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By the Council for Healthy Communities and Representative
Fasano

1 Abill to be entitled

2 An act relating to health care; anending s.

3 408.036, F.S.; exenpting certain services,

4 construction, or prograns from

5 certificate-of-need review requirenents for

6 existing health facilities under certain

7 ci rcunst ances; specifying requirenents;

8 requiring the Agency for Health Care

9 Adm ni stration to adopt rul es and nonitor

10 prograns for conpliance; providing conditions
11 for expiration of an exenption and for

12 prohi biting another exenption for a specified
13 period; providing application; revising the

14 exenption fromcertificate-of-need requirenents
15 for a satellite hospital; anmending s. 408. 043,
16 F.S.; specifying that certain hospitals in

17 certain counties may add additional beds

18 wi t hout agency revi ew under certain

19 ci rcunstances; anending s. 408.7057, F.S.
20 redesignating a programtitle; revising
21 definitions; including preferred provider
22 organi zations and health insurers in the claim
23 di spute resolution program specifying
24 timefranes for submi ssion of supporting
25 docunent ati on necessary for dispute resol ution
26 provi di ng consequences for failure to conply;
27 providing an additional responsibility for the
28 cl ai mdi spute resolution organi zation relating
29 to patterns of claimdisputes; providing
30 timefranes for review by the resol ution
31 organi zation; directing the agency to notify
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1 appropriate licensure and certification

2 entities as part of violation of final orders;
3 creating s. 627.6131, F.S.; specifying paynment
4 of clains provisions applicable to certain

5 health insurers; providing a definition

6 provi di ng requirenents and procedures for

7 payi ng, denying, or contesting clains;

8 providing criteria and limtations; requiring
9 payrment within specified periods; specifying
10 rate of interest charged on overdue paynents;
11 providing for electronic and nonel ectronic

12 transni ssion of clains; providing procedures
13 for overpaynent recovery; specifying tinmefranes
14 for adjudication of clains, internally and

15 externally; prohibiting action to coll ect

16 payrment from an insured under certain

17 ci rcunst ances; providing applicability;

18 prohi biting contractual nodification of

19 provi sions of |aw, specifying circunstances for
20 retroactive claimdenial; specifying claim
21 payment requirenents; providing for billing
22 revi ew procedures; specifying claimcontent
23 requi renents; establishing a permnissible error
24 ratio, specifying its applicability, and
25 providing for fines; creating s. 627. 6135,
26 F.S., relating to treatnent authorization
27 providing a definition; specifying
28 ci rcunstances for authorization tinefranes;
29 speci fying content for response to
30 aut hori zati on requests; providing for an
31 obligation for paynent, with exception
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1 provi di ng aut horization procedure notice

2 requi rements; anending s. 627.651, F.S.

3 correcting a cross reference, to conform

4 anmending s. 627.662, F.S.; specifying

5 application of certain additional provisions to
6 group, blanket, and franchi se health insurance;
7 anending s. 627.638, F.S.; revising

8 requirenents relating to direct paynent of

9 benefits to specified providers under certain
10 ci rcunstances; anending s. 641.234, F.S.

11 speci fying responsibility of a health

12 nmai nt enance organi zation for certain violations
13 under certain circunstances; anending s.

14 641.30, F.S.; conforning a cross reference;

15 anending s. 641.3154, F.S.; nodifying the

16 ci rcunst ances under which a provider knows that
17 an organi zation is liable for service

18 rei mbursenent; anending s. 641. 3155, F. S

19 revi sing paynent of clains provisions

20 applicable to certain health nmaintenance

21 organi zations; providing a definition

22 provi di ng requirenents and procedures for

23 payi ng, denying, or contesting clains;

24 providing criteria and limtations; requiring
25 payrment within specified periods; revising rate
26 of interest charged on overdue paynents;

27 providing for electronic and nonel ectronic

28 transni ssion of clains; providing procedures

29 for overpaynent recovery; specifying tinmefranes
30 for adjudication of clains, internally and

31 externally; prohibiting action to coll ect

3
CODING:Words st+ieken are deletions; words underlined are additions.




Fl ori da House of Representatives - 2002 HB 2007
404- 153B- 02

1 payrment from a subscriber under certain

2 ci rcunstances; prohibiting contractua

3 nodi fication of provisions of |aw, specifying

4 circunstances for retroactive claimdenial

5 speci fyi ng cl ai m paynent requirenents;

6 providing for billing review procedures;

7 speci fying claimcontent requirenents;

8 establishing a pernissible error ratio,

9 specifying its applicability, and providing for

10 fines; anmending s. 641.3156, F.S., relating to

11 treatnent authorization; providing a

12 definition; specifying circunstances for

13 aut hori zation tinmefranes; specifying content

14 for response to authorization requests;

15 providing for an obligation for paynent, with

16 exception; providing authorization procedure

17 notice requirenents; providing effective dates.

18

19| Be It Enacted by the Legislature of the State of Florida:
20

21 Section 1. FEffective upon this act becomng a | aw
22 | paragraphs (t), (u), and (v) are added to subsection (3) of
23 | section 408.036, Florida Statutes, to read:

24 408.036 Projects subject to review. --

25 (3) EXEMPTIONS. - -Upon request, the follow ng projects
26 | are subject to exenption fromthe provisions of subsection
27 | (1):

28 (t) For the provision of health services, long-term
29 | care hospital services, new construction, or tertiary health
30 | services excluding solid organ transpl ant services, by an
31| existing hospital, provided that the hospital utilizes
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exi sting bed capacity and does not exceed the current |licensed

bed capacity for that facility. Uilizing existing bed

capacity, a hospital may offer the exenpted services within

the hospital's respective health planning district.

1. In addition to any other docunentation required by

t he agency, a request for an exenption submitted under this

par agraph nust certify that the applicant will neet and

continuously maintain the minimumlicensure requirenents

gover ni ng such prograns adopted by the agency pursuant to

subpar agr aph 2.

2. The agency shall adopt mininmumlicensure

requi rements by rule which govern the operation of health

services, long-termcare hospital services, and tertiary

heal th services excluding solid organ transpl ant services,

establ i shed pursuant to the exenption provided in this

par agraph. The rul es shall ensure that such prograns:

a. Performonly services authorized by the exenption

and will not provide any other services not authorized by the

exenpti on.
b. Miintain sufficient appropriate equi pnent and

heal th personnel to ensure quality and safety.

c. Maintain appropriate tines of operation and

protocols to ensure availability and appropriate referrals in

ener genci es.

d. Provide a nmininumof 10 percent of its services to

charity and Medicaid patients each year

e. Establish quality outcone neasures that are

evi dence- based. The performance of quality outcone neasures

for such prograns nust be at |least at the 50th percentil e of

state and national outcone neasures.

5
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f. Be given an opportunity to correct any deficiencies

as noted by the agency prior to the expiration of the

aut hori zed exenpti on.

3. The exenption provided by this paragraph shall not

apply unl ess the agency deternmines that the programis in

conpliance with the requirenents of subparagraph 1. and that

the programw ||, after begi nning operation, continuously

conply with the rul es adopted pursuant to subparagraph 2. The

agency shall nonitor such prograns to ensure conpliance with

t he requirenents of subparagraph 2.

4.a. The exenption for a programshall expire

i mmedi atel y when the agency deternines that the programfails

to conply with the rul es adopted pursuant to sub-subparagraphs

2.a., b., and c.

b. Beginning 24 nonths after a programfirst begins

treating patients, the exenption for the program shall expire

when the programfails to conply with the rul es adopted

pursuant to sub-subparagraph 2.d.

5. |If the exenption for a program expires pursuant to

sub- subpar agraph 4.a. or sub-subparagraph 4.b., the agency

shal |l not grant an exenption pursuant to this paragraph for a

program | ocated at the sane hospital until 2 years foll ow ng

the date of the determination by the agency that the program

failed to conply with the rul es adopted pursuant to

subpar agr aph 2.

(u) For the provision of adult open heart services in

a hospital. Wien a clear problemexists in access to needed

cardi ac services, consideration nust be given to creating an

exenption. While such needs m ght be addressed by the changi ng

of the specific need criteria under the certificate-of-need

| aw, the problemof protracted adninistrative appeals would
6

CODING:Words st+ieken are deletions; words underlined are additions.




© 00 N o O W DN PP

W WNNNNMNNMNNNMNNNNRRRERRPRPEPR R PR R
P O © 0 N O 00~ WNIRPLO O ®~NOO®UuDWNPRER O

Fl ori da House of Representatives - 2002 HB 2007
404- 153B- 02

still remmin. The exenpti on nust be based upon objective

criteria and address and solve the twin problens of geographic

and tenporal access. A hospital shall be exenpt fromthe

certificate-of-need review for the establishment of an open

heart surgery program subject to the follow ng conditions and

criteria:
1. The applicant nmust certify it will neet and

continuously maintain the minimumlicensure requirenents

adopted by the agency governing adult open heart prograns,

i ncluding the nbst current guidelines of the Anerican Coll ege

of Cardi ol ogy and Anerican Heart Association Quidelines for
Adult Open Heart Prograns.
2. The applicant nust certify it will nmintain

sufficient appropriate equi pnent and health personnel to

ensure quality and safety.

3. The applicant nust certify it will namintain

appropriate tines of operation and protocols to ensure

availability and appropriate referrals in the event of

ener genci es.

4. The applicant can denpnstrate that it is referring

300 or nore cardiac patients fromthe hospital, including the

enmergency room per year to a hospital with cardi ac services,

or that the average wait for transfer for 50 percent or nore

of the cardiac patients exceeds 4 hours.

5. The applicant is a general acute care hospital that

is in operation for 3 years or nore.

6. The applicant is perforning nore than 500

di agnostic cardi ac catheterization procedures per year,

conbi ned inpatient and outpatient.

7. The applicant has a fornal agreenent with an

existing statutory teaching hospital or cardiac program
7
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1| performng 750 open heart cases per year which creates at a

2| mnimum an external peer review process. The peer revi ew shal
3| be conducted quarterly the first year of operation and two

41 tines a year in the succeeding years until either the program
5| reaches 350 cases per year or denpnstrates consistency with

6 | state-adopted quality and out conme standards for the service.
7 8. The applicant payor-nix at a mininumreflects the
8 | comunity average for Medicaid, charity care, and sel f-pay or
9| the applicant nust certify that it will provide a mininmumof 5
10 | percent of Medicaid, charity care, and self-pay to open heart
11 | surgery patients.

12 9. If the applicant fails to neet the established

13| criteria for open heart prograns or fails to reach 300

14 | surgeries per year by the end of year 3, it nust show cause
15| why its exenption should not be revoked.

16 (v) For the establishnent of a satellite hospita

17 | through the relocation of 100 general acute care beds from an
18 | existing hospital located in the sane district, as defined in
19| s. 408.032(5).

20 Section 2. Subsection (5) is added to section 408. 043
21| Florida Statutes, to read

22 408. 043 Special provisions.--

23 (5) SOLE ACUTE CARE HOSPITAL IN A H GH GROWMH

24 | COUNTY. --Notwi t hstandi ng any ot her provision of |law, an acute
25| care hospital |icensed under chapter 395 nay add up to 180

26 | additional beds wi t hout agency review, provided such hospita
27| is located in a county that has experienced at |east a

28 | 60-percent growth rate since 1990, is under construction on
29 | January 1, 2002, is the sole acute care hospital in the

30| county, and is located such that there is no other acute care
31| hospital within a 10-nile radius of such hospital
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1 Section 3. Section 408.7057, Florida Statutes, is

2 | anended to read:

3 408. 7057 Statew de provider and health pl an mranaged

4 | eare—organization cl ai mdi spute resol ution program --

5 (1) As used in this section, the term

6 (a) "Agency" neans the Agency for Health Care

7 | Adni ni stration.

8 (b) tay "Heal th pl an Managed—care—ergantzation" neans a
9 | heal th mmi nt enance organi zation or a prepaid health clinic

10| certified under chapter 641, a prepaid health plan authorized
11 | under s. 409.912, or an exclusive provider organization

12 | certified under s. 627.6472, or a major nedical expense health
13 | insurance policy, as defined in s. 627.643(2)(e), offered by a
14 | group or an individual health insurer |licensed pursuant to

15| chapter 624, including a preferred provider organi zati on under
16 | s. 627.6471.

17 (c) tb)y "Resolution organi zati on" nmeans a qualified

18 | i ndependent third-party clai mdispute-resolution entity

19 | selected by and contracted with the Agency for Health Care
20 | Admi ni stration.
21 (2)(a) The agency for—Heatth—Care—-Admnistration shal
22 | establish a program by January 1, 2001, to provi de assistance
23| to contracted and noncontracted providers and health pl ans
24 | rmanagetd——care—organtzattoens for resolution of claimdisputes
25| that are not resolved by the provider and the health plan
26 | managetd——care—organtzattoenr. The agency shall contract with a
27 | resolution organization to tinely review and consi der claim
28 | di sputes subnitted by providers and heal th pl ans managet—care
29 | erganizat+ons and reconmend to the agency an appropriate
30| resolution of those disputes. The agency shall establish by
31| rule jurisdictional anmobunts and net hods of aggregation for

9
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cl ai mdi sputes that nay be considered by the resol ution
organi zati on.

(b) The resolution organization shall review claim
di sputes filed by contracted and noncontracted providers and

heal t h pl ans menaged—ecare—ofrgantzatt+oens unl ess the di sputed

claim

1. Is related to interest paynent;

2. Does not neet the jurisdictional ambunts or the
net hods of aggregati on established by agency rule, as provided
i n paragraph (a);

3. Is part of an internal grievance in a Medicare
managed care organi zation or a reconsideration appeal through
t he Medi care appeal s process;

4., |Is related to a health plan that is not regul ated
by the state;

5. Is part of a Medicaid fair hearing pursued under 42
C.F.R ss. 431.220 et seq.

6. |Is the basis for an action pending in state or
federal court; or

7. |s subject to a binding claimdispute-resol ution
process provided by contract entered into prior to Cctober 1,
2000, between the provider and the nmanaged care organi zation

(c) Contracts entered into or renewed on or after
Cctober 1, 2000, may require exhaustion of an interna
di spute-resolution process as a prerequisite to the subm ssion
of a claimby a provider or a health plan maintenance
organization to the resol ution organi zati on when—the
th—spute-—+resotuti-on—programbecornes—eftfective.

(d) A contracted or noncontracted provider or health
pl an maintenance—organi-zati+on may not file a claimdispute
with the resolution organization nore than 12 nonths after a

10
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final determ nation has been made on a claimby a health plan

or provider maintenance—ofrganization.

(e) The resolution organization shall require the

health plan or provider subnitting the claimdispute to subnit

any supporting docunentation to the resol ution organization

within 15 days after receipt by the health plan or provider of

a request fromthe resolution organi zation for docunentation

in support of the claimdispute. The resol uti on organi zation

may extend the tine if appropriate. Failure to subnmit the

supporting docunmentation within such tine period shall result

in the disnissal of the subnitted cl ai mdi spute.

(f) The resolution organi zation shall require the

respondent in the claimdispute to subnit all docunentation in

support of its position within 15 days after receiving a

request fromthe resolution organi zati on for supporting

docunentati on. The resol ution organi zati on nay extend the tine

if appropriate. Failure to subnmit the supporting docunentation

within such tinme period shall result in a default against the

health plan or provider. In the event of such a default, the

resol ution organi zation shall issue its witten reconmendati on

to the agency that a default be entered agai nst the defaulting

entity. The witten reconmendati on shall include a

reconmendation to the agency that the defaulting entity shal

pay the entity submtting the claimdispute the full anpunt of

the claimdispute, plus all accrued interest, and shall be

consi dered a nonprevailing party for the purposes of this

secti on.
(g) |If, on an ongoi ng basis, during the preceding

12-nmonth period, the resolution organi zati on has reason to

believe that a pattern exists on the part of a particul ar

health plan or provider, the resol ution organi zati on shal
11
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evaluate the information contained in these cases to determ ne

whether the infornmation as to the tinely processing of clains

evi dences a pattern of violation of s. 627.6131 or s. 641. 3155

and report its findings, together with substantiating

evi dence, to the appropriate licensure or certification entity

for the health plan or provider.

(3) The agency shall adopt rules to establish a
process to be used by the resolution organization in
considering claimdisputes submtted by a provider or health
pl an ranraged—eare—organization whi ch nust include the issuance
by the resolution organization of a witten recommendati on
supported by findings of fact, to the agency within 60 days
after the requested information is received by the resol ution

organi zation within the tinmefranmes specified by the resol ution

organi zation. In no event shall the review tine exceed 90 days

following receipt of the initial claimdispute subm ssion by

the resol uti on organi zati on receirpt—of—the—ectaimdispute
s

(4) Wthin 30 days after receipt of the recomendation

of the resolution organization, the agency shall adopt the
recommendation as a final order
(5) The agency shall notify within 7 days the

appropriate licensure or certification entity whenever there

is aviolation of a final order issued by the agency pursuant

to this section.
(6){5r The entity that does not prevail in the
agency's order nust pay a review cost to the review

organi zation, as deternined by agency rule. Such rule nust

provide for an apportionnent of the review fee in any case in

which both parties prevail in part. If the nonprevailing party

fails to pay the ordered review cost within 35 days after the
12
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1| agency's order, the nonpaying party is subject to a penalty of
2| not nore than $500 per day until the penalty is paid.

3 (7) t6) The agency for—Health—€Care—Admni-stration my

4 | adopt rules to administer this section.

5 Section 4. Section 627.6131, Florida Statutes, is

6| created to read

7 627.6131 Paynment of clains.--

8 (1) The contract shall include the foll ow ng

9 | provision:

10

11 "Time of Paynent of Clains: After receiving

12 witten proof of loss, the insurer will pay

13 nonthly all benefits then due for ... (type of

14 benefit).... Benefits for any other |oss

15 covered by this policy will be paid as soon as

16 the insurer receives proper witten proof."

17

18 (2) As used in this section, the term"claint for a

19 | noninstitutional provider means a paper or electronic billing
20 | instrunment subnitted to the insurer's designated | ocation that
21| consists of the HCFA 1500 data set, or its successor, that has
22 | all mandatory entries for a physician licensed under chapter
23| 458, chapter 459, chapter 460, or chapter 461 or other
24 | appropriate billing instrunent that has all mandatory entries
25| for any other noninstitutional provider. For institutiona
26 | providers, "clainl neans a paper or electronic billing
27 | instrunent subnitted to the insurer's designated | ocation that
28 | consists of the UB-92 data set or its successor that has al
29 | mandatory entri es.
30 (3) Al clains for paynent, whether el ectronic or
31 | nonel ectronic:

13
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(a) Are considered received on the date the claimis

received by the insurer at its designated clains receipt

| ocati on.
(b) Must be nailed or electronically transferred to an

insurer within 9 nonths after conpletion of the service and

the provider is furnished with the correct nane and address of

the patient's health insurer

(c) Must not duplicate a claimpreviously subnitted

unless it is determined that the original claimwas not

received or is otherw se | ost.

(4) For all electronically subnitted clains, a health

i nsurer shall:

(a) Wthin 24 hours after the begi nning of the next

busi ness day after receipt of the claim provide electronic

acknowl edgnent of the receipt of the claimto the electronic

source subnmitting the claim

(b) Wthin 20 days after receipt of the claim pay the

claimor notify a provider or designee if a claimis denied or

cont est ed. Notice of the insurer's action on the clai mand

payment of the claimis considered to be nade on the date the

notice or paynent was mailed or electronically transferred.

(c)1. Notification of the health insurer's

determ nation of a contested claimnust be acconpani ed by an

item zed list of additional infornmation or docunents the

i nsurer can reasonably determ ne are necessary to process the

claim
2. A provider nmust subnit the additional infornation

or docunentation, as specified on the itemzed list, within 35

days after receipt of the notification. Failure of a provider

to submit by mail or electronically the additional information

14
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or docunentation requested within 35 days after receipt of the

notification may result in denial of the claim

3. A health insurer may not nake nore than one request

for docunents under this paragraph in connection with a claim

unl ess the provider fails to submit all of the requested

docunents to process the claimor if docunents submitted by

the provider raise new additional issues not included in the

original witten itenization, in which case the health insurer

may provide the provider with one additional opportunity to

submt the additional docunents needed to process the claim

In no case may the health insurer request duplicate docunents.

(d) For purposes of this subsection, electronic neans

of transm ssion of clains, notices, docunents, forms, and

payments shall be used to the greatest extent possible by the

health insurer and the provider.

(e) A claimnust be paid or denied within 90 days

after receipt of the claim Failure to pay or deny a claim

within 120 days after receipt of the claimcreates an

uncontestable obligation to pay the claim

(5) For all nonelectronically subnmitted clains, a

health insurer shall:
(a) Effective Novenber 1, 2003, provide acknow edgnment
of receipt of the claimwithin 15 days after receipt of the

claimto the provider or provide a provider within 15 days

after receipt with electronic access to the status of a

subm tted claim

(b) Wthin 40 days after receipt of the claim pay the

claimor notify a provider or designee if a claimis denied or

cont est ed. Notice of the insurer's action on the clai mand

payrment of the claimis considered to be nade on the date the

notice or paynent was mailed or electronically transferred.
15
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(c)1. Notification of the health insurer's

determ nation of a contested claimnust be acconpani ed by an

item zed list of additional infornmation or docunents the

i nsurer can reasonably determ ne are necessary to process the

claim
2. A provider nmust subnit the additional infornation

or docunentation, as specified on the itemzed list, within 35

days after receipt of the notification. Failure of a provider

to submit by mail or electronically the additional information

or docunentation requested within 35 days after receipt of the

notification may result in denial of the claim

3. Ahealth insurer may not nake nore than one request

for docunents under this paragraph in connection with a claim

unl ess the provider fails to submit all of the requested

docunents to process the claimor if docunents subnmitted by

the provider raise new additional issues not included in the

original witten itenization, in which case the health insurer

may provide the provider with one additional opportunity to

submt the additional docunents needed to process the claim

In no case may the health insurer request duplicate docunents.

(d) For purposes of this subsection, electronic neans

of transm ssion of clains, notices, docunents, forms, and

payments shall be used to the greatest extent possible by the

health insurer and the provider.

(e) Aclaimnust be paid or denied within 120 days

after receipt of the claim Failure to pay or deny a claim

within 140 days after receipt of the claimcreates an

uncontestable obligation to pay the claim

(6) If a health insurer determines that it has nade an

overpaynent to a provider for services rendered to an insured,

the health insurer nust nake a claimfor such overpaynent. A
16
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health insurer that nakes a claimfor overpaynent to a

provider under this section shall give the provider a witten

or electronic statenent specifying the basis for the

retroactive denial or paynent adjustnent. The insurer nust

identify the claimor clains, or overpaynent claimportion

thereof, for which a claimfor overpaynent is subnitted

(a) |If an overpaynent determination is the result of

retroactive review or audit of coverage deci sions or paynent

| evels not related to fraud, a health insurer shall adhere to

the foll owi ng procedures:

1. Al clains for overpaynent nust be subnitted to a

provider within 30 nonths after the health insurer's paynent

of the claim A provider nust pay, deny, or contest the health

insurer's claimfor overpaynent within 40 days after the

receipt of the claim Al contested clains for overpaynent

nmust be paid or denied within 120 days after receipt of the

claim Failure to pay or deny overpaynent and claimw thin 140

days after receipt creates an uncontestable obligation to pay

the claim
2. A provider that denies or contests a health

insurer's claimfor overpaynent or any portion of a claim

shall notify the health insurer, in witing, within 35 days

after the provider receives the claimthat the claimfor

overpaynent is contested or denied. The notice that the claim

for overpaynent is denied or contested nust identify the

contested portion of the claimand the specific reason for

contesting or denying the claimand, if contested, nust

include a request for additional information. If the health

i nsurer submts additional infornmation, the health insurer

nmust, within 35 days after receipt of the request, mail or

el ectronically transfer the information to the provider. The
17
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provider shall pay or deny the claimfor overpaynent within 45

days after receipt of the information. The notice is

consi dered made on the date the notice is mmil ed or

el ectronically transferred by the provider

3. Failure of a health insurer to respond to a

provider's contesting of claimor request for additiona

information regarding the claimwi thin 35 days after receipt

of such notice may result in denial of the claim

4. The health insurer may not reduce paynent to the

provider for other services unless the provider agrees to the

reduction in witing or fails to respond to the health

insurer's overpaynent claimas required by this paragraph

5. Paynent of an overpaynent claimis considered nade

on the date the paynment was nmiled or electronically

transferred. An overdue paynent of a claimbears sinple

interest at the rate of 12 percent per year. Interest on an

overdue paynent for a claimfor an overpaynent begins to

accrue when the claimshould have been paid, denied, or

cont est ed.
(b) A claimfor overpaynment shall not be permtted

beyond 30 nonths after the health insurer's paynent of a

claim except that clains for overpaynent may be sought beyond

that tine fromproviders convicted of fraud pursuant to s.
817. 234.
(7) Paynent of a claimis considered nade on the date

the paynent was nmiled or electronically transferred. An

overdue paynent of a claimbears sinple interest of 12 percent

per year. Interest on an overdue paynent for a claimor for

any portion of a claimbegins to accrue when the claimshould

have been paid, denied, or contested. The interest is payable

with the paynment of the claim
18
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(8) For all contracts entered into or renewed on or

after October 1, 2002, a health insurer's internal dispute

resolution process related to a denied claimnot under active

review by a nediator, arbitrator, or third-party dispute

entity nust be finalized within 60 days after the receipt of

the provider's request for review or appeal

(9) A provider or any representative of a provider,

regardl ess of whether the provider is under contract with the

health insurer, may not collect or attenpt to collect nobney

from maintain any action at |aw against, or report to a

credit agency an insured for paynent of covered services for

which the health insurer contested or denied the provider's

claim This prohibition applies during the pendency of any

claimfor payment nade by the provider to the health insurer

for paynent of the services or internal dispute resol ution

process to determ ne whether the health insurer is liable for

the services. For a claim this pendency applies fromthe

date the claimor a portion of the claimis denied to the date

of the conpletion of the health insurer's internal dispute

resol ution process, not to exceed 60 days.

(10) The provisions of this section nmay not be waived,

voided, or nullified by contract.

(11) A health insurer may not retroactively deny a

cl ai m because of insured ineligibility nore than 1 year after

the date of paynent of the claim

(12) A health insurer shall pay a contracted primary

care or adnmitting physician, pursuant to such physician's

contract, for providing inpatient services in a contracted

hospital to an insured if such services are determ ned by the

health insurer to be nedically necessary and covered services

under the health insurer's contract with the contract hol der
19
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(13) Upon witten notification by an insured, an

i nsurer shall investigate any claimof inproper billing by a

physi cian, hospital, or other health care provider. The

i nsurer shall deternmine if the insured was properly billed for

only those procedures and services that the insured actually

received. If the insurer determ nes that the i nsured has been

i mproperly billed, the insurer shall notify the insured and

the provider of its findings and shall reduce the anpunt of

payment to the provider by the anount determned to be

improperly billed. If a reduction is nmade due to such

notification by the insured, the insurer shall pay to the

i nsured 20 percent of the anpunt of the reduction up to $500.

(14) A pernmissible error ratio of 5 percent is

established for insurer's clains paynent violations of s.
627.6131(4)(a), (b), (c), and (e) and (5)(a), (b), (c), and

(e). If the error ratio of a particular insurer does not

exceed the pernissible error ratio of 5 percent for an audit

period, no fine shall be assessed for the noted clains

violations for the audit period. The error ratio shall be

determ ned by dividing the nunber of clains with violations

found on a statistically valid sanple of clains for the audit

period by the total nunber of clainms in the sanple. |If the

error ratio exceeds the pernissible error ratio of 5 percent,

a fine may be assessed according to s. 624.4211 for those

cl ai ns paynent viol ations which exceed the error ratio.

Not wi t hst andi ng the provisions of this section, the departnent

may fine a health insurer for clainms paynent violations of s.
627.6131(4)(e) and (5)(e) which create an uncontestabl e
obligation to pay the claim The departnent shall not fine

insurers for violations which the departnent deternines were

due to circunstances beyond the insurer's control
20
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1 (15) This section is applicable only to a major

2 | nedi cal expense health insurance policy as defined in s.

3] 627.643(2)(e) offered by a group or an individual health

4 | insurer |licensed pursuant to chapter 624, including a

5| preferred provider policy under s. 627.6471 and an excl usive
6 | provider organi zati on under s. 627.6472 or a group or

7 | individual insurance contract that provides paynent for

8 | enunerated dental services.

9 Section 5. Section 627.6135, Florida Statutes, is

10 | created to read:

11 627.6135 Treatnent authorization; paynent of clains.--
12 (1) For purposes of this section, "authorization"

13 | consists of any requirenent of a provider to obtain prior

14 | approval or to provide docunentation relating to the necessity
15| of a covered nedical treatment or service as a condition for
16 | rei nbursenent for the treatnent or service prior to the

17 | treatment or service. Each authorization request froma

18 | provider nust be assigned an identification nunber by the

19 | health insurer.

20 (2) Upon receipt of a request froma provider for

21 | authorization, the health insurer shall nake a determ nati on
22| within a reasonable tine appropriate to nmedical circunstance
23 | indicating whether the treatnent or services are authori zed.
24 | For urgent care requests for which the standard tinefrane for
25| the health insurer to nake a determ nation would seriously
26 | jeopardize the life or health of an insured or would

27 | jeopardi ze the insured's ability to regain naxi mumfunction, a
28 | health insurer nmust notify the provider as to its

29 | determ nation as soon as possible taking into account nedica
30 | exi genci es.

31

21
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(3) Each response to an aut hori zation request nust be

assigned an identification nunber. Each authorization provided

by a health insurer nust include the date of request of

authori zation, a tinmefrane of the authorization, |ength of

stay if applicable, identification nunber of the

aut hori zation, place of service, and type of service.

(4 Aclaimfor treatnent nmay not be denied if a

provider follows the health insurer's authorization procedures

and receives authorization for a covered service for an

eligible insured unless the provider provided information to

the health insurer with the intention to msinformthe health

i nsurer.
(5) A health insurer's requirenents for authorization

for nmedical treatnent or services and 30-day advance notice of

mat eri al change in such requirenents nust be provided to al

contracted providers and upon request to all noncontracted

providers. A health insurer that nakes such requirenents and

advance notices accessible to providers and i nsureds

el ectronically shall be deened to be in conpliance with this

subsecti on.

Section 6. Subsection (4) of section 627.651, Florida
Statutes, is anended to read:

627.651 G oup contracts and plans of self-insurance
must neet group requirenents. --

(4) This section does not apply to any plan which is
establ i shed or maintai ned by an individual enployer in
accordance with the Enployee Retirenent |ncome Security Act of
1974, Pub. L. No. 93-406, or to a nmultiple-enployer welfare
arrangenent as defined in s. 624.437(1), except that a
mul ti pl e-enpl oyer wel fare arrangenent shall conmply with ss.
627. 419, 627.657, 627.6575, 627.6578, 627.6579, 627.6612,

22

CODING:Words st+ieken are deletions; words underlined are additions.




© 00 N o O WDN PP

W WNNNNMNNMNNNNNNRRRRRPRPEPR R R R
P O © 0 N O 00~ WNIRPLO O ®~NOO®UuDWNPRER O

Fl ori da House of Representatives - 2002 HB 2007
404- 153B- 02

627.66121, 627.66122, 627.6615, 627.6616, and 627.662(8) {6).
Thi s subsection does not allow an authorized insurer to issue
a group health insurance policy or certificate which does not
conply with this part.

Section 7. Section 627.662, Florida Statutes, is
amended to read:

627.662 O her provisions applicable.--The follow ng
provi sions apply to group health insurance, blanket health
i nsurance, and franchi se health i nsurance:

(1) Section 627.569, relating to use of dividends,
refunds, rate reductions, conm ssions, and service fees.

(2) Section 627.602(1)(f) and (2), relating to
identification nunbers and statenent of deductible provisions.

(3) Section 627.635, relating to excess insurance.

(4) Section 627.638, relating to direct paynent for
hospital or nedical services.

(5) Section 627.640, relating to filing and
cl assification of rates.

(6) Section 627.613, relating to tinely paynent of

clains, or s. 627.6131, relating to paynent of cl ains.
(7) Section 627.6135, relating to treatnent
aut hori zati ons and paynent of cl ai ns.
(8) t6) Section 627.645(1), relating to denial of
cl ai ms.

(9) 7 Section 627.613, relating to tine of paynent of
cl ai ms.

(10) (8) Section 627.6471, relating to preferred
provi der organi zati ons.

(11) €9) Section 627.6472, relating to exclusive

provi der organi zati ons.

23
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1 (12) (36> Section 627.6473, relating to conbined

2| preferred provider and exclusive provider policies.

3 (13) (1) Section 627.6474, relating to provider

4 | contracts.

5 Section 8. Subsection (2) of section 627.638, Florida

6| Statutes, is anended to read:

7 627.638 Direct paynent for hospital, nedica

8 | services.--

9 (2) \Whenever, in any health insurance claimform an
10 | insured specifically authorizes paynent of benefits directly
11| to any recogni zed hospital or physician, the insurer shal
12 | make such paynent to the designated provider of such services,
13 | unl ess otherwi se provided in the insurance contract. However,
14 [ if:

15 (a) The benefit is deternined to be covered under the
16 | ternms of the policy;

17 (b) The claimis limted to treatnent of nental health
18 | or substance abuse, including drug and al cohol abuse; and

19 (c) The insured authorizes the insurer, in witing, as
20| part of the claimto nmake direct paynment of benefits to a

21 | recogni zed hospital, physician, or other |icensed provider

22

23 | paynents shall be nade directly to the recogni zed hospital

24 | physician, or other |icensed provider, notwthstanding any

25| contrary provisions in the insurance contract.

26 Section 9. Subsection (4) is added to section 641. 234,
27| Florida Statutes, to read

28 641. 234 Administrative, provider, and nanagenent

29 | contracts. --

30 (4) |If a health nmmi ntenance organi zation, through a

31| health care risk contract, transfers to any entity the

24
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obligations to pay any provider for any clains arising from

services provided to or for the benefit of any subscriber of

t he organi zati on, the health mai ntenance organi zati on shal

remai n responsi ble for any violations of ss. 641. 3155 and
641.51(4). The provisions of ss. 624.418-624.4211 and 641.52
shall apply to any such violations. For purposes of this

subsecti on:
(a) The term"health care risk contract" shall nean a

contract under which an entity receives conpensation in

exchange for providing to the heal th nmmi nt enance organi zati on

a provider network or other services, which may incl ude

adm ni strati ve services.

(b) The term"entity" shall not include any provider

or group practice, as defined in s. 456.053, providing

servi ces under the scope of the license of the provider or the

nenbers of the group practice.
Section 10. Subsection (1) of section 641.30, Florida
Statutes, is anended to read:

641.30 Construction and relationship to other |aws.--

(1) Every health maintenance organi zation shall accept
t he standard—heatth claimform prescribed pursuant to s.

641. 3155 627-647.

Section 11. Subsection (4) of section 641. 3154,
Fl orida Statutes, is anended to read:

641. 3154 Oganization liability; provider billing
prohi bited. --

(4) A provider or any representative of a provider
regardl ess of whether the provider is under contract with the
heal t h mai nt enance organi zation, nay not collect or attenpt to
collect noney from naintain any action at | aw agai nst, or
report to a credit agency a subscriber of an organization for

25
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1| paynent of services for which the organization is liable, if

2| the provider in good faith knows or should know that the

3| organization is liable. This prohibition applies during the

4 | pendency of any claimfor paynent nade by the provider to the
5| organi zation for paynent of the services and any | egal

6 | proceedings or dispute resolution process to deternine whether
7| the organization is liable for the services if the provider is
8 | infornmed that such proceedings are taking place. It is

9| presuned that a provider does not know and should not know

10| that an organi zation is liable unless:

11 (a) The provider is inforned by the organization that
12| it accepts liability;

13 (b) A court of conpetent jurisdiction deternines that
14 | the organization is liable; of

15 (c) The departnent or agency makes a fina

16 | determination that the organization is required to pay for

17 | such services subsequent to a recommendati on made by the

18 | Statew de Provider and Subscriber Assistance Panel pursuant to
19 | s. 408.7056; or

20 (d) The agency issues a final order that the

21| organi zation is required to pay for such services subsequent
22 | to a recomendati on nade by a resol ution organi zati on pursuant
23 | to s. 408.7057.

24 Section 12. Section 641.3155, Florida Statutes, is

25| anended to read:

26 (Substantial rewording of section. See

27 s. 641.3155, F.S., for present text.)

28 641. 3155 Pronpt paynent of clains.--

29 (1) As used in this section, the term"claint for a

30 | noninstitutional provider neans a paper or electronic billing
31| instrunent subnitted to the heal th nmi ntenance organi zation's

26
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desi ghated | ocation that consists of the HCFA 1500 data set,

or its successor, that has all nmandatory entries for a

physician |icensed under chapter 458, chapter 459, chapter

460, or chapter 461 or other appropriate billing instrunent

that has all mandatory entries for any other noninstitutional

provider. For institutional providers, "clain neans a paper

or electronic billing instrunent submitted to the health

nmai nt enance organi zation's designated | ocation that consists

of the UB-92 data set or its successor that has all mandatory

entries.
(2) Al clains for paynent, whether el ectronic or

nonel ect roni c:

(a) Are considered received on the date the claimis

received by the organization at its designated clains receipt

| ocati on.
(b) Must be nmailed or electronically transferred to an

organi zation within 9 nonths after conpletion of the service

and the provider is furnished with the correct nane and

address of the patient's health insurer

(c) Must not duplicate a claimpreviously subnitted

unless it is determined that the original claimwas not

received or is otherw se | ost.

(3) For all electronically subnitted clains, a health

nmai nt enance organi zati on shall:

(a) Wthin 24 hours after the begi nning of the next

busi ness day after receipt of the claim provide electronic

acknowl edgnent of the receipt of the claimto the electronic

source subnmitting the claim

(b) Wthin 20 days after receipt of the claim pay the

claimor notify a provider or designee if a claimis denied or

contested. Notice of the organization's action on the claim
27
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and paynent of the claimis considered to be nade on the date

the notice or paynent was nmiled or electronically

transferred.

(c)1. Notification of the health maintenance

organi zation's deternination of a contested clai mnust be

acconpani ed by an itenized list of additional information or

docunents the insurer can reasonably determine are necessary

to process the claim

2. A provider nmust subnit the additional infornation

or docunentation, as specified on the itemzed list, within 35

days after receipt of the notification. Failure of a provider

to submit by mail or electronically the additional information

or docunentation requested within 35 days after receipt of the

notification may result in denial of the claim

3. A health mai ntenance organi zati on may not make nore

t han one request for documents under this paragraph in

connection with a claim unless the provider fails to submt

all of the requested docunents to process the claimor if

docunents submitted by the provider rai se new additiona

i ssues not included in the original witten item zation, in

whi ch case the health nmi ntenance organi zati on nay provide the

provider with one additional opportunity to submt the

addi ti onal docunents needed to process the claim |In no case

may t he heal th nmi ntenance organi zati on request duplicate

docunent s.
(d) For purposes of this subsection, electronic neans

of transm ssion of clains, notices, docunents, forms, and

payrment shall be used to the greatest extent possible by the

heal t h mai nt enance organi zati on and the provider

(e) A claimnust be paid or denied within 90 days

after receipt of the claim Failure to pay or deny a claim
28
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within 120 days after receipt of the claimcreates an

uncontestable obligation to pay the claim

(4) For all nonelectronically subnmitted clains, a

heal t h mai nt enance organi zati on shall:
(a) Effective Novenber 1, 2003, provide
acknowl edgenent of receipt of the claimwthin 15 days after

receipt of the claimto the provider or designhee or provide a

provider or designee within 15 days after receipt with

el ectronic access to the status of a submtted claim

(b) Wthin 40 days after receipt of the claim pay the

claimor notify a provider or designee if a claimis denied or

contested. Notice of the health nmmi ntenance organi zation's

action on the claimand paynent of the claimis considered to

be made on the date the notice or paynent was nmiled or

el ectronically transferred.

(c)1. Notification of the health maintenance

organi zation's deternination of a contested clai mnust be

acconpani ed by an itenmized list of additional information or

docunents the organi zati on can reasonably deternine are

necessary to process the claim

2. A provider nmust subnit the additional infornation

or docunentation, as specified on the itemzed list, within 35

days after receipt of the notification. Failure of a provider

to submit by mail or electronically the additional information

or docunentation requested within 35 days after receipt of the

notification may result in denial of the claim

3. A health mai ntenance organi zati on may not make nore

t han one request for documents under this paragraph in

connection with a claimunless the provider fails to subnit

all of the requested docunents to process the claimor if

docunents submitted by the provider rai se new additiona
29
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i ssues not included in the original witten item zation, in

whi ch case the heal th nmi ntenance organi zati on nay provide the

provider with one additional opportunity to submt the

addi ti onal docunents needed to process the claim In no case

may t he heal th nmi ntenance organi zati on request duplicate

docunent s.
(d) For purposes of this subsection, electronic neans

of transm ssion of clains, notices, docunents, forms, and

payments shall be used to the greatest extent possible by the

heal t h mai nt enance organi zati on and the provider

(e) Aclaimnust be paid or denied within 120 days

after receipt of the claim Failure to pay or deny a claim

within 140 days after receipt of the claimcreates an

uncontestable obligation to pay the claim

(5) |If a health nmmintenance organi zati on determ nes

that it has nade an overpaynent to a provider for services

rendered to a subscriber, the health nai ntenance organi zation

nmust make a claimfor such overpaynent. A health nmi ntenance

organi zation that nakes a claimfor overpaynent to a provider

under this section shall give the provider a witten or

el ectroni c statenent specifying the basis for the retroactive

deni al or paynment adjustnent. The health mai ntenance

organi zation nmust identify the claimor clainms, or overpaynent

claimportion thereof, for which a claimfor overpaynent is

subnitted
(a) |If an overpaynent determination is the result of

retroactive review or audit of coverage deci sions or paynent

|l evels not related to fraud, a health nmi ntenance organi zation

shal | adhere to the foll ow ng procedures:

1. Al clains for overpaynent nust be subnitted to a

provider within 30 nonths after the heal th mai nt enance
30
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organi zation's paynent of the claim A provider nust pay,

deny, or contest the health mai ntenance organi zation's claim

for overpaynent within 40 days after the receipt of the claim

All contested clains for overpaynent nmust be paid or denied

within 120 days after receipt of the claim Failure to pay or

deny overpaynent and claimw thin 140 days after receipt

creates an uncontestable obligation to pay the claim

2. A provider that denies or contests a health

nmai nt enance organi zation's claimfor overpaynent or any

portion of a claimshall notify the organi zation, in witing,

within 35 days after the provider receives the claimthat the

claimfor overpaynment is contested or denied. The notice that

the claimfor overpaynent is denied or contested nust identify

the contested portion of the claimand the specific reason for

contesting or denying the claimand, if contested, nust

include a request for additional information. |f the

organi zation subnits additional information, the organization

nmust, within 35 days after receipt of the request, mail or

el ectronically transfer the information to the provider. The

provider shall pay or deny the claimfor overpaynent within 45

days after receipt of the information. The notice is

consi dered made on the date the notice is mail ed or

el ectronically transferred by the provider

3. Failure of a health nmai ntenance organi zation to

respond to a provider's contestnent of claimor request for

additional infornmation regarding the claimw thin 35 days

after receipt of such notice may result in denial of the

claim
4. The heal th mai nt enance organi zati on may not reduce

payment to the provider for other services unless the provider

agrees to the reduction in witing or fails to respond to the
31
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heal t h mai nt enance organi zati on's over paynent claim as

required by this paragraph

5. Paynent of an overpaynent claimis considered nade

on the date the paynment was nmiled or electronically

transferred. An overdue paynent of a claimbears sinple

interest at the rate of 12 percent per year. Interest on an

overdue paynent for a claimfor an overpaynment paynent begins

to accrue when the clai mshould have been paid, denied, or

cont est ed.
(b) A claimfor overpaynment shall not be permtted

beyond 30 nonths after the health mai ntenance organi zation's

payment of a claim except that clains for overpaynent may be

sought beyond that tine from providers convicted of fraud
pursuant to s. 817.234.
(6) Paynent of a claimis considered nade on the date

the paynent was nmiled or electronically transferred. An

overdue paynent of a claimbears sinple interest of 12 percent

per year. Interest on an overdue paynent for a claimor for

any portion of a claimbegins to accrue when the claimshould

have been paid, denied, or contested. The interest is payable

with the paynment of the claim

(7)(a) For all contracts entered into or renewed on or

after October 1, 2002, a heal th mai ntenance organi zation's

internal dispute resolution process related to a denied claim

not under active review by a nediator, arbitrator, or

third-party dispute entity nmust be finalized within 60 days

after the receipt of the provider's request for review or

appeal
(b) Al clains to a health mai ntenance organi zati on

begun after Cctober 1, 2000, not under active review by a

nedi ator, arbitrator, or third-party dispute entity, shal
32
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1| result in a final decision on the claimby the health

2 | mai nt enance organi zati on by January 2, 2003, for the purpose

3| of the statew de provi der and managed care organi zation claim
4 | dispute resol uti on program pursuant to s. 408. 7057.

5 (8) A provider or any representative of a provider

6 | regardl ess of whether the provider is under contract with the
7 | heal th nmmi nt enance organi zati on, may not collect or attenpt to
8| collect noney from nmmintain any action at |aw agai nst, or

9| report to a credit agency a subscriber for paynent of covered
10 | services for which the health mai nt enance organi zati on

11 | contested or denied the provider's claim This prohibition

12 | applies during the pendency of any claimfor paynent nmade by
13| the provider to the health nai ntenance organi zation for

14 | paynent of the services or internal dispute resolution process
15 ] to deternine whether the health nmai ntenance organi zation is

16 | liable for the services. For a claim this pendency applies

17 | fromthe date the claimor a portion of the claimis denied to
18 | the date of the conpletion of the health mai ntenance

19 | organi zation's internal dispute resolution process, not to

20 | exceed 60 days.

21 (9) The provisions of this section may not be wai ved,
22 | voided, or nullified by contract.

23 (10) A health nmi ntenance organi zati on nay not

24 | retroactively deny a cl ai mbecause of subscriber ineligibility
25| nore than 1 year after the date of paynment of the claim

26 (11) A health nmmintenance organi zation shall pay a

27 | contracted prinary care or adnitting physician, pursuant to

28 | such physician's contract, for providing inpatient services in
29| a contracted hospital to a subscriber if such services are

30 | determ ned by the heal th nmmi nt enance organi zation to be

31
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nedi cal ly necessary and covered services under the health

nmai nt enance organi zation's contract with the contract hol der

(12) Upon witten notification by a subscriber, a

heal t h mai nt enance organi zati on shall investigate any clai m of

i mproper billing by a physician, hospital, or other health

care provider. The organi zation shall deternine if the

subscri ber was properly billed for only those procedures and

services that the subscriber actually received. |If the

organi zation deternines that the subscri ber has been

i mproperly billed, the organi zation shall notify the

subscri ber and the provider of its findings and shall reduce

t he anobunt of paynent to the provider by the anpbunt deternined

to be inproperly billed. If a reduction is nade due to such

notification by the insured, the insurer shall pay to the

i nsured 20 percent of the anpunt of the reduction up to $500.

(13) A pernmissible error ratio of 5 percent is

establ i shed for health maintenance organi zati ons' clains
payrment violations of s. 641.3155(3)(a), (b), (c), and (e) and

(4)(a), (b), (c), and (e). |If the error ratio of a particular

i nsurer does not exceed the pernissible error ratio of 5

percent for an audit period, no fine shall be assessed for the

noted clains violations for the audit period. The error ratio

shal | be determ ned by dividing the nunber of clainms with

violations found on a statistically valid sanple of clains for

the audit period by the total nunber of clains in the sanple.

If the error ratio exceeds the pernissible error ratio of 5

percent, a fine may be assessed according to s. 624.4211 for

t hose cl ai ns paynent viol ati ons which exceed the error ratio.

Not wi t hst andi ng the provisions of this section, the departnent

may fine a health maintenance organi zation for clains paynment
violations of s. 641.3155(3)(e) and (4)(e) which create an
34
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1| uncontestable obligation to pay the claim The depart nent
2| shall not fine organizations for violations which the

3| departnent determines were due to circunstances beyond the
4 | organi zation's control

5 Section 13. Section 641.3156, Florida Statutes, is
6 | anended to read:

7 641. 3156 Treatnent authorization; paynent of clains.--
8 (1) For purposes of this section, "authorization"
9| consists of any requirenent of a provider to obtain prior
10 | approval or to provide docunentation relating to the necessity
11 | of a covered nedical treatment or service as a condition for
12 | rei nbursenent for the treatnent or service prior to the

13 | treatnment or service. Each authorization request froma

14 | provider nust be assigned an identification nunber by the
15 | heal th nmmi ntenance organi zati on Aheatth—+antenance

16 . . .

17

18

19

20

21

22

23

24 | ergafizaton—w-th—the—wHfu—ntention—to—m-sinformthe
25 | heatth—rmaintenance—organtization.

26 (2) Aclaimfor treatnent may not be denied if a
27 | provider follows the health maintenance organization's

28 | aut hori zati on procedures and receives authorization for a
29 | covered service for an eligible subscriber, unless the

30 | provider provided information to the health nai ntenance

31
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organi zation with the wfut intention to nisinformthe
heal t h mai nt enance organi zati on
(3) Upon receipt of a request froma provider for

aut hori zati on, the health mai ntenance organi zati on shall make

a determination within a reasonable tine appropriate to

nedi cal circunstance indicating whether the treatnent or

services are authorized. For urgent care requests for which

the standard tinefranme for the heal th nai nt enance organi zation

to nake a determ nation would seriously jeopardize the life or

health of a subscriber or would jeopardi ze the subscriber's

ability to regain naxi num function, a health nai ntenance

organi zation nmust notify the provider as to its deternination

as soon as possible taking into account nedical exigencies.

(4) Each response to an authori zation request nust be

assigned an identification nunber. Each authorization provided

by a heal th mai nt enance organi zati on nmust include the date of

request of authorization, tinmefrane of the authorization

length of stay if applicable, identification nunber of the

aut hori zation, place of service, and type of service.

(5) A health nmaintenance organi zation's requirenents

for authorization for nedical treatnent or services and 30-day

advance notice of material change in such requirenents nust be

provided to all contracted providers and upon request to al

noncontracted providers. A health mai ntenance organi zati on

t hat nakes such requirenments and advance notices accessible to

providers and subscribers electronically shall be deenmed to be

in conpliance with this paragraph

(6) 3> Energency services are subject to the
provisions of s. 641.513 and are not subject to the provisions
of this section.
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1 Section 14. Except as otherw se provided herein, this

2| act shall take effect Cctober 1, 2002, and shall apply to

3| clainms for services rendered after such date.

4

5 EE IR b S b b I S I b S I S b b S I b R S S b S

6 HOUSE SUVMMARY

7
Provi des additional certificate-of-need exenptions for

8 specified health services, construction, prograns, and
satellite hospitals fromcertificate-of-need

9 requirenents. Revises claimdispute resolution program
provi sions. Creates paynent of clalns provisions

10 applicable to health ihsurers_and heal th nai nt enance
organi zations to provide requirenents and procedures for

11 payi ng, denying, or contesting clains, charging interest
on” overdue paynents, electronic and nonel ectronic

12 transm ssion of clalnms, overpaynent recovery, tineframes
for adjudication of clains, claimpaynents and contents,

13 billing review, and establishing a perm ssible error
ratio, Creates treatnent authorization provisions for

14 health insurers and heal th nmintenance organi zations to
Prov de requirenments and procedures for althorization

15 i mef ranes, content for response to authorization .
requests, obligation for paynent, and notice. See bil

16 for details.

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31
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