest payable to the amount of the unpaid claim without the necessity for any claim for that interest to be made by the provider filing the original claim. The interest obligation otherwise imposed by this section shall not apply if the failure to pay, deny, or settle a claim is due to, or results from, in whole or in part, acts or events beyond the control of the insurer, including but not limited to acts of God, natural disasters, epidemics, strikes or other labor disruptions, war, civil disturbance, riot, or complete or partial disruptions of facilities.

Section 23.   Sections 1 to 8 of this Act take effect January 1, 2007.
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