HOUSE OF REPRESENTATIVES

KENTUCKY GENERAL ASSEMBLY AMENDMENT FORM

1997 SECOND EXTRAORDINARY SESSION

Amend printed copy of SB 1/HCS

On page 18, line 8, by deleting "Section 27" and inserting "Sections 13 to 22"; and

On page 19, line 4, by deleting "Section 27" and inserting "Sections 13 to 22"; and

On page 20, line 16, by deleting "(a)"; and

On page 20, by deleting lines 19 to 27; and

On page 21, by deleting lines 1 to 14; and

On page 27, line 5, by deleting ", including the plan created in Section 14 of this Act,"; and

On page 27, by deleting lines 10 to 27; and

By deleting pages 28 to 43 in their entirety; and

On page 44, by deleting lines 1 to 14; and

On page 27, after line 9, by inserting:

"SECTION 13.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
Sections 13 to 22 of this Act may be referred to as the Kentucky Guaranteed Issue Funding Program.

(2)
There is hereby created the Kentucky Guaranteed Issue Funding Program, which shall be operational on or before January 1, 1998. For purposes of Sections 13 to 22 of this Act, "program" means the Kentucky Guaranteed Issue Funding Program.

(3)
The General Assembly finds that the guaranteed issue provisions created by this subtitle will provide access to health insurance to residents of Kentucky at costs that, in particular cases, will be substantially above the premiums that individuals will pay for coverage. The Kentucky Guaranteed Issue Funding Program is created to:

(a)
Encourage private insurers to participate in the individual market by establishing a means to allocate the losses that insurers issuing coverage in the individual market incur with respect to policies defined as high-cost policies in Section 14 of this Act;

(b)
Provide a mechanism for persons with a high-cost condition to maintain access to coverage in the private insurance market by means of the allocation process in paragraph (a) of this subsection; and

(c)
Provide a safety net of insurance coverage to persons with a high-cost condition in areas of Kentucky where alternatives for individual coverage are restricted or unavailable as defined in Section 17 of this Act.
(4)
The Kentucky Guaranteed Issue Funding Program is also designed for the purpose of implementing an acceptable alternative mechanism within the meaning of 42 U.S.C. sec. 300gg-44(a)(1) so that Kentucky may preserve the flexibility over the regulation of health insurance coverage allowed by federal law.

(5)
All insurers, reinsurers, and self-insured employer-controlled or bona fide associations, as a condition of doing business in Kentucky, shall participate in the Kentucky Guaranteed Issue Funding Program and be subject to an assessment.
(6)
As a condition of doing business in the Commonwealth of Kentucky, all insurers writing health insurance policies and plans in this state shall:

(a)
1.
Support the program by paying an assessment as defined in Section 14 of this Act; or
2.
Participate in the program by insuring individuals with high-cost conditions; and
(b)
Pay their proportionate share of the cost of the program based on their market share, as set forth in Section 14 of this Act.

(7)
During the transition from the effective date of this Act until the date the program begins issuing coverage, the commissioner shall act on behalf of the program.

SECTION 14.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

As used in Sections 13 to 22 of this Act, unless the context requires otherwise:

(1)
"Actual high-cost policy losses" means a dollar amount calculated by subtracting an insurer's high-cost policy claims from that insurer's high-cost policy premiums.

(2)
"Adjusted total high-cost policy losses" means an amount calculated by subtracting all reinsurer assessments under Section 21 of this Act from the total actual high-cost policy losses.

(3)
"Allocated high-cost policy losses" means the amount obtained by multiplying the insurer's market share by the amount of the adjusted total high-cost policy losses.

(4)
"Assessment" means the following:

(a)
With respect to an insurer, an amount calculated by subtracting an insurer's allocated high-cost policy losses from the insurer's actual high-cost policy losses. If the amount calculated is greater than zero, it shall be treated as a refund; and

(b)
With respect to a reinsurer, the amount assessed under Section 21 of this Act.

(5)
"Benefits" means amounts paid by an insurer to covered lives or to third parties for the benefit of covered lives. "Benefits" does not include an insurer's administrative costs, allocated loss adjustment expenses, reserve, or other overhead costs.

(6)
"Covered life" means a person who has health insurance coverage.

(7)
"Diagnosed" means any of the following:

(a)
A physician, or other qualified health care practitioner as may be defined by the commissioner by administrative regulation, has reached, consistent with ordinary care in that person's profession, the conclusion that a person has contracted or is suffering from a medical condition;

(b)
A person who has stated in any application for a health care policy that the person or any person entitled to benefits under the health care policy has contracted or is suffering from any human ailment, deficiency, deformity, disease, injury, pain, or physical condition; or

(c)
Such other definition as the commissioner may by administrative regulation reasonably establish.

(8)
"First issuance" means the date a person first became eligible for benefits under a health insurance policy.

(9)
"Group market" means the health insurance market under which individuals obtain health insurance coverage, directly or through any arrangement, on behalf of themselves and their dependents through a group health plan or through any arrangement other than through the individual market.

(10)
"Health insurance stop-loss policy" means any policy of insurance that directly or indirectly protects, in whole or in part, an employer who self-insures health benefits covering any residents in Kentucky from the risk of paying benefits in excess of any specified amount.

(11)
"High-cost policy" means a health insurance policy that is eligible for inclusion in calculating assessments and refunds under the program.

(12)
"High-cost policy claims" means the dollar amount of benefits actually paid by an insurer in a calendar year with respect to high-cost policies or such other claim measurement formula as the commissioner may establish by administrative regulation to measure an insurer's costs, other than administrative costs, allocated loss adjustment expenses, reserves, or other overhead cost, with respect to a high-cost policy.

(13)
"High-cost policy premiums" means the dollar amount of premiums received by an insurer with respect to high-cost policies.

(14)
"Market share" means a percentage calculated by dividing an insurer's health insurance coverage premiums in both the individual and group markets by the total amount of the health insurance coverage premiums in both the individual and group markets for all insurers.

(15)
"Other coverage" means coverage under any of the following:

(a)
A group health plan;

(b)
Part A or Part B of Title XVIII of the Social Security Act, 42 U.S.C. sec. 1995c, et seq.;

(c)
A state plan under Title XIX of the Social Security Act, or any successor program;

(d)
Continuation coverage under any COBRA continuation provision as defined in 42 U.S.C. sec. 300gg-91(d)(4) or under a similar program under any state law; or

(e)
Any other health insurance coverage that is not individual health insurance coverage.

(16)
"Participating carrier" means a carrier that actively offers high-cost policies in the individual health insurance market through the program and accepts all applicants that apply within the carrier's proportionate share.
(17)
"Premiums" means amounts paid to insurers to purchase 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 other overhead costs. 

(18)
"Program" means the Kentucky Guaranteed Issue Funding Program.

(19)
"Refund" means an amount to be paid to an insurer by the program.

(20)
"Reinsurer" means any person providing health insurance stop-loss coverage.

(21)
"Reinsurance premiums" means amounts paid to reinsurers to purchase health insurance stop-loss coverage.

(22)
"Supporting carrier" means a carrier not offering high-cost policies in the individual health insurance market through the program; the carrier shall not pay an assessment as defined in this section to assist in subsidizing the costs incurred by the program and any participating carriers.

(23)
"Total actual high-cost policy losses" means a dollar amount equal to the sum of the actual high-cost policy losses of the program.

SECTION 15.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
The commissioner shall administer the provisions of Sections 13 to 22 of this Act, and the commissioner's duties and responsibilities to the program include:

(a)
Appoint an administrator and hire any additional staff required to accomplish the requirements of Sections 13 to 22 of this Act;
(b)
Take any legal actions necessary, including action to recover or collect assessments due the program;
(c)
Establish administrative and accounting procedures for the operation of the program;
(d)
Establish procedures under which applicants and participants in the program may have grievances reviewed by an impartial body and reported to the commissioner;
(e)
Collect the fees and any assessments in accordance with Sections 13 to 22 of this Act; and
(f)
Provide written reports to the Governor and the Legislative Research Commission annually of all activities of the program. The commissioner shall by administrative regulation determine what reports and data need to be reported.

(2)
The commissioner shall, by administrative regulation, establish a list of high-cost conditions based on diagnosis and severity. At the request of an insurer, the commissioner shall hold a hearing to determine whether or not a condition should be listed.
SECTION 16.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
All health insurers may elect to participate in providing health insurance coverage to individuals with a high-cost condition under the Kentucky Guaranteed Issue Funding Program under the following conditions:

(a)
Network-based insurers may limit coverage to those benefit plans offered to persons residing in the geographic area covered by the providers network;

(b)
A group carrier may elect to offer coverage to persons with a high-cost condition without otherwise operating in the individual market; and

(c)
Any participating carrier may limit the number of persons enrolled with a high-cost condition to the proportion of the insurer's market share. A carrier that reaches its enrollment limit during a given month shall immediately notify the commissioner and shall continue issuing coverage throughout the end of that month. High-cost policies that are enrolled with a carrier on the effective date of this Act and health insurance policies that were not high cost at the time of first issuance, but that become high-risk policies, may be counted toward the enrollment cap of a participating carrier.

(2)
The commissioner shall publicize a monthly list of participating carriers that offer coverage to individuals with a high-cost condition. 
(3)
A health insurance policy shall be considered a high-cost policy and is eligible for inclusion in calculating assessments and refunds under the program if it meets all of the following criteria:
(a)
The health insurance policy is purchased by an individual to provide benefits for only one (1) or more of the following: the individual, the individual's spouse, or the individual's children;
(b)
Under the program, an individual entitled to benefits has a defined high-cost condition;
(c)
The lifetime claims that have been paid under the health insurance policy have not exceeded one million dollars ($1,000,000). The lifetime claims limit shall not apply if the policy was issued before the effective date of this section, or is a renewal of a policy that was issued before the effective date of this Act;
(d)
The health insurance policy imposes the maximum pre-existing condition exclusion permitted under Section 4 of this Act;
(e)
The individual purchasing the health insurance policy is not eligible for or covered by other coverage;
(f)
The individual is not a state employee eligible for or covered by the state employee health insurance plan under KRS Chapter 18A; and

(g)
Health insurance coverage provided to an individual in the group market or otherwise in connection with a group health plan does not satisfy this subsection even if the individual, or the individual's spouse or parent, pays some or all of the cost of the coverage unless the coverage is offered in connection with a group health plan that has fewer than two (2) participants as current employees on the first day of the plan year.

(4)
Notwithstanding any other provision of this section, a health insurance issuer shall not be required to utilize the experience of high cost policies under the program to develop index rates for its individual policies under Section 9 of this Act.
SECTION 17.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
The program shall create the Kentucky Safety Net plan as an alternative coverage limited to those circumstances listed in subsection (3) of this section.

(2)
The Kentucky Safety Net portion of the program shall be operational from the date the program becomes operational to April 14, 2000.

(3)
The Kentucky Safety Net portion of the program shall be made available on a guaranteed issue basis only to persons with a high-cost condition who are not eligible for coverage through an employer or any governmental program, and only under the following circumstances:

(a)
There is no health insurance coverage available from a private participating carrier in the geographic area of the individual; or

(b)
There is only one (1) participating carrier offering coverage in the geographic area of the individual.

(4)
The Kentucky Safety Net portion of the program shall offer two (2) health benefit plans to participants similar to the health benefit plans in existence at the time of the effective date of this Act. Initially, one (1) plan shall be the standard high plan in effect on the effective date of this Act, except that it shall contain a lifetime limit of one million dollars ($1,000,000) per covered individual. Health benefit plans shall be offered with high and low cost-sharing options. Both plans shall include utilization review and case management.

(a)
No pre-existing condition exclusion under the Kentucky Safety Net portion of the program shall be applied to individuals who have eighteen (18) months of creditable coverage with no more than sixty-three (63) days' lapse in coverage prior to application in the program.

(b)
A twelve (12) month pre-existing condition exclusion shall be imposed with a credit for prior coverage on individuals who do not meet the requirements of paragraph (a) of this subsection.

(5)
Rates for health insurance coverage issued under the Kentucky Safety Net portion of the program shall initially not exceed one hundred fifty percent (150%) of the average statewide rate in the commercial individual market for an identical health insurance policy with identical benefits issued to the same policyholder but assuming no individual entitled to benefits under the health insurance policy had been diagnosed or treated with a high-cost condition for which benefits are payable under the policy.

(6)
Net losses of the Safety Net portion of the program shall be included in the total losses of the program and shall be reimbursed from assessments.

(7)
The commissioner shall have the following powers and duties on behalf of the Safety Net portion of the program:

(a)
Enter into any contracts as are necessary or proper to carry out the provisions of Sections 13 to 22 of this Act;
(b)
Design and offer health insurance policies that are to be available three hundred sixty-five (365) days per year on a guaranteed issue basis to eligible individuals;
(c)
Develop a program to publicize the existence of the Safety Net portion of the program, the eligibility requirements for the Safety Net portion of the program, and the procedures for enrollment in the Safety Net portion of the program, and to maintain public awareness of the Safety Net portion of the program;
(d)
Determine a fee for licensed insurance agents that place business through, or refer business to, the Safety Net portion of the program;
(e)
Provide for reinsurance of risks incurred by the Safety Net portion of the program;

(f)
Issue policies of insurance in accordance with the requirements of Sections 13 to 22 of this Act;
(g)
Establish and modify from time to time, as appropriate, rates, rate schedules, rate adjustments, expense allowances, agents’ referral fees, claim reserve formulas, and any other function appropriate to the operation of the Safety Net portion of the program;
(h)
Prepare and distribute application forms and enrollment instruction forms to insurance producers and to the general public;
(i)
Appoint or hire appropriate legal, actuarial, and other professionals as necessary to provide technical assistance in the operation of the Safety Net portion of the program;
(j)
Provide for and employ cost containment measures and requirements including, but not limited to, preadmission screening, second surgical opinion, concurrent utilization review, and individual case management for the purpose of making the benefit plans more cost-effective; and
(k)
Design, utilize, contract, or otherwise arrange for the delivery of cost-effective health care services.
(8)
After April 14, 2000, this section shall become null and void.

SECTION 18.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
For a health insurance policy that is a high-cost policy at the time of first issuance, an insurer may charge an annual premium of up to one hundred and fifty percent (150%) of the maximum annual premium that the insurer could charge for an identical health insurance policy with identical benefits issued to the same policyholder but assuming no individual entitled to benefits under the health insurance policy had been diagnosed or treated with a high-cost condition for which benefits are payable under the policy.
(2)
(a)
If a health insurance policy that was not a high-cost policy at the time of first issuance thereafter becomes a high-cost policy, the insurer may not increase the premium on account of the health insurance policy becoming a high-cost policy until the date of first renewal of the health insurance policy after the date on which high-cost policy claims are paid under the policy for a high-cost condition. Nothing in this subsection shall prohibit an increase in premiums that could be imposed on an equivalent health insurance policy that was not a high-cost policy. At the time of the first renewal of the health insurance policy after the date on which high-cost policy claims are paid under the policy for a high-cost condition, the insurer may charge an annual premium of up to one hundred and twenty-five percent (125%) of the annual premium that the insurer would then charge for an identical health insurance policy with identical benefits issued to the same policyholder but assuming no individual entitled to benefits under the health insurance policy had been diagnosed or treated with a high-cost condition for which benefits are payable under the policy.
(b)
At the time of each subsequent renewal after the first renewal of the health insurance policy after the date on which high-cost policy claims are paid under the policy for a high-cost condition, the insurer may charge an annual premium of up to one hundred and fifty percent (150%) of the annual premium that the insurer would then charge for an identical health insurance policy with identical benefits issued to the same policyholder but assuming no individual entitled to benefits under the health insurance policy had been diagnosed or treated with a high-cost condition for which benefits are payable under the policy.
(3)
If an individual was not without health insurance coverage for more than sixty-three (63) days immediately preceding the purchase of a high-cost health insurance policy that is eligible under the program, the insurer may charge an annual premium of up to one hundred and twenty-five percent (125%) of the annual premium that the insurer would then charge for an identical health insurance policy with identical benefits issued to the same policyholder but assuming no individual entitled to benefits under the health insurance policy had been diagnosed or treated with a high-cost condition for which benefits are payable under the policy. At the time of each subsequent renewal of the high-cost health insurance policy, the insurer may charge an annual premium as allowed under subsection (1) of this section.
(4)
(a)
Notwithstanding the provisions of subsections (1, (2), and (3) of this section, the commissioner may, for good cause shown, authorize increasing the annual premium on a high-cost policy up to two hundred percent (200%) of the annual premium that the insurer would then charge for an identical health insurance policy with identical benefits issued to the same policyholder but assuming no individual entitled to benefits under the health insurance policy had been diagnosed or treated with a high-cost condition for which benefits are payable under the policy.

(b)
Rates for health benefit plans issued by the program shall not exceed two hundred percent (200%) of the average standard rate for similar coverage.

(c)
All rates for health benefit plans issued by the program shall be filed with and approved by the commissioner.

SECTION 19.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
For each calendar year that the program is operating, every insurer shall report to the commissioner and the program, in the form and at the time as the commissioner by administrative regulation may specify, the following information for that year:

(a)
The insurer's total premiums in both the individual and group markets;

(b)
The number of high-cost policies in force as of December 31;

(c)
The amount of the insurer's high-cost policy premiums received during the calendar year covered by the report;

(d)
The amount of the insurer's high-cost policy claims paid during the calendar year covered by the report; and 

(e)
Such other information as the commissioner may, by administrative regulation, require be reported to operate the program.


Nothing contained in this subsection shall prohibit the commissioner from conducting examinations of insurers participating in the plan as is permitted by KRS 304.2-100 or from exercising other powers as are conferred upon the commissioner or the department by this chapter.
(2)
At the end of each calendar year, and based upon the reports filed under subsection (1) of this section, the commissioner shall calculate and provide to each insurer who filed a report the following information relating to the calendar year:

(a)
The amount of each reporting insurer's market share;

(b)
The total amount of high-cost policy premiums for all reporting insurers;

(c)
The total amount of high-cost policy claims paid by all reporting insurers;

(d)
The total amount of total actual high-cost policy losses;

(e)
The amount of the adjusted total actual high-cost policy losses;

(f)
The amount of each insurer's allocated high-cost policy losses;

(g)
The amount of the insurer's assessment or refund; and

(h)
Such other information as the commissioner may elect to calculate and report.


The commissioner shall complete the calculation and provide each insurer the results of the calculation within forty-five (45) days after the reporting deadline.
(3)
The commissioner shall prepare quarterly estimated calculations for the purposes of allowing all insurers to budget for their annual assessments and refunds.

SECTION 20.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
Notwithstanding any other provision of this chapter, the commissioner shall, by administrative regulation promulgated within ninety (90) days of the effective date of this Act, require that high-cost policies contain cost containment features, including managed care and utilization management, to control the amount of high-cost policy losses without creating adverse health care outcomes. If the commissioner fails to timely promulgate administrative regulations, health insurance issuers shall impose cost containment features.

(2)
The Health Insurance Advisory Council shall no less than annually review the list of high-cost conditions established by the commissioner under subsection (12) of Section 14 of this Act and recommend changes to the commissioner. The commissioner may accept or reject any or all of  the recommendations and may make whatever changes the commissioner deems appropriate. In making recommendations the council, and in making changes the commissioner, shall consider, among other things, actual claims and losses on each diagnosis and advances in treatment of high-cost conditions.

(3)
For each calendar year that the program is operating, every insurer shall report to the commissioner and the Health Insurance Advisory Council, in the form and at the time as the commissioner by administrative regulation may specify, information the commissioner deems necessary for the council and commissioner to evaluate the list of high-cost conditions as required under this section.

SECTION 21.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

Each reinsurer shall pay an annual assessment to the program in an amount that is equal to two dollars ($2) upon each one hundred dollars ($100) of reinsurance premiums.

SECTION 22.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

(1)
Assessments from insurers shall be paid within thirty (30) days after written notice is mailed or delivered to the assessed insurer.

(2)
Assessments from reinsurers shall be paid quarterly according to a procedure established by the commissioner by administrative regulation.

(3)
Assessments shall accrue interest on and after the due date at four percent (4%) in excess of the discount rate on ninety (90) day commercial paper in effect at the Federal Reserve Bank in the Federal Reserve District in which Frankfort, Kentucky, is located. In addition to being assessed interest, an insurer that fails to timely pay an assessment shall be in violation of this chapter.

(4)
All assessments shall be paid in trust for the exclusive benefit of insurers who participate in the program to a single depository designated in accordance with KRS 304.8-090(1) under a trust agreement in accordance with KRS 304.8-095. The moneys in the trust shall be held separate and apart from any other funds or moneys of any insurer and of the state and shall be used and administered exclusively for the purposes of the program. Withdrawals from the trust shall be made solely for:

(a)
Payments of refunds;

(b)
Payments of overpayments made by an insurer;

(c)
Payments of administrative costs for the administration of the trust, as specified in the trust agreement, but not to exceed the extent of earnings on the prudent investment of the assets of the trust; and

(d)
For other purposes necessary to administer the program as the commissioner may by administrative regulation specify, except that the commissioner may not cause his or her expenses or the expenses of the department or of any agency of the state to be paid from the trust.


The commissioner, the State Treasurer, the State Auditor, the Attorney General, and any insurer may inspect the records of the trust during the business hours of the depository.
(5)
A refund may be only paid by the depository trustee upon receipt of a written instruction to pay a refund signed by the commissioner or the commissioner's designee, and the depository trustee shall promptly pay a refund upon receipt of a proper instruction. The commissioner shall instruct the depository trustee to make a required refund no later than forty-five (45) days after written notice to the insurer of the commissioner's calculation. All refunds shall be paid in lawful money of the United States and shall accrue interest on and after the due date at four percent (4%) in excess of the discount rate on ninety (90) day commercial paper in effect at the Federal Reserve Bank in the Federal Reserve District in which Frankfort, Kentucky, is located.

(6)
After collecting all assessments to pay for the program, paying all refunds to participating carriers, and paying other administrative costs for each fiscal year, the commissioner shall calculate whether there remain any excess sums on deposit in the trust. Any excess, less any necessary reserves for the operation of the program as certified by the depository trustee, shall be refunded to all insurers who participated in the program for the entire fiscal year in proportion to their market share at the end of the prior year.

(7)
Except for records that individually or in the aggregate would or could likely disclose information about the physical or mental condition of an individual, the records of the trust and its operation shall be considered public records for purposes of the Kentucky Open Records Law, KRS 61.870 to 61.884.

SECTION 23.   A NEW SECTION OF KRS CHAPTER 136 IS CREATED TO READ AS FOLLOWS:

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

(a)
"Insurer tax" means any tax imposed by KRS 136.330, 136.340, 136.350, 136.370, or 304.3-270.

(b)
"Allocated high-cost policy losses" has the same meaning as in Section 14 of this Act.
(2)
An insurer who participates in the Kentucky Guaranteed Issue Funding Program shall be entitled to a credit against any insurer tax due and payable in the year in which the insurer tax is due and payable. The amount of the tax credit shall be equal to the amount of the insurer's assessment less the amount of refunds paid to the insurer.
(3)
If the amount of the insurer tax for any year is less than the amount of tax credit allowed under subsection (2) of this section, the insurer may apply any unused tax credit against insurer taxes due and payable in any of the next five (5) years."; and

On page 44, line 15, by deleting "28" and inserting "24"; and

On page 45, lines 17 and 18, by deleting "the board of the Kentucky comprehensive health insurance plan,"; and

On page 45, line 19, by deleting the comma; and

On page 46, line 6, by deleting all words on the line after "lapse."; and

On page 46, by deleting lines 7 and 8; and

On page 46, lines 10 and 11, by deleting "the board of the Kentucky Comprehensive Health Insurance Plan,"; and

On page 46, line 12, by deleting the comma; and

On page 46, line 24, by deleting all words on the line after "1998."; and

On page 46, by deleting lines 25 to 27; and

On page 47, line 3, by deleting "29" and inserting "25" and renumbering all subsequent sections; and

On page 47, line 5, by deleting "29 to 42" and inserting "25 to 38"; and

On page 52, line 14, by deleting "30" and inserting "26"; and

On page 62, lines 22 and 24, by deleting "29 to 42" and inserting "25 to 38"; and

On page 63, line 2, by deleting "29 to 42" and inserting "25 to 38"; and

On page 63, line 14, by deleting "Section 27" and inserting "Sections 13 to 22"; and

On page 66, line 21, by deleting "Section 27" and inserting "Sections 13 to 22"; and

On page 90, after line 8, by inserting: 

"304.17A-130   Risk adjustment process -- Authority for administrative regulations."; and

On page 90, by deleting lines 12 to 22; and renumbering all subsequent sections; and

On page 90, line 23, by deleting "62" and inserting "58".
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