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AN ACT relating to insurance.

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

SECTION 1.   A NEW SECTION OF SUBTITLE 20 OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
As used in this section:
(a)
"Commercial property and casualty" means any kind of property and casualty insurance relating to commercial risks that is not insurance for personal risks as defined in KRS 304.13-011;
(b)
"Loss run statement" means a report relating to commercial property and casualty risks maintained by an insurer containing the history of claims occurring within a policy term; and

(c)
"Provide" means to mail, personally deliver, or electronically send a document, or to allow access through an electronic portal to view or generate a document.
(2)
An insurer shall provide a loss run statement to an insured or an insurer's agent within twenty (20) calendar days of receipt of a written request submitted by the insured or the insurer's agent.

(3)
An insurer's agent that receives a loss run statement pursuant to subsection (2) of this section shall provide the loss run statement to the insured within five (5) calendar days of receipt by the agent.

(4)
The loss run statement provided pursuant to subsection (2) of this section shall be a five (5) year loss run history for the prior five (5) years or a complete loss run history with the insurer if the history is less than five (5) years.
(5)
An insurer's agent that receives a loss run statement pursuant to subsection (2) of this section shall not divulge consumer information to any third party except in accordance with applicable laws governing the privacy of consumer financial information, health information, or other information that is otherwise required by law to be held as confidential.

(6)
An insurer shall not charge any fees to prepare and provide one (1) loss run statement in accordance with subsection (2) of this section.

SECTION 2.   A NEW SECTION OF SUBTITLE 99 OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

An insurer that fails to provide a loss run statement as required by subsection (2) of Section 1 of this Act, or an insurer's agent that fails to provide a loss run statement to an insured as required by subsection (3) of Section 1 of this Act, shall be subject to a fine of not less than one hundred dollars ($100) nor more than two hundred fifty dollars ($250) for each day that the insurer or the insurer's agent fails to provide a requested loss run statement.

SECTION 3.   A NEW SECTION OF SUBTITLE 12 OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
An insurer shall inform a claimant upon notification of a motor vehicle damage claim that he or she has the right to choose the repair facility of his or her choice to repair a damaged vehicle.

(2)
After the effective date of this Act, all appraisals shall include the following notice, printed in not less than ten (10) point, boldfaced type: "NOTICE: UNDER KENTUCKY LAW, THE CONSUMER AND/OR LESSEE HAS THE RIGHT TO CHOOSE THE REPAIR FACILITY TO MAKE REPAIRS TO HIS OR HER MOTOR VEHICLE."

(3)
Nothing in this section shall affect an insurer's obligations relating to replacement or repair of automobile glass as set forth in KRS 304.9-470.

SECTION 4.   A NEW SECTION OF SUBTITLE 99 OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

Any person who violates Section 3 of this Act shall be subject, at the discretion of the commissioner, to a fine in an amount of not less than two hundred fifty dollars ($250) and not more than five thousand dollars ($5,000). Each violation shall constitute a separate offense.

SECTION 5.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
As used in this section, unless the context requires otherwise:

(a)
"Doctor of chiropractic" means a practitioner licensed in accordance with KRS Chapter 312;

(b)
"Insurer" includes but is not limited to health benefit plans, preferred provider organizations, independent physicians' associations, third-party administrators, provider networks, and insurers as defined in KRS 304.17A-005;

(c)
"Nonroutine office visit" means an office visit or any date of service with a doctor of chiropractic:

1.
Involving a new patient or a patient who has not received any professional services from the doctor of chiropractic or another doctor of chiropractic of the same specialty who belonged to the same group practice within the past three (3) years;

2.
Involving an established patient presenting with a new condition, new episode, or exacerbation of a condition;

3.
Involving a patient presenting with a significant change in the patient's condition requiring modification of the treatment plan or diagnosis;

4.
Involving a patient failing to respond to treatment requiring a change in the treatment plan or diagnosis; or

5.
That meets the criteria of an evaluation and management procedure equal to or greater than a level three (3) office or other outpatient visit for the evaluation and management of an established patient, or its successor, as defined by the American Medical Association in the latest annual "Current Procedural Terminology, Standard Edition," or its successor; and

(d)
"Routine office visit" means any date of service or office visit other than a nonroutine office visit with a doctor of chiropractic.

(2)
Individual procedures performed by a doctor of chiropractic are separate and distinct procedures that shall not be combined into payment for an office visit or other outpatient visit when submitted by a doctor of chiropractic, but shall be reimbursed separately as follows:

(a)
For treatment of an established patient during a routine office visit, an insurer shall separately reimburse a doctor of chiropractic when billed for a level one (1) or level two (2) office visit or other outpatient visit, or their successors, as defined by the American Medical Association in the latest annual "Current Procedural Terminology, Standard Edition," or its successor, for the evaluation and management of an established patient, in addition to all other procedures performed during the visit which are within the lawful scope of practice of a doctor of chiropractic, without requiring any special documentation or reduced services modifiers; and

(b)
For treatment of a new or established patient during a nonroutine office visit, insurers shall separately reimburse a doctor of chiropractic when billed for an evaluation and management procedure, or its successor, corresponding to the level of service performed, in addition to other procedures which are within the lawful scope of practice of a doctor of chiropractic.

(3)
Only one (1) evaluation and management procedure, or its successor, shall be reimbursable on the same date of service for the same provider for the same patient.

(4)
An insurer or health benefit plan shall not impose upon the insured more than one (1) coinsurance or one (1) copayment for each routine or nonroutine office visit with a doctor of chiropractic on the same date of service for the same provider and for the same patient.

(5)
Reimbursement for services performed within the scope of practice of a doctor of chiropractic, as defined in this section, shall at no time be reduced to an amount less than the established reimbursement rates in effect on October 15, 2008. Insurers and health benefit plans shall report fee methodology to a contracted provider within thirty (30) days of receipt of a written request from the provider.
(6)
Any contract or agreement between an insurer and a doctor of chiropractic for reimbursement for any service provided by a licensed doctor of chiropractic shall comply with this section.

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

(1)
As used in this section, unless the context requires otherwise:

(a)
"Doctor of chiropractic" means a practitioner licensed in accordance with KRS Chapter 312;

(b)
"Insurer" includes but is not limited to health benefit plans, preferred provider organizations, independent physicians' associations, third-party administrators, provider networks, and insurers as defined in KRS 304.17A-005;

(c)
"Nonroutine office visit" means an office visit or any date of service with a doctor of chiropractic:

1.
Involving a new patient or a patient who has not received any professional services from the doctor of chiropractic or another doctor of chiropractic of the same specialty who belonged to the same group practice within the past three (3) years;

2.
Involving an established patient presenting with a new condition, new episode, or exacerbation of a condition;

3.
Involving a patient presenting with a significant change in the patient's condition requiring modification of the treatment plan or diagnosis;

4.
Involving a patient failing to respond to treatment requiring a change in the treatment plan or diagnosis; or

5.
That meets the criteria of an evaluation and management procedure equal to or greater than a level three (3) office or other outpatient visit for the evaluation and management of an established patient, or its successor, as defined by the American Medical Association in the latest annual "Current Procedural Terminology, Standard Edition," or its successor; and

(d)
"Routine office visit" means any date of service or office visit other than a nonroutine office visit with a doctor of chiropractic.

(2)
Individual procedures performed by a doctor of chiropractic are separate and distinct procedures that shall not be combined into payment for an office visit or other outpatient visit when submitted by a doctor of chiropractic, but shall be reimbursed separately as follows:

(a)
For treatment of an established patient during a routine office visit, an insurer shall separately reimburse a doctor of chiropractic when billed for a level one (1) or level two (2) office visit or other outpatient visit, or their successors, as defined by the American Medical Association in the latest annual "Current Procedural Terminology, Standard Edition," or its successor, for the evaluation and management of an established patient, in addition to all other procedures performed during the visit which are within the lawful scope of practice of a doctor of chiropractic, without requiring any special documentation or reduced services modifiers; and

(b)
For treatment of a new or established patient during a nonroutine office visit, insurers and health benefit plans shall separately reimburse a doctor of chiropractic when billed for an evaluation and management procedure, or its successor, corresponding to the level of service performed, in addition to other procedures which are within the lawful scope of practice of a doctor of chiropractic.

(3)
Only one (1) evaluation and management procedure, or its successor, shall be reimbursable on the same date of service for the same provider for the same patient.

(4)
An insurer or health benefit plan shall not impose upon the insured more than one (1) coinsurance or one (1) copayment for each routine or nonroutine office visit with a doctor of chiropractic on the same date of service for the same provider and for the same patient.

(5)
Reimbursement for services performed within the scope of practice of a doctor of chiropractic shall at no time be reduced to an amount less than the established reimbursement rates in effect on October 15, 2008. Insurers and health benefit plans shall report fee methodology to a contracted provider within thirty (30) days of receipt of a written request from the provider.

(6)
Any contract or agreement between an insurer and a doctor of chiropractic for reimbursement for any service provided by a licensed doctor of chiropractic shall comply with this section.

SECTION 7.   A NEW SECTION OF SUBTITLE 17C OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
As used in this section, unless the context requires otherwise:

(a)
"Doctor of chiropractic" means a practitioner licensed in accordance with KRS Chapter 312;

(b)
"Insurer" includes but is not limited to health benefit plans, preferred provider organizations, independent physicians' associations, third-party administrators, provider networks, and insurers, as defined in KRS 304.17A-005;

(c)
"Nonroutine office visit" means an office visit or any date of service with a doctor of chiropractic:

1.
Involving a new patient or a patient who has not received any professional services from the doctor of chiropractic or another doctor of chiropractic of the same specialty who belonged to the same group practice within the past three (3) years;

2.
Involving an established patient presenting with a new condition, new episode, or exacerbation of a condition;

3.
Involving a patient presenting with a significant change in the patient's condition requiring modification of the treatment plan or diagnosis;

4.
Involving a patient failing to respond to treatment requiring a change in the treatment plan or diagnosis; or

5.
That meets the criteria of an evaluation and management procedure equal to or greater than a level three (3) office or other outpatient visit for the evaluation and management of an established patient, or its successor, as defined by the American Medical Association in the latest annual "Current Procedural Terminology, Standard Edition," or its successor; and

(d)
"Routine office visit" means any date of service or office visit other than a nonroutine office visit with a doctor of chiropractic.

(2)
Individual procedures performed by a doctor of chiropractic are separate and distinct procedures that shall not be combined into payment for an office visit or other outpatient visit when submitted by a doctor of chiropractic, but shall be reimbursed separately as follows:

(a)
For treatment of an established patient during a routine office visit, an insurer shall separately reimburse a doctor of chiropractic when billed for a level one (1) or level two (2) office visit or other outpatient visit, or their successors, as defined by the American Medical Association in the latest annual "Current Procedural Terminology, Standard Edition," or its successor, for the evaluation and management of an established patient, in addition to all other procedures performed during the visit which are within the lawful scope of practice of a doctor of chiropractic, without requiring any special documentation or reduced services modifiers; and

(b)
For treatment of a new or established patient during a nonroutine office visit, insurers and health benefit plans shall separately reimburse a doctor of chiropractic when billed for an evaluation and management procedure, or its successor, corresponding to the level of service performed, in addition to other procedures which are within the lawful scope of practice of a doctor of chiropractic.

(3)
Only one (1) evaluation and management procedure, or its successor, shall be reimbursable on the same date of service for the same provider for the same patient.

(4)
An insurer or health benefit plan shall not impose upon the insured more than one (1) coinsurance or one (1) copayment for each routine or nonroutine office visit with a doctor of chiropractic on the same date of service for the same provider and for the same patient.

(5)
Reimbursement for services performed within the scope of practice of a doctor of chiropractic shall at no time be reduced to an amount less than the established reimbursement rates in effect on October 15, 2008. Insurers and health benefit plans shall report fee methodology to a contracted provider within thirty (30) days of receipt of a written request from the provider.

(6)
Any contract or agreement between an insurer and a doctor of chiropractic for reimbursement for any service provided by a licensed doctor of chiropractic shall comply with this section.
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