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1 Abill to be entitled

2 An act relating to health insurance; anending
3 s. 408.7057, F.S.; redefining the term "nmanaged
4 care organi zation"; providing for filing

5 certain claimdisputes with a

6 di sput e-resol ution organi zati on under certain
7 ci rcunstances; anending s. 627.4235, F.S.

8 providing a definition; including prepaid

9 heal t h pl ans under coordi nati on of benefits

10 provi sions; providing for coordination of

11 benefits under multiple health insurance

12 policies regardl ess of tine periods under

13 certain circunstances; anending s. 627.613,

14 F.S.; revising tine of paynent of clains

15 provi sions; requiring the Departnment of

16 | nsurance to adopt rules consistent with

17 federal standards; providing requirenents and
18 procedures for paynent or denial of clains;

19 providing criteria and limtations; anending s.
20 627.614, F.S.; entitling insureds to pronpt
21 i nsurer paynents of clains for covered
22 services; requiring paynent within specified
23 periods; providing paynent procedures;
24 providing penalties; creating s. 627.6142,
25 F.S.; providing a definition; requiring health
26 insurers to provide lists of nedical care and
27 health care services that require
28 aut hori zation; prohibiting denial of certain
29 cl ai ns; providing procedural requirenents for
30 deterni nati on and i ssuance of authorizations of
31 services; anending s. 627.6471, F.S.; revising
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1 limtations on policies providing differing

2 schedul es of paynents for preferred provider

3 servi ces and nonpreferred provider services;

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. 641.185, F.S.; entitling health

8 nmai nt enance organi zati on subscribers to pronpt
9 payrment by the organi zation for covered

10 servi ces by an out-of-network provider

11 requiring paynent within specified periods;

12 provi di ng paynent procedures; providing

13 penalties; anending s. 641.30, F. S.; conformng
14 a cross-reference; anending s. 641. 3155, F. S
15 providing a definition; requiring the

16 Departnent of |nsurance to adopt rules

17 consistent with federal claimfiling standards;
18 provi di ng requirenents and procedures for

19 payrment of clains; requiring paynment within
20 speci fied periods; requiring the paynment of
21 i nterest on overdue paynents; requiring
22 coordi nation of benefits; providing renedies
23 for certain violations; providing for
24 attorney's fees and costs under certain
25 ci rcunstances; anending s. 641.3156, F.S.
26 providing a definition; requiring health
27 nmai nt enance organi zations to provide lists of
28 nmedi cal care and health care services that
29 requi re authorization; prohibiting denial of
30 certain clains; providing procedura
31 requi renents for determ nation and issuance of
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aut hori zati ons of services; anending s.
627.651, F.S.; conforming a cross-reference;
repealing s. 627.647, F.S., relating to
standard health claimforns; providing

ef fective dates.

Be It Enacted by the Legislature of the State of Florida:

Section 1. Paragraph (a) of subsection (1) and
par agraph (c) of subsection (2) of section 408.7057, Florida
Statutes, are anended to read

408. 7057 Statew de provi der and nmanaged care
organi zation clai mdispute resolution program --

(1) As used in this section, the term

(a) "Managed care organi zation" neans a health
mai nt enance organi zation or a prepaid health clinic certified
under chapter 641, a prepaid health plan authorized under s.
409. 912, o+ an exclusive provider organization certified under
S. 627.6472, or a preferred provider organization

(2)

(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 health mai ntenance organization to
the resol ution organi zati on when the di spute-resol ution
program becones effective; provided that, if the interna

di spute-resolution process is not conpleted within 60 cal endar

days after the filing of the claimdispute with the nmanaged

care nmi ntenance organi zation, the provider may file a claim

di spute with a dispute-resol ution organization

3
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1 Section 2. Section 627.4235, Florida Statutes, is

2 | anended to read:

3 627. 4235 Coordi nation of benefits.--

4 (1) For purposes of this section, the term

5 |'coordi nati on of benefits" or "coordinating benefits" neans

6 | establishing an order, or operating pursuant to an established
7 | order, under which prinmary plans pay clainms and secondary

8| plans are pernitted to reduce benefits paid so that the

9 | conbi ned benefits paid under all plans do not exceed covered
10 | char ges.

11 (2) ) A group hospital, nedical, or surgical expense

12 | policy, group health care services plan, prepaid health plan
13 | licensed pursuant to chapter 641, or group-type self-insurance
14 | plan that provides protection or insurance agai nst hospital,
15| nedical, or surgical expenses delivered or issued for delivery
16 | in this state nust contain a provision for coordinating its

17 | benefits with any simlar benefits provided by any ot her group
18 | hospital, nedical, or surgical expense policy, any group

19 | health care services plan, prepaid health plan |licensed
20 | pursuant to chapter 641, or any group-type self-insurance plan
21| that provides protection or insurance agai nst hospital
22 | nedical, or surgical expenses for the sane |oss.
23 (3)t2) A hospital, nedical, or surgical expense
24 | policy, health care services plan, prepaid health plan
25| licensed pursuant to chapter 641, or self-insurance plan that
26 | provi des protection or insurance against hospital, nedical, or
27 | surgi cal expenses issued in this state or issued for delivery
28 |in this state shall may contain a provision whereby the
29 | insurer may reduce or refuse to pay benefits otherw se payabl e
30 | thereunder solely on account of the existence of simlar
31| benefits provided under insurance policies issued by the sane

4
CODING:Words st+ieken are deletions; words underlined are additions.




© 00 N O O M W DN PP

W WNNNNMNNMNNNNNNRRRERRPRPEPR R PR R
P O © 0 N O 00~ WNRPLO O N D WNPRER O

da Senate - 2002 SB 362

Flori
25-299-02 See HB 293

or another insurer, health care services plan, prepaid health

pl an licensed pursuant to chapter 641, or self-insurance plan

whi ch provides protection or insurance agai nst hospital

nmedi cal, or surgical expenses only if, as a condition of

coordi nating benefits with another insurer, the insurers

t oget her pay 100 percent of the total covered charges for
reasonable—expenses—actuatty—incurred—ofthetype—-of—expense
wthin—the benefits described in the policies and presented to
the insurer for paynent.

(4) 3y The standards provided in subsection(3){2)
apply to coordination of benefits payabl e under Medi care,
Title XVIIl of the Social Security Act.

(5)t4) If aclaimis submtted in accordance w th any

group hospital, nedical, or surgical expense policy, or in
accordance with any group health care service plan or
group-type sel f-insurance plan, that provides protection
i nsurance, or indemity against hospital, nedical, or surgica
expenses, and the policy or any other docunent that provides
coverage includes a coordination-of-benefits provision and the
clai minvol ves another policy or plan which has a
coordi nati on-of -benefits provision, the followi ng rules
determ ne the order in which benefits under the respective
health policies or plans will be deterni ned:

(a)1. The benefits of a policy or plan which covers
t he person as an enpl oyee, nmenber, or subscriber, other than
as a dependent, are deternined before those of the policy or
pl an which covers the person as a dependent.

2. However, if the person is also a Medicare
beneficiary, and if the rule established under the Soci al
Security Act of 1965, as anended, makes Medi care secondary to

5
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the plan covering the person as a dependent of an active
enpl oyee, the order of benefit determi nation is:

a. First, benefits of a plan covering a person as an
enpl oyee, nenber, or subscriber.

b. Second, benefits of a plan of an active worker
covering a person as a dependent.

c. Third, Medicare benefits.

(b) Except as stated in paragraph (c), if two or nore
policies or plans cover the sane child as a dependent of
di fferent parents:

1. The benefits of the policy or plan of the parent
whose birthday, excluding year of birth, falls earlier in a
year are determ ned before the benefits of the policy or plan
of the parent whose birthday, excluding year of birth, falls
|ater in that year; but

2. |If both parents have the sane birthday, the
benefits of the policy or plan which covered the parent for a
| onger period of tinme are deternined before those of the
policy or plan which covered the parent for a shorter period
of tine.

However, if a policy or plan subject to the rule based on the
bi rt hdays of the parents coordinates with an out-of-state
policy or plan which contains provisions under which the
benefits of a policy or plan which covers a person as a
dependent of a male are deternined before those of a policy or
pl an which covers the person as a dependent of a femal e and
if, as a result, the policies or plans do not agree on the
order of benefits, the provisions of the other policy or plan
deternine the order of benefits.

6
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(c) If two or nore policies or plans cover a dependent
child of divorced or separated parents, benefits for the child
are deternmined in this order:

1. First, the policy or plan of the parent with
custody of the child.

2. Second, the policy or plan of the spouse of the
parent with custody of the child.

3. Third, the policy or plan of the parent not having
custody of the child.

However, if the specific terns of a court decree state that
one of the parents is responsible for the health care expenses
of the child and if the entity obliged to pay or provide the
benefits of the policy or plan of that parent has actua

know edge of those terns, the benefits of that policy or plan
are determned first, except with respect to any claim

determ nation period or plan or policy year during which any
benefits are actually paid or provided before the entity has

t he actual know edge.

(d) The benefits of a policy or plan which covers a
person as an enployee who is neither laid off nor retired, or
as that enployee's dependent, are deternined before those of a
policy or plan which covers the person as a laid-off or
retired enpl oyee or as the enpl oyee's dependent. |If the other
policy or plan is not subject to this rule, and if, as a
result, the policies or plans do not agree on the order of
benefits, this paragraph does not apply.

(e) If none of the rules in paragraph (a), paragraph
(b), paragraph (c), or paragraph (d) determ ne the order of
benefits, the benefits of the policy or plan which covered an
enpl oyee, nenber, or subscriber for a longer period of tine

7
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1| are deternined before those of the policy or plan which

2 | covered the person for the shorter period of tine.

3 (6) £5) Coordination of benefits is not permtted

4 | agai nst an indemity-type policy, an excess insurance policy
5| as defined in s. 627.635, a policy with coverage linmted to

6| specified illnesses or accidents, or a Medicare suppl enent

7 | policy.

8 (7)¢t6)y If an individual is covered under a COBRA

9| continuation plan as a result of the purchase of coverage as
10 | provi ded under the Consolidati on Omi bus Budget Reconciliation
11| Act of 1987 (Pub. L. No. 99-272), and al so under anot her group
12 | plan, the foll owing order of benefits appli es:

13 (a) First, the plan covering the person as an

14 | enpl oyee, or as the enpl oyee's dependent.

15 (b) Second, the coverage purchased under the plan

16 | covering the person as a former enployee, or as the fornmer

17 | enpl oyee' s dependent provided according to the provisions of
18 | COBRA.

19 (8) If the insured fails to furnish the provider with
20| the correct nane and address of the insured's prinmary insurer
21| and the claimis subnitted to a secondary insurer or prepaid
22 | health plan licensed pursuant to chapter 641 and the claimis
23 | subsequently rejected, the provider has 60 cal endar days from
24 | the date the provider obtains the correct billing information
25| to subnmt a claimto either the prinmary or secondary insurer
26 | regardl ess of any tine periods for filing of clains
27 | establi shed by any applicable contract.
28 Section 3. Effective Cctober 16, 2002, section
29| 627.613, Florida Statutes, is anended to read:
30 (Substantial rewording of section
31 See s. 627.613, F.S., for present text.)
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627.613 Tine of paynent of clains.--

(1)(a) As used in this section, for a noninstitutional

provider, the term"claim neans a paper or electronic billing

i nstrunent that consists of the HCFA 1500 data set that has

all mandatory entries conpleted for a physician |licensed under

chapter 458 or chapter 459 or other appropriate formfor any

other noninstitutional provider, or its successor. For

institutional providers, "claim neans a paper or electronic

billing instrunent that consists of the UB-92 data set or its

successor that has all nmandatory entries conpl et ed.

(b) The departnent shall adopt rules to establish

claimforns consistent with federal claimfiling standards for

health insurers required by the Secretary of the United States

Departnent of Health and Human Services. The departnent shal

adopt rules to require code sets consistent with code sets

adopted by the Secretary of the United States Departnent of

Heal th and Hunman Services. The code sets shall apply to

el ectronic clainms. A code set, as defined by the secretary,

i ncl udes both the codes and the descriptors of the codes and

shall include, but not be limted to:

1. Medical data code sets, including the Internationa

Cl assification of Diseases, the HCFA Conmon Procedure Codi ng

System and current procedure term nol ogy, and the HCFA Conmon

Procedure Codi ng System for supplies and other health care

itens.
2. Health care clains or equival ent encounter

information for professional health care clainms and

institutional health care clains.

3. Eligibility for a health plan standard.

4. Referral certification and authorization standard.

5. Heal th care claimstatus standard
9
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6. Enrollnment and disenrollnent in a health plan

st andar d.
7. Health care paynent and rem ttance advi ce standard.
8. Coordination of benefits standard.
9. Revenue codes used by Medicare for processing

cl ai ms.

10. National Correct Coding Initiative edits used by
Medi care
(c) Al providers and payors shall use only the

standard code sets defined for their area of operation by the

Secretary of the United States Departnent of Health and Human

Services for the filing and adjudi cati on of el ectronic clains.

The version of the code set shall be the version that is valid

at the tine the health care is furnished, defined as the date

of discharge for inpatient services and date of service for

health care provided in an outpatient or anbul atory setting.

(2)(a) A health insurer shall pay any claimor any

portion of a claimnade by a contract provider for services or

goods provi ded under a contract with the health insurer or a

cl ai m rade by a noncontracted provider, which the insurer does

not contest or deny, within 15 cal endar days after receipt of

the claimby the health insurer that is electronically

submtted by the provider, or within 35 cal endar days after

receipt of the claimby the health insurer that is subnitted

by the provider using either hand delivery, the United States

mai |, or a reputable overnight delivery service. The

i nvestigation and deternmnation of eligibility for paynent,

i ncl udi ng any coordi nati on of any other paynents, does not

extend the tinme periods specified in this paragraph.

(b) A health insurer that denies or contests a

provider's claimor any portion of a claimshall notify the
10
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provider within 35 cal endar days after the health insurer

receives the claim if submitted by hand delivery, United

States mail, or overnight delivery service, or within 15

cal endar days after the health insurer receives the claimif

submitted by electronic neans, that the claimis contested or

deni ed. The notice that the claimis contested or deni ed shal

identify the contested portion of the claimand the specific

reason for contesting or denying the claimand, if contested,

shall give the provider a witten itenization of any

addi tional information or additional docunents needed to

process the claimor any portion of the claimthat is not

bei ng paid. The health insurer shall pay or deny the claimor

portion of the claimwithin 35 cal endar days after receipt of

the information. A health insurer nay not nake nore than one

request under this paragraph in connection with a claim

unl ess the provider fails to submit all of the requested

information to process the claim in which case the health

i nsurer nay provide the health care provider with one

addi tional opportunity to subnit the additional infornmation

needed to process the claim

(c) |If a health insurer requests additiona

information or additional docunents froma person other than

the provider who subnmitted the claim the health insurer shal

provide a copy of the request to the provider who submitted

the claim The health insurer may not w thhol d paynent

pendi ng recei pt of information or docunents requested under

this paragraph. A health insurer may not deny or wi thhold

payrment on a cl ai m because the insured has not paid a required

deducti bl e or copaynent.

(3) Paynent of a claimis considered nade on the date

the paynent is received, electronically transferred, or
11
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ot herwi se delivered. An insurer that does not pay a cl ai m when

payrment is due as provided in subsection (4) shall pay the

provider subnmitting the claimthe provider's billed charges

subm tted on the claim

(4) A health insurer shall pay or deny any cl aimno

| ater than 50 cal endar days after receiving the claimif the

claimis submtted electronically, or no later than 70

cal endar days if the claimis subnitted by hand delivery,

United States mail, or a reputable overnight delivery service.

Failure to pay or deny a claimwi thin such tinme periods

creates an uncontestable obligation of the health insurer to

pay the claimto the provider. The running of the tine

specified in this subsection shall be tolled by the nunber of

days taken by the provider who subnmitted the claimto submt

the additional information requested by the insurer pursuant

to paragraph (2)(b).

(5) |If, as aresult of retroactive review of coverage

deci sions or paynent levels, a health insurer determ nes that

the i nsurer has nade an overpaynent to a provider for services

rendered to an insured, the insurer may not reduce paynent to

that provider for other services. The | ook-back or audit

review period may not exceed 1 year fromthe date of discharge

or 1 year fromthe date the health service was provided

(6) A provider claimfor paynent shall be considered

received by the health insurer, if the claimhas been

el ectronically transnitted to the health insurer, when receipt

is verified electronically; if the claimis nmailed by United

States mail to the address disclosed by the insurer, on the

date indicated on the return receipt; or, if the claimis hand

delivered, on the date the delivery receipt is signed by the

health insurer. A health insurer shall not require a provider
12
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to resubnmit a claimfor paynment if the claimhas been received

by the insurer. A provider shall wait 35 cal endar days

following receipt of a claimbefore subnitting a duplicate

claim
(7) A health insurer shall provide a provider or the

provider's designee, who bills electronically, electronic

acknowl edgnent of the receipt of a claimwithin 24 hours after

receipt.
(8) A health insurer may not retroactively deny a

cl ai m because of subscriber ineligibility.

(9)(a) Wthout regard to any other renedy or relief to

which a provider is entitled, any provider aggrieved by a

violation of this section by a health insurer nay bring an

action to enjoin a person who has violated, or is violating,

this section. In any such action, the provider who has

suffered a loss as a result of the violation nay recover any

anmounts due the provider by the health insurer, including

accrued interest, plus attorney's fees and costs as provided

i n paragraph (b).

(b) In any action arising out of a violation of this

section by a health insurer where the health insurer is found

to have violated this section, the provider, after judgnent in

the trial court and after exhausting all appeals, if any,

shal|l receive his or her reasonable attorney's fees and costs

fromthe health insurer

(10) The provisions of this section apply to contracts
entered into pursuant to ss. 627.6471 and 627. 6472.
(11) The provisions of this section nmay not be waived,

voided, or nullified by contract.
Section 4. Subsection (3) is added to section 627.614,
Fl orida Statutes, to read

13
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1 627.614 Paynent of clains.--
2 (3) Aninsured is entitled to pronpt paynent from an
3| insurer for clains subnitted for a covered service. |If the
4 claimis submtted electronically by the insured or on the
5]insured s behalf, the claimshall be paid to the insured
6 | within 15 days or the insurer shall advise the insured of what
7| additional information is required to adjudicate the claim
8| After receipt of the additional information, the insurer shal
9| pay the claimwithin 10 days. If the claimis subnmitted by
10| electronic facsimle, United States mamil, or overnight
11 | delivery service, the insurer shall pay the claimwthin 30
12 | days or the insurer shall advise the insured of what
13| additional information is required to adjudicate the claim
14 | After receipt of the additional information, the insurer shal
15| pay the claimwithin 10 days. |If the insurer fails to pay a
16 | claimsubnitted by an insured within the tinme periods
17 | specified in this subsection, the insurer shall pay the
18 | insured twice the anbunt of the claim Failure to pay clains
19 | and penalties, if applicable, within the tinme periods
20 | specified in this subsection is a violation of the insurance
21 | code and each occurrence shall be considered a separate
22 | viol ation.
23 Section 5. Section 627.6142, Florida Statutes, is
24 | created to read:
25 627.6142 Treatnent authorization; paynent of clains.--
26 (1) For purposes of this section, "authorization"
27 | includes any requirenent of a provider to notify an insurer in
28 | advance of providing a covered service, regardl ess of whether
29 | the actual terninology used by the insurer includes, but is
30| not limted to, preauthorization, precertification
31| notification, or any other sinilar term nol ogy.

14
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1 (2) A health insurer that requires authorization for

2| nedical care or health care services shall provide to each

3| provider with whomthe health i nsurer has contracted pursuant
4|to s. 627.6471 or s. 627.6472 a list of the nedical care and
5| health care services that require authorization and the

6 | authorization procedures used by the health insurer at the

7| tinme a contract becones effective. A health insurer that

8 | requires authorization for nedical care or health care

9| services shall provide to all other providers, not later than
10| 10 working days after a request is nade, a list of the nedica
11| care and health care services that require authorization and
12 | the authori zation procedures established by the insurer. The
13 | nedical care or health care services that require

14 | aut hori zation and the authorization procedures used by the

15| insurer shall not be nodified unless witten notice is

16 | provided at | east 30 days in advance of any changes to al

17 | affected insureds as well as to all contracted providers and
18 | all other providers that had previously requested in witing a
19| list of nedical care or health care services that require

20 | aut hori zati on.

21 (3) Any claimfor treatnent that does not require

22 | authori zation that is ordered by a physician and entered on
23| the nedical record may not be deni ed.

24 (4)(a) Any claimfor treatnent may not be denied if a
25 | provider follows the health insurer's published authorization
26 | procedures and receives authorization, unless the provider

27 | subnmits information to the health insurer with the willfu

28 |intention to nmisinformthe health insurer

29 (b) Upon receipt of a request froma provider for

30| authorization, the health insurer shall issue a determ nation
31| indicating whether the service or services are authorized. The

15
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determ nation shall be transmitted to the provider naking the

request in witing no later than 8 hours after the request is

nmade by the provider. |If the health insurer denies the request

for authorization, the health insurer shall notify the insured

at the sane tine the insurer notifies the provider requesting

the authorization. A health insurer that fails to respond to a

request for an authorization pursuant to this paragraph within

8 hours is considered to have authorized the requested nedica

care or health care service and paynent shall not be deni ed.

(5) |If the proposed nedical care or health care

service or services involve an inpatient adnission and the

health insurer requires an authorization as a condition of

payrment, the health insurer shall review and issue a witten

or electronic authorization for the total estimated | ength of

stay for the adm ssion, based on the reconmendation of the

patient's physician. If the proposed nedical care or health

care service or services are to be provided to an i nsured who

is an inpatient in a health care facility and authorization is

required, the health insurer shall issue a witten

determ nation indicating whether the proposed services are

aut hori zed or denied no later than 1 hour after the request is

nmade by the provider. A health insurer who fails to respond to

such request within 1 hour is considered to have authori zed

t he requested nedical service or health care service and

payrment shall not be deni ed.

(6) Energency services and care are subject to the

provisions of s. 641.513 and are not subject to the provisions

of this section, including any inpatient adnission required in

order to stabilize the patient pursuant to federal and state

| aw.

16
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1 (7) The provisions of this section may not be wai ved,

2| voided, or nullified by contract.

3 (8) The provisions of this section apply to contracts

4| entered into pursuant to ss. 627.6471 and 627.6472.

5 Section 6. Paragraph (h) of subsection (4) of section

6| 627.6471, Florida Statutes, is anended to read:

7 627.6471 Contracts for reduced rates of paynent;

8| limtations; coinsurance and deducti bl es. --

9 (4) Any policy that provides schedul es of paynents for
10 | services provided by preferred providers that differ fromthe
11 | schedul es of paynents for services provided by nonpreferred
12 | providers is subject to the following linitations:

13 (h) Each preferred provider shall be given a |list of
14 ) all payors with whomthe insurer has entered into agreenents
15 ) to use the services of the preferred provider and no

16 | addi ti onal payors shall be added to the agreenent unl ess

17 | approved by the preferred provider. Neither the insurer nor
18 | the insurer's clains admnistrator shall disclose contract

19 | rate information without the witten approval of the preferred
20 | provi der . H—any——setrviece—or—t+reatwent—+s—not—wthin—the—scope
21 | ef—services—provided—by—thenetwork—of—preferredproviders,
22 | but—s—wi-thin—the—scope—of—services—or—treatnent—coveret—by
23 | the—pobey—the—serviece—or—treatent—shatH—beretrnbursed—at—a
24 | rate—not—tess—than—16—percentagepoints—tower—than—the

25 . .

26

27

28 Section 7. Section 627.662, Florida Statutes, is

29 | anended to read:

30

31

17
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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 627.4235, relating to coordi nation of

benefits.

(7) Section 627.614, relating to paynent of cl ai ns.

(8) Section 627.6142, relating to treatnent
aut hori zati ons.

(9) t6) Section 627.645(1), relating to denial of
cl ai ms.

(10) 7 Section 627.613, relating to tine of paynent
of cl ai ms.

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

(12) 9) Section 627.6472, relating to exclusive
provi der organi zati ons.

(13) (16) Section 627.6473, relating to conbi ned
preferred provider and excl usive provider policies.

(14) (1) Section 627.6474, relating to provider
contracts.

Section 8. Paragraph (m is added to subsection (1) of
section 641.185, Florida Statutes, to read:
18
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1 641. 185 Heal th nmi ntenance organi zati on subscri ber
2| protections. --
3 (1) Wth respect to the provisions of this part and
4| part IIl, the principles expressed in the followi ng statenents
5| shall serve as standards to be foll owed by the Departnent of
6 | Insurance and the Agency for Health Care Administration in
7 | exercising their powers and duties, in exercising
8 | adm nistrative discretion, in admnistrative interpretations
9] of the law, in enforcing its provisions, and in adopting
10 | rul es:
11 (m A health maintenance organi zati on subscriber is
12 | entitled to pronpt paynment fromthe organi zati on whenever a
13 | subscri ber pays an out-of-network provider for a covered
14 | service and then submits a claimto the organization. If the
15 ) claimis submtted electronically by the subscriber or on the
16 | subscriber's behalf by the out-of-network provider, the claim
17 | shall be paid to the subscriber within 15 days or the
18 | organi zati on shall advi se the subscri ber of what additiona
19 | information is required to adjudicate the claim After receipt
20| of the additional infornmation, the organi zation shall pay the
21| claimwithin 10 days. If the claimis subnitted by United
22| States mail or overnight delivery service, the organization
23| shall pay the claimwithin 30 days or the organi zati on shal
24 | advi se the subscriber of what additional information is
25| required to adjudicate the claim After receipt of the
26 | additional infornmation, the organi zation shall pay the claim
27 | within 10 days. If the organization fails to pay clains
28 | submitted by subscribers within the tine periods specified in
29 | this paragraph, the organi zati on shall pay the subscriber
30| twice the amount of the claim Failure to pay clains and
31| penalties, if applicable, within the tine periods specified in

19
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1| this paragraph, is a violation of the insurance code and each
2 | occurrence shall be considered a separate violation

3 Section 9. FEffective Cctober 16, 2002, subsection (1)
4 | of section 641.30, Florida Statutes, is anended to read:

5 641.30 Construction and relationship to other |aws.--
6 (1) Every health maintenance organi zation shall accept
7 | the standard—heatth claimformprescribed pursuant to s.

8 | 641. 3155 62764+

9 Section 10. Effective October 16, 2002, section

10 | 641. 3155, Florida Statutes, is anended to read:

11 641. 3155 Paynment of clains.--

12 (1)(a) As used in this section, the term"etean claint
13| for a noninstitutional provider neans a paper or electronic
14 | billing instrunent that consists of the HCFA 1500 data set

15| that has all nmandatory entries for a physician |licensed under
16 | chapter 458 or chapter 459 or other appropriate formfor any
17 | other noninstitutional provider, or its successor. For

18 | institutional providers, "clain neans a paper or electronic
19 | billing instrunent that consists of the UB-92 data set or its
20 | successor that has all nmandatory entries. etarmsubritted—on—a
21 | HEFA—1560Fformwhi-ch—hasno—defect—or—inpropriety—inctuding
22 | tack—of—reqgui+ed—substantating—docurrentation—for

23 I o I . ’ e

24 . - ol hied el
25 i A [ i By

26

27

28

29

30

31
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(b) te) The departnment shall adopt rules to establish
claimforns consistent with federal claimfiling standards for

heal t h mai nt enance organi zations required by the Secretary of

the United States Departnent of Health and Human Servi ces

federal—Heatth—CareFHnancing—Admni-strat+on. The depart nment

shal | may adopt rules to require code sets consistent with

code sets adopted by the Secretary of the United States

Departnent of Health and Human Services. The code sets shal

apply to electronic clains. A code set, as defined by the

secretary, shall include both the codes and the descriptors of

t he codes and shall also include, but not be limted to:

1. Medical data code sets, including the Internationa

Cl assification of Diseases, the HCFA Conmon Procedure Codi ng

System and current procedure term nol ogy, and the HCFA Conmon

Procedure Coding Systemfor supplies or other itens used in

heal th care services.

2. Health care clains or equival ent encounter

information for professional and institutional health care

cl ai ms.
3. Eligibility for a health plan standard.

4. Referral certification and authorization standard.

5. Heal th care claimstatus standard
21
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6. Health care paynent and rem ttance advi ce standard.
7. Enrollnment and disenrollnent in a health plan

st andar d.
8. Coordination of benefits standard.
9. Revenue codes used by Medicare for processing

cl ai ms

10. National Correct Coding Initiative edits used by

(c) Al providers and payors shall use the standard

code sets defined for their area of operation by the Secretary

of the United States Departnent of Health and Human Servi ces

for the filing and adj udication of electronic clainms. The

version of the code set shall be the version that is valid at

the tine the health care is furnished, defined as the date of

di scharge for inpatient services and date of service for

health care provided in an outpatient or anbul atory setting.

(2)(a) A health nmmintenance organi zation shall pay any
eteanr claimor any portion of a etean claimnade by a contract
provider for services or goods provided under a contract with
t he heal th nmai ntenance organi zation or a eteant claimnade by a
noncont ract provider which the organi zati on does not contest
or deny,within 15 35 days after receipt of the claimby the
heal t h mai nt enance organi zati on which i s maited——or
electronically subnitted transferred by the provider, or
within 35 cal endar days after receipt of the claimby the

heal t h mai nt enance organi zation that is submitted by the

provider using either hand delivery, the United States mail,

or a reputable overnight delivery service. The investigation

and determination of eligibility for paynent, including any
22
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coordi nati on of any other paynents, does not extend the tine

peri ods contained in this paragraph

(b) A health nmai ntenance organi zation that denies or
contests a provider's claimor any portion of a claimshal
notify the provi der—na—witing;-wi thin 35 cal endar days after
t he heal th mai nt enance organi zation receives the claim if

subm tted by hand delivery, United States mail, or overnight

delivery service, or within 15 cal endar days after the health

nmai nt enance organi zation receives the claimif submtted by

electronic nmeans,that the claimis contested or denied. The

notice that the claimis denied or contested nust identify the
contested portion of the claimand the specific reason for
contesting or denying the claim and, if contested, nust give

the provider a witten itenization of any inetude—a—+eguest

foer additional information or additional docunents needed to

process the claimor any portion of the claimthat is not
bei ng pai d. H—theprovider—submts—addittoenat—information,
I d ithi I F . f
’ L I eakd F heint .
the—heatth—raintenance—organizati-on—The heal t h nmai nt enance

organi zation shall pay or deny the claimor portion of the

claimwithin 35 cal endar 45 days after receipt of the
information fromthe provider. A health nmintenance

organi zati on may not nmake nore than one request under this

paragraph in connection with a claim unless the provider

fails to subnmit all of the requested information to process

the claim in which case the health nai nt enance organi zation

may provide the health care provider with one additional

opportunity to subnit the additional information needed to

process the claim

23
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(c) |If a health nmintenance organi zati on requests

additional information or additional docunents from a person

ot her than the provider who subnitted the claim the health

nmai nt enance organi zati on shall provide a copy of the request

to the provider who submitted the claim The health

nmai nt enance organi zati on shall not w thhold paynent pending

recei pt of information or docunents requested under this

paragraph. |If, upon receiving i nfornmation or docunents

requested under this paragraph, the health mai nt enance

organi zation deternines the existence of an error in paynent

of the claim the health nmmi ntenance organi zati on nmay recover

t he paynent under subsection (5).

(d) A health maintenance organi zati on shall not deny

or withhold paynment on a cl ai m because the insured has not

paid a requested deductible or copaynent.

(3) Paynent of a claimis considered nmade on the date
t he paynent was received or electronically transferred or
ot herwi se delivered. An insurer that does not pay a cl ai m when

payrment is due as provided in subsection (4) shall pay the

provider subnitting the claimthe full anount of the

provider's billed charges subnmtted on the claimor tw ce the
provider's contracted rate, whichever is |ess. An—overdue

F eirrd oo I F

pereent—per—year—tHnterest—on—an—overduepayrent—For—a—ctean
Lo F I . F I L airbed

teo—aceruve—on—the—36th—day—after—the—ctarmhas—been—receivett
e . o T ey Lo

(4) A health nmaintenance organi zation shall pay or

deny any claimno later than 50 cal endar 26 days after
receiving the claimif the claimis submtted electronically

or no later than 70 cal endar days if the claimis submtted by
24
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hand delivery, United States nmil, or a reputable overnight

delivery service. Failure to pay or deny a claimw thin such

time periods de—so creates an uncontestable obligation for the

heal t h mai nt enance organi zation to pay the claimto the
provider. The running of the tine specified in this subsection

shall be tolled by the nunber of days taken by the provider

who submitted the claimto submt the additional information

requested by the health mai nt enance organi zati on pursuant to

par agraph (2)(b).

(5)(a) If, as a result of retroactive review of
coverage deci sions or paynent |evels, a health naintenance
organi zation deternines that it has made an overpaynent to a
provider for services rendered to a subscriber, the
organi zation nmust nake a claimfor such overpaynent. The
organi zation may not reduce paynent to that provider for other
services unless the provider agrees to the reduction in
witing after receipt of the claimfor overpaynent fromthe

heal t h mai ntenance organi zation or fails to respond to the

organi zation's claimas required in this subsection

(b) A provider shall pay a claimfor an overpaynent
made by a heal th nmmai nt enance organi zati on which the provider
does not contest or deny within 15 cal endar 35 days after
receipt of the claimthat is matted—or electronically
transferred to the provider, or within 35 cal endar days after

receipt of the claimthat is subnmitted to the provider using

either United States mail or a reputable overnight delivery

servi ce.
(c) A provider that denies or contests an
organi zation's claimfor overpaynent or any portion of a claim
shall notify the organization, in witing, within 35 cal endar
days after the provider receives the claimif the claimis
25
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submitted by United States nmail or overnight delivery service

or within 15 cal endar days after the provider receives the

claimif the claimis electronically transferred to the

provider,that the claimfor overpaynent is contested or

deni ed. 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 claim and,
if contested, nust include a request for additiona
information. |f the organization subnits additiona
information, the organization nmust, within 21 cal endar 35 days
after receipt of the request, mail or electronically transfer
the information to the provider. The provider shall pay or
deny the claimfor overpaynent within 30 cal endar 45 days
after receipt of the information.

(d) Paynent of a claimfor overpaynent is considered
made on the date paynent was received or electronically
transferred or otherwi se delivered to the organization, or the
date that the provider receives a paynent fromthe
organi zation that reduces or deducts the overpaynent. An
overdue paynent of a claimbears sinple interest at the rate
of 18 16 percent a year. Interest on an overdue paynent of a
claimfor overpaynment or for any uncontested portion of a
claimfor overpaynent begins to accrue on the 36th day after
the claimfor overpaynent has been received.

(e) A provider shall pay or deny any claimfor
overpaynent no later than 71 cal endar 426 days after receiving
the claimif subnitted electronically or no later than 91

cal endar days if the claimfor overpaynment is submtted by

United States mail or overnight delivery service. Failure to

do so creates an uncontestable obligation for the provider to
pay the claimto the organization
26
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(6) Any retroactive reductions of paynents or demands
for refund of previous overpaynents which are due to
retroactive revi ew of -coverage deci sions or paynent |evels
nmust be reconciled to specific clains unless the parties agree
to other reconciliation nethods and terns. Any retroactive
demands by providers for paynent due to underpaynents or
nonpaynents for covered services nust be reconciled to
specific clainms unless the parties agree to other
reconciliation methods and terms. The | ook-back or audit
review period shall not exceed 1 year may—be—specitfiedby—the
terns—of—the—<contract.

(7)(a) A provider claimfor paynment shall be

consi dered received by the health mai nt enance organi zati on
when receipt is verified electronically+if the claimhas been

el ectronically transnitted to the heal th nai ntenance
organi zation, on the date indicated on the return recei pt when

receipt—s—veri+ted—etectrontecatty—or—if the claimis nmailed
by United States nail to the address disclosed by the

organi zation, or on the date the delivery receipt is signed by

the heal th mai nt enance organi zation if the claimis hand

del i vered en—the—date—indicated—onther+returnreceirpt. A

heal t h mai nt enance organi zation shall not require a provider

to resubnmit a claimfor paynment if the claimhas been received

by the organi zation. A provider nust wait 45 cal endar days

following receipt of a claimbefore subnmitting a duplicate
claim

(b) A health maintenance organi zation claimfor
over paynent shall be considered received by a provider, if the
cl ai m has been electronically transmtted to the provider
when receipt is verified electronically or, if the claimis
mai l ed to the address disclosed by the provider, on the date

27
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indicated on the return receipt. A provider shall not require

a health mai ntenance organi zation to resubnmit a claimfor

payment if the claimfor overpaynment has been received by the

provi der. An organi zati on nust wait 45 cal endar days foll ow ng
the provider's receipt of a claimfor overpaynent before

submtting a duplicate claim

(8) A health maintenance organi zation shall provide a

provider, or the provider's designee who bills electronically,

el ectroni ¢ acknow edgnent of the receipt of a claimwthin 24
hours after receipt.Aprovider—or—theprovider—s—desighee,
ho—bitt I DN Lt ed I .
I Led ey . F Lo e I .

(9) A health maintenance organization may not

retroactively deny a claimbecause of subscriber ineligibility
more—than—1t—year—after—the—date—of payrent—of—the—<etean—ctaim

(10) A health nmintenance organi zation shall pay a
contracted prinmary care or admitting physician, pursuant to
such physician's contract, for providing inpatient services in
a contracted hospital to a subscriber, if such services are
determ ned by the organization to be nedically necessary and
covered services under the organi zation's contract with the
contract hol der.

(11)(a) Each policy issued by a health nmi ntenance

organi zation shall contain a provision for coordinating

benefits under the policy with any simlar benefits provided

by any ot her health mai nt enance organi zati on, group hospital

nedi cal, or surgical expense policy; any group health care

services plan; any auto nedical policy; any governnental
28
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nedi cal expense policy; or any group-type self-insurance plan

t hat provides protection or insurance agai nst hospital

nedi cal, or surgical expenses for the sane | oss.

(b) A policy issued by a health nai ntenance

organi zation shall contain a provision whereby the health

nmai nt enance organi zati on nmay reduce or refuse to pay benefits

ot herwi se payabl e under the policy solely due to the existence

of simlar benefits provided under insurance policies issued

by the sane or another health mai ntenance organi zati on

insurer, health care services plan, or self-insurance plan if

the simlar benefits provide protection or insurance agai nst

hospital, nedical, or surgical expenses only if, as a

condition of coordinating benefits with another insurer, 100

percent of the total covered changes described in the policies

and presented for paynent are paid.

(c) |If a subscriber fails to furnish the provider with

the correct nane and address of the subscriber's primary

prepaid health plan, group hospital, nedical, or surgica

expense policy, group health care services plan, or group-type

sel f-insurance plan that provides protection or insurance

agai nst hospital, nedical, or surgical expenses delivered or

i ssued for delivery in this state, and the claimis submtted

to a secondary prepaid health plan or insurer and is

subsequently rejected, the provider has 60 cal endar days from

the date the provider obtains the correct billing i nfornmation

for the primary or secondary insurer or prepaid health plan to

submt the claim regardl ess of any tinme periods for

subm ssion of clains established by any applicable contract.

For the purposes of this subsection, "insurer" includes

persons contracting with preferred provider networks pursuant

29
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25-2
to s. 627.6471 and excl usive provider networks pursuant to s.

627. 6472.
(12)(a) Wthout regard to any other renedy or relief

to which a provider is entitled, any provider aggrieved by a

violation of this section by a health naintenance organi zation

may bring an action to enjoin a person who has violated, or is

violating, this section. In any such action, the provider who

has suffered a loss as a result of the violation nmay recover

any anounts due the provider by the health nai ntenance

organi zation, including accrued interest, plus attorney's fees

and costs as provided in paragraph (b).

(b) In any action arising out of a violation of this

section by a health nmintenance organi zation in which the

heal t h mai nt enance organi zation is found to have violated this

section, the provider, after judgnent in the trial court and

after exhausting all appeals, if any, shall receive his or her

reasonabl e attorney's fees and costs fromthe health

nai nt enance organi zati on

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

voided, or nullified by contract.
Section 11. Section 641.3156, Florida Statutes, is
anended to read:

641. 3156 Treatnent authorization; paynent of clains.--
(1) For purposes of this section, "authorization"

i ncludes any requirenent of a provider to notify a health

nmai nt enance organi zati on in advance of providing a covered

service, regardl ess of whether the actual terninol ogy used by

t he organi zation includes, but is not limted to,

preaut horization, precertification, notification, or any other

simlar term nol ogy.

30
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1 (2) A health maintenance organi zation that requires

2 | authorization for nedical care and health care services shal
3| provide to each contracted provider at the tine a contract is
4] signed a list of the nedical care and health care services

5] that require authorization and the authorizati on procedures

6 | used by the organi zation. A health mai ntenance organi zati on

7| that requires authorization for nedical care and health care
8 | services shall provide to each noncontracted provider, not

9] later than 10 working days after a request is nmade, a list of
10| the nedical care and health care services that require

11 | aut hori zation and the authorization procedures used by the

12 | organi zation. The list of nedical care or health care services
13| that require authorization and the authorization procedures
14 | used by the organi zation shall not be nodified unless witten
15| notice is provided at |east 30 days in advance of any changes
16 | to all subscribers, contracted providers, and noncontracted
17 | providers who had previously requested a list of nedical care
18 | or health care services that require authorization

19 (3) Any claimfor treatnment that does not require an
20 | authori zation for a covered service that is ordered by a
21 | contracted physician may not be deni ed. Aheatth—raintenance
22 . . . . .
23
24
25
26
27
28
29
30
31
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(4)(a){2r Aclaimfor treatnent may not be denied if a
provider follows the health mai ntenance organi zation's
aut hori zati on procedures and receives authorization for a
covered service for an eligible subscriber, unless the
provider provided information to the health nmai ntenance
organi zation with the willful intention to nisinformthe
heal t h mai nt enance organi zati on
(b) On receipt of a request froma provider for

aut hori zati on pursuant to this section, the health nai ntenance

organi zation shall issue a determ nation indicating whether

the service or services are authorized. The determ nati on nust

be transnitted to the provider naking the request in witing

no later than 8 hours after the request is made by the

provider. If the organi zati on denies the request for an

aut hori zation, the heal th mai nt enance organi zati on nust notify

the subscriber at the sane time when notifying the provider

requesting the authorization. A health nai ntenance

organi zation that fails to respond to a request for an

aut hori zation froma provider pursuant to this paragraph is

consi dered to have authorized the requested nedical care or

health care service and paynent may not be deni ed.

(5) |If the proposed nedical care or health care

service or services involve an inpatient adnission and the

heal t h mai nt enance organi zation requires authorization as a

condi ti on of paynent, the health nmmi ntenance organi zation

shall issue a witten or electronic authorization for the

total estimated length of stay for the adnmission. If the

proposed nedical care or health care service or services are

to be provided to a patient who is an inpatient in a health

care facility at the tine the services are proposed and the

nedi cal care or health care service requires an authori zation
32
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t he heal th mai nt enance organi zation shall issue a

determ nation indicating whether the proposed services are

authorized no later than 1 hour after the request by the

health care provider. A health naintenance organi zation that

fails to respond to such request within 1 hour is considered

to have authorized the requested nedical care or health care

servi ce and paynent nay not be deni ed.

(6) 3> Energency services are subject to the
provisions of s. 641.513 and are not subject to the provisions
of this section, including any inpatient adnission required in

order to stabilize the patient pursuant to federal and state

| aw.
(7) The provisions of this section may not be wai ved,

voided, or nullified by contract.
Section 12. 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,
627.66121, 627.66122, 627.6615, 627.6616, and 627.662(9) {6).
Thi s subsection does not allow an authorized insurer to issue
a group health insurance policy or certificate which does not
conmply with this part.

Section 13. FEffective October 16, 2002, section
627.647, Florida Statutes, is repeal ed.

33
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1 Section 14. Except as otherw se provided in this act,

2| this act shall take effect October 1, 2002.

3

4 EE IR b S b b I S S b S I S b b S I b R B S b

5 LEGQ SLATI VE SUWWARY

6
I ncludes preferred provider organi zations within_the

7 definition of managed care argani zation and provi des for
filing unresolved internal diSpute-resolution processes

8 with a dispute-resolution organization. Provides for
coordi nation of benefits undér multiple health insurance

9 policies regardl ess of tine periods. Revises tinme of
Paynent of Clains provisions. Requires the Departnent of

10 nsurance to adopt insurance claimfiling rules
consistent with federal standards and provides

11 requi renents and procedures for paynent or denial of
clainms. Entitles I nsureds and heal th mai nt enance

12 organi zati on_subscribers to pronﬁt_paynent of clains for
covered services. Requires health insurers and health

13 mai nt enance orﬂanlzatlons_to provide lists of nedical
care and health care services that require authorization

14 and provi des procedural requirenments for determnation
and i1 ssuance of authorizations for services. Revises

15 [imtations on policies providing differing schedul es of
payrments for preferred provider Services and nonpreferred

16 provi der services. Applies coordination of benefits,
payrment of clains, and treatnment authorizations

17 provisions to grouP bl anket, and franchi se health

18 i nsurance. (Seé bill for details.)

19

20

21

22

23

24

25

26

27

28

29

30

31
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