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By Senator Massullo
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A bill to be entitled
An act relating to insurance claims payments to health
care providers; creating s. 627.4193, F.S.; defining
terms; prohibiting payment adjudicators from
downcoding health care services under certain
circumstances; providing exceptions; requiring payment
adjudicators to provide certain information to the
provider; prohibiting payment adjudicators from
downcoding a service under certain circumstances;
prohibiting payment adjudicators for downcoding orders
by a licensed nurse; specifying that payment
adjudicators are solely responsible for certain
violations of law; requiring payment adjudicators to
maintain downcoding policies on their websites;
specifying requirements for such policies; requiring
health insurers to ensure that their downcoding
policies are updated and to ensure compliance with
specified provisions on downcoding; authorizing
investigations and actions against noncompliance;
providing certain presumption in favor of physicians’
determinations regarding diagnoses of patients and
service orders; providing the calculation of interest
on health insurers’ nonpayment or underpayment due to
downcoding; providing a cause of action for health
care providers; amending s. 627.42392, F.S.; defining
terms; revising the definition of the term “health
insurer”; requiring certain utilization review
entities to only use a certain prior authorization

form; deleting provisions related to pharmacy benefits
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managers’ or health insurers’ requirement to use a
specified prior authorization form; requiring
utilization review entities to establish and offer a
specified electronic prior authorization process;
specifying requirements for such process; specifying
that the provider is deemed to have supplied all
information necessary for prior authorization under
certain circumstances; specifying that additional
information is deemed unnecessary under certain
circumstances; prohibiting utilization review
entities’ prior authorization process from requiring
information that is not needed; requiring utilization
review entities to disclose all prior authorization
requirements and restrictions; requiring such
requirements and restrictions to be explained in a
specified manner; prohibiting utilization review
entities from implementing certain new requirements or
restrictions; providing exceptions; providing
reporting requirements; requiring the Office of
Insurance Regulation to publish on its website a
report based on such entities’ reports; providing
requirements for adverse determinations made by such
entities on health care providers’ claims; providing a
timeframe for such entities’ determination on claims;
prohibiting prior authorization requirements under
certain circumstances; prohibiting prior authorization
revocations, limits, conditions, and restrictions
under certain circumstances; providing exceptions;

providing a timeframe for the wvalidity of prior
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authorizations under certain circumstances; providing
construction; amending ss. 627.6131 and 641.3155,
F.S.; defining terms; revising the definition of the
term “claim”; revising requirements and timeframes for
responses from health insurers and health maintenance
organizations, respectively, to submitted claims;
revising the interest rate on overdue payments of
claims; authorizing health care providers to refuse to
participate in internal dispute resolution processes
under certain circumstances; prohibiting health
insurers and health maintenance organizations,
respectively, from retrospectively, rather than
retroactively, denying claims because of insured and
enrollee ineligibility beyond a specified timeframe;
revising such timeframe; revising applicability;
providing construction; prohibiting health insurers
and health maintenance organizations, respectively,
from requesting or requiring certain information from
health care providers under certain circumstances;
providing causes of action for health care providers
under certain circumstances; amending s. 395.1065,
F.S.; conforming cross-references; providing an

effective date.

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

Section 1. Section 627.4193, Florida Statutes, is created

to read:

©627.4193 Restrictions on health insurance reimbursement
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88 downcoding.—
89 (1) As used in this section, the term:
90 (a) “Downcode” or “downcoding” means the alteration by a

91| payment adjudicator of a service code to another service code or

92 the alteration, addition, or deletion by a payment adjudicator

93 of a modifier, when the changed code or modifier is associated

94| with a lower payment amount than the service code or modifier

95| billed by the provider or facility.

96 (b) “Health insurer” means any entity that offers health

97 insurance coverage, whether through a fully insured plan or

98 self-insured plan or fund, including, as applicable:

99 1. An authorized health insurer offering health insurance

100 as defined in s. 624.603, as well as any entity that offers a

101 commercial self-insurance fund as defined in s. 624.462(2) or

102 group self-insurance fund as described in s. 624.4621.

103 2. A health insurer that is subject to any provision of

104 this chapter, as well as any entity that offers a self-insurance

105| plan or a group self-insurance plan.

106 3. A managed care plan as defined in s. 409.962.

107 4. A health maintenance organization as defined in s.
108 641.19.

109 (c) ™“Medical record” means the comprehensive collection of

110 documentation, including clinical notes, diagnostic reports, and

111 other relevant information, which supports the health care

112 services provided.

113 (d) “Participation agreement” means a written contract or

114 agreement between a health insurer and a provider which outlines

115 the terms and conditions of participation, reimbursement rates,

1106 and other relevant details.
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117 (e) “Payment adjudicator” means a health insurer or any

118 entity that provides, offers to provide, or administers payment

119 on behalf of a health insurer, as well any pharmacy benefit

120 manager as defined in s. 624.490(1), and any other individual or

121| entity that provides, offers to provide, or administers payment

122 for hospital services, outpatient services, medical services,

123| prescription drugs, or other health care services to a person

124 treated by a health care professional or facility in this state

125 under a policy, plan, or contract.

126 (f) “Provider” means any health care professional,

127 facility, or entity that submits claims for reimbursement for

128 covered health care services.

129 (2) Payment adjudicators are prohibited from downcoding a

130 health care service billed by, or on behalf of, a provider, if

131 the health care service was ordered by a provider that is in-

132| network with the applicable health insurer, unless such

133 downcoding i1s otherwise expressly permitted under the

134| participation agreement between the health insurer and the

135| provider.
136 (3) If downcoding is expressly permitted under the

137| participation agreement, the payment adjudicator must provide

138 the following information to the provider before making its

139| initial payment or notice of denial of payment:

140 (a) A statement indicating that the service code or

141| modifier billed by the provider or facility will be downcoded.

142 (b) An explanation detailing the reasons for downcoding the

143 claim. This explanation must include a clear description of the

144 service codes or modifiers that were altered, added, or deleted,

145 if applicable.
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146 (c) The payment amount that the payment adjudicator would

147 otherwise make if the service code or modifier is not downcoded.

148 (d) A statement that the provider may contest the

149| downcoding of the applicable service code or modifier by filing

150 a contestation with the payment adjudicator with respect to the

151| downcoding within 15 days after receipt of the notice of

152 downcoding.

153 (e) A statement that by contesting the downcoding of the

154| applicable service code or modifier, the provider does not waive

155| any of its legal rights and claims against the health insurer or

156| payment adjudicator to the fullest extent permissible under law.

157 (4) Even if the participation agreement expressly permits

158 downcoding, a payment adjudicator is prohibited from downcoding

159 a service without first conducting a review of the associated

160| medical record to ensure the accuracy of the coding change.

161 (5) A payment adjudicator is prohibited from downcoding for

162 orders by a licensed nurse.

163 (6) Notwithstanding any provision in this section, a

164| payment adjudicator that proceeds to downcode a service code or

165 modifier, regardless of whether such downcoding is contested by

166 the provider, is solely responsible for any violations of law

167 associated with such downcoding.

168 (7) Payment adjudicators are required to maintain clear and

169| accessible downcoding policies on their official website. These

170| policies must include:

171 (a) An overview of the circumstances under which downcoding

172 may OCcur.

173 (b) The process and criteria used for conducting reviews of

174 downcoded claims, including the role of medical record review.
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175 (c) Information about the internal mechanisms for ensuring

176 consistency and accuracy in downcoding practices.

177 (d) Information regarding the processes for contesting with

178| the payment adjudicator the downcoding of a service code, which

179| processes must offer appeal rights for the provider and the

180| patient, and peer review by a licensed physician before the

181 downcoding.

182 (8) Health insurers shall ensure that their downcoding

183| policies are updated as needed to reflect any changes in

184 regulations, industry standards, or internal procedures.

185 (9) Health insurers shall ensure compliance with this

186 section and shall develop internal procedures to implement and

187 adhere to the requirements outlined in this section.

188 (10) Regulatory authorities, including, but not limited to,

189 the Office of Insurance Regulation, may investigate and take

190 appropriate actions in cases of noncompliance with this section.

191 (11) When a particular health care service is ordered by a

192 licensed physician, there is a presumption that the physician’s

193 determination regarding the diagnosis of the patient and any

194 service order by the physician is correct and sufficient, absent

195| a coding error which the health insurer must first verify with

196 the physician before downcoding for such error.

197 (12) If an applicable court, arbitration tribunal, or other

198| binding legal process determines that a claim was subject to an

199 inappropriate or impermissible downcoding, whether in breach of

200 contract, statute, common law, or otherwise, such that

201| nonpayment or underpayment of the original claim has occurred,

202 then in accordance with s. 627.6131, interest must be calculated

203| on the full total amount that should have been paid on the claim
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204 as of the applicable time period for payment specified in s.

205 627.6131.

206 (13) For a violation of this section, a provider shall have

207 a private cause of action to proceed against the health insurer

208 or payment adjudicator in the applicable tribunal for the

209 violation.

210 Section 2. Section 627.42392, Florida Statutes, i1s amended
211 to read:

212 627.42392 Prior authorization.—

213 (1) As used in this section, the term:

214 (a) “Adverse determination” means a decision by a health

215 insurer or utilization review entity that the health care

216 services rendered, or proposed to be rendered, to a patient are

217 denied, reduced, or terminated. The term does not include a

218| decision to deny, reduce, or terminate services that are

219| determined to have been billed in duplicate bills or that are

220 confirmed with the provider to have been billed in error.

221 (b) “Electronic prior authorization process” does not

2272 include transmissions through a facsimile machine.

223 (c) “Emergency health care service” means medical

224 screening, examination, and evaluation by a physician, or, to

225 the extent permitted by applicable law, by other appropriate

226| personnel under the supervision of a physician, to determine

2277| whether an emergency medical condition exists and, if it does,

228 the care, treatment, or surgery by a physician necessary to

229 relieve or eliminate the emergency medical condition, within the

230 service capability of the facility.

231 (d) “Emergency medical condition” means a medical condition

232| manifesting itself by acute symptoms of sufficient severity,
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233 including severe pain, such that a prudent layperson who

234| possesses an average knowledge of health and medicine could

235| reasonably expect the absence of immediate medical attention to

236| result in any of the conditions listed in s. 395.002(8).

237 (e) “Health insurer” means any entity that offers health

238 insurance coverage, whether through a fully insured plan or

239 self-insured plan or fund, including, as applicable:

240 1. An authorized health insurer offering health insurance

241 as defined in s. 624.603, as well as any entity that offers a

242 commercial self-insurance fund as defined in s. 624.462(2) or a

243| group self-insurance fund as described in s. 624.4621.

244 2. A health insurer that is subject to any provision of

245 this chapter, as well as any entity that offers a self-insurance

246| plan or a group self-insurance plan.

247 3. A managed care plan as defined in s. 409.962.

248 4. A health maintenance organization as defined in s.

249 641.19.

250 (f) “Prior authorization” means the process by which

251 utilization review entities determine the medical necessity or

252| medical appropriateness of otherwise covered health care

253 services before the rendering of such health care services. The

254 term also includes any requirement by a health insurer or

255| utilization review entity that an enrollee or a health care

256| provider notify the health insurer or utilization review entity

257| before the provision of a health care service.

258 (g) “Urgent health care service” means a health care

259 service that, if the timeframe for making a nonexpedited prior

260 authorization is applied, could, in the opinion of a physician

261| with knowledge of the patient’s medical condition:
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1. Seriously jeopardize the life or health of the patient

or the ability of the patient to regain maximum function; or

2. Subject the patient to severe pain that cannot be

adequately managed without the care, treatment, or prescription

drugs that are the subject of the prior authorization request.

(h) ™“Utilization review activity” means any activity

prospective to, concurrent with, or retrospective to the

provision of a nonemergency health care service, to determine

whether payment must be made in full or is subject to an adverse

determination. Utilization review activity is prohibited:

1. To the extent restricted or prohibited by an agreement

with a health care provider;

2. For an emergency health care service; or

3. For a service provided to a patient experiencing an

emergency medical condition.

(1) “Utilization review entity” means an entity permitted

under the applicable agreement with a health care provider or

otherwise permitted by a provider that does not have such an

agreement to perform utilization review activities or upon whose

behalf utilization review activities are performed, including,

as applicable:

1. An authorized health insurer offering health insurance

as defined in s. 624.603, as well as any entity that offers a

commercial self-insurance fund as defined in s. 624.462(2) or

group self-insurance fund as described in s. 624.4621.

2. A health insurer that is subject to any provision of

this chapter, as well as any entity that offers a self-insurance

plan or a group self-insurance plan.

3. A managed care plan as defined in s. 409.962.
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291 4. A health maintenance organization as defined in s.

292 641.19.

293 5. A pharmacy benefit manager as defined in s. 624.490(1).

294 6. Any other individual or entity that provides, offers to

295| provide, or administers payment for hospital services,

296 outpatient services, medical services, prescription drugs, or

297 other health care services to a person treated by a health care

298| professional or facility in this state under a policy, plan,

299 contract, or fund “keatthinsuvrer’ means—an auvthorized insurer
300 efferinghealth insurance—as—defined—Tn—s+—624-603—a managed
301 NN nlarn ~a A~ 2N o 400 Q2 (1 N) r o a4+l g A s
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304 utilization review entity that effeetive Janvary++—20++—oer s
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308| whieh does not provide an electronic prior authorization process
309 for use by its contracted providers may;—shatt only use the

310| prior authorization form that has been approved by the Financial
311 Services Commission for granting a prior authorization for a

312| medical procedure, course of treatment, or prescription drug

313| benefit. Such form must be no longer than may—rnet—exeeed two

314| pages in length, excluding any instructions or guiding
315 documentation, and must include all clinical documentation

316| necessary for the utilization review entity heatth—dnsurer to

317 make a decision. At a minimum, the form must include+—~3
318 sufficient patient information to identify the member, date of

319 birth, full name, and Health Plan ID number; +2) provider name,
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address and phone number; 433 the medical procedure, course of
treatment, or prescription drug benefit being requested,
including the medical reason therefor, and all services tried
and failed; 443> any laboratory documentation required; and +5)
an attestation that all information provided is true and
accurate.

(3) The Financial Services Commission, in consultation with
the Agency for Health Care Administration, shall adopt by rule
guidelines for all prior authorization forms which ensure the
general uniformity of such forms.

(4) A utilization review entity shall establish and offer a

secure, interactive online electronic prior authorization

process to accept electronic prior authorization requests. The

electronic prior authorization process must allow a person

seeking a prior authorization the ability to upload

documentation if such documentation is required by the

utilization review entity to adjudicate the prior authorization

request. Once a provider grants a health insurer access to a

patient’s electronic medical record, the provider is deemed to

have supplied all information necessary for prior authorization

of the health care service, including, without limitation, all

information that is reasonably required by the health insurer,

other than for an emergency health care service or for a service

provided to a patient who is experiencing an emergency medical

condition, in advance of the provision of service, and the

health insurer asserts is missing as of the date of such

service. Additional information or documentation, regardless of

whether the utilization review entity requests any additional

information, is deemed unnecessary, and deemed not required, for

Page 12 of 56

CODING: Words striekern are deletions; words underlined are additions.




349
350
351
352
353
354
355
356
357
358
359
360
361
362
363
364
365
366
367
368
369
370
371
372
373
374
375
376
377

Florida Senate - 2026 SB 1130

11-00698A-26 20261130

prior authorization of the health care service, and any request

for additional information or any position of the utilization

review entity or any third party acting on behalf of the

utilization review entity regarding any lack of information from

the provider is prohibited from being used to deny, pend, or

delay prior authorization of the health care service.

(5)4+4)> Electronic prior authorization approvals do not
preclude benefit verification or medical review by the health
insurer under either the medical or pharmacy benefits.

(6) A utilization review entity’s prior authorization

process is prohibited from requiring information that is not

needed to make a determination or facilitate a determination of

medical necessity of the requested medical procedure, course of

treatment, or prescription drug benefit.

(7) A utilization review entity shall disclose all of its

prior authorization requirements and restrictions, including any

written clinical criteria, in a publicly accessible manner on

its website. These requirements and restrictions must be

explained in detail and in clear and ordinary terms.

(8) A utilization review entity is prohibited from

implementing any new requirements or restrictions and from

making changes to existing requirements or restrictions on

obtaining prior authorization unless:

(a) The changes have been available on a publicly

accessible website for at least 60 days before they are

implemented;

(b) Policyholders and health care providers affected by the

new requirements and restrictions or changes to the requirements

and restrictions are provided with a written notice of the
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changes at least 60 days before they are implemented, with such

notice being delivered electronically or by other means as

agreed to by the policyholder or the health care provider; and

(c) All applicable amendments to a provider’s agreement

with the applicable health insurer or utilization review entity

have been obtained and memorialized in a mutually agreed-upon

writing before such implementation.

(9) (a) Utilization review entities shall, by March 31 of

each year, submit a report to the Office of Insurance Regulation

with the following data elements for the prior calendar year:

1. A list of all items and services requiring prior

authorization.

2. The percentage of standard prior authorization requests

approved by the utilization review entity, aggregated by item or

service.

3. The percentage of standard prior authorization requests

denied by the utilization review entity, aggregated by item or

service.

4. The percentage of standard prior authorization requests

approved by the utilization review entity after appeal,

aggregated by item or service.

5. The percentage of prior authorizations when the

timeframe for review was extended and request approved, by item

or service.

6. The percentage of expedited prior authorization requests

approved by the utilization review entity, by item or service.

7. The percentage of expedited prior authorization requests

denied by the utilization review entity, by item or service.

8. The percentage of expedited prior authorization requests
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approved by the utilization review entity after appeal, by item

or service.

9. The average and median time between submission of a

request for prior authorization and the utilization review

entity’s decision for standard prior authorizations, by item or

service.

10. The average and median time between submission of a

request for prior authorization and the utilization review

entity’s decision for expedited prior authorizations, by item or

service.

(b) The Office of Insurance Regulation shall, by July 1 of

each year, publish a report on its website detailing the

information in paragraph (a) submitted by utilization review

entities.

(10) Utilization review entities shall ensure that all

adverse determinations are made by a physician licensed under

chapter 458 or chapter 459. The physician:

(a) Must possess a current and valid nonrestricted license

to practice medicine in this state;

(b) Must be of the same specialty as the physician who

typically manages the medical condition or disease or provides

the health care service involved in the request;

(c) Must have at least 5 years of experience treating

patients with the medical condition or disease for which the

health care service is being requested; and

(d) May not have any direct or indirect financial

arrangement with the utilization review entity that rewards or

incentivizes, financially or otherwise, such physician in any

way relating to adverse determinations.
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(11) Notice of an adverse determination must be provided by

e-mail to the health care provider that initiated the prior

authorization and to the patient. Notice required under this

subsection must include:

(a) The name, title, e-mail address, and telephone number

of the physician responsible for making the adverse

determination.

(b) Any written clinical criteria and any internal rule,

guideline, or protocol on which the utilization review entity

relied when making the adverse determination and the reasons

those provisions apply to the patient’s specific medical

circumstance.

(c) Information for the patient and the patient’s health

care provider which describes the procedure through which the

patient or health care provider may request a copy of any report

developed by personnel performing the review that led to the

adverse determination.

(d) Information that explains to the patient and the

patient’s health care provider the manner in which to appeal the

adverse determination.

(12) If a utilization review entity requires prior

authorization of a nonurgent health care service, the

utilization review entity must grant a prior authorization or

make an adverse determination and notify the patient and the

patient’s health care provider of the decision within 72 hours

after obtaining all necessary information to grant the prior

authorization or make the adverse determination. For purposes of

this subsection, the term “necessary information” includes the

results of any face-to-face clinical evaluation or second
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opinion that may be required.

(13) A utilization review entity shall grant an expedited

prior authorization or make an expedited adverse determination

concerning an urgent health care service and notify the patient

and the patient’s health care provider of such expedited prior

authorization or adverse determination no later than 24 hours

after receiving all information needed to complete the review of

the requested urgent health care service.

(14) (a) A utilization review entity is prohibited from

requiring prior authorization for:

1. Prehospital transportation;

2. Provision of an emergency health care service; or

3. Provision of a service to a patient who is experiencing

an emergency medical condition.

(b) A utilization review entity is prohibited from

conducting utilization review activity, and from making any

adverse determinations, to the extent restricted or prohibited

by an agreement with a health care provider. A utilization

review entity is prohibited from performing any utilization

review activity, and from making any adverse determinations,

with respect to:

1. An emergency health care service; or

2. A service provided to a patient who experiences an

emergency medical condition.

(15) A utilization review entity is prohibited from

requiring prior authorization, and from making any adverse

determinations, for the provision of medications for opioid use

disorder. For purposes of this subsection, the term “medications

for opioid use disorder” means the use of medications, commonly
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prescribed in combination with counseling and behavioral

therapies, to provide a comprehensive approach to the treatment

of opioid use disorder. FDA-approved medications used to treat

opioid addiction include, but are not limited to, methadone,

buprenorphine, alone or in combination with naloxone, and

extended-release injectable naltrexone. Types of behavioral

therapies include, but are not limited to, individual therapy,

group counseling, family behavior therapy, motivational

incentives, and other modalities.

(16) A utilization review entity is prohibited from

revoking, limiting, conditioning, or restricting a prior

authorization if care is provided within 45 business days after

the date the health care provider receives the prior

authorization. A utilization review entity must pay, or cause

payment to be made to, the health care provider, without any

prepayment review or prepayment audit before such payment, at

the contracted payment rate for a health care service provided

by the health care provider per the prior authorization, unless:

(a) The health care provider knowingly and materially

misrepresented the health care service in the prior

authorization request with the specific intent to deceive and

obtain an unlawful payment from the utilization review entity;

(b) The health care service was no longer a covered

benefit, and medical necessity did not constitute a basis for

such noncovered benefit status, on the day the health care

service was provided, and the utilization review entity notified

the health care provider in writing of these facts before the

health care service was provided;

(c) The authorized service was never performed; or
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(d) The patient was no longer enrolled under the applicable

health plan and, on that basis, was not eligible for health care

coverage from the applicable health insurer or self-insured plan

on the day the care was provided, and the utilization review

entity notified the health care provider in writing of these

facts before the health care service was provided.

(17) If a utilization review entity requires a prior

authorization for a health care service for the treatment of a

chronic or long-term care condition, the prior authorization

must remain valid for the length of the treatment, and the

utilization review entity is prohibited from requiring the

patient to obtain a prior authorization again for the health

care service.

(18) A utilization review entity is prohibited from

imposing an additional prior authorization requirement with

respect to a surgical or otherwise invasive procedure, or any

item furnished as part of the surgical or invasive procedure, if

the procedure or item is furnished during the perioperative

period of another procedure for which prior authorization was

granted by the health insurer.

(19) If there is a change in coverage or approval criteria

for a previously authorized health care service, the change in

coverage or approval criteria is prohibited from adversely

affecting an enrollee who received prior authorization before

the effective date of the change for the remainder of the

enrollee’s plan year.

(20) A utilization review entity shall continue to honor a

prior authorization it has granted to an enrollee when the

enrollee changes products under the same health insurer.
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(21) Any failure by a utilization review entity to comply

with the deadlines and other requirements specified in this

section will result in any health care services subject to

review being automatically deemed authorized by the utilization

review entity.

(22) Except as otherwise provided in paragraphs (16) (a)-

(d), prior authorization constitutes a conclusive determination

of the medical necessity of the authorized health care service

and an irrevocable obligation to pay for such authorized health

care service.

(23) (a) This section prohibits an agreement with a health

care provider to restrict, limit, prohibit, or substitute a

utilization review activity or prior authorization.

(b) Nothing in this section may be construed to:

1. Limit in any way the restrictions or prohibitions on

adverse determinations under an agreement with a health care

provider, nor to imply permission for, or applicability of,

adverse determinations for emergency health care services.

2. Restrict, limit, or prohibit in any way prior

authorizations under an agreement between a provider and a

utilization review entity, nor to restrict, limit, or prohibit a

provider’s rights to contest, reject, or oppose any prior

authorization activities.

(24) For a violation of this section, a provider shall have

a private cause of action to proceed against the health insurer

or utilization review entity in the applicable tribunal for the

violation.
Section 3. Section 627.6131, Florida Statutes, is amended

to read:
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581 627.6131 Prompt payment of claims.—
582 (1) The contract must shaltd include the following
583| provision: “Time of Payment of Claims: After receiving written

584| proof of loss, the health insurer shall wild pay monthly all

585 claims. Claims benpefzts—then duefor ———f{type—of benefit)—

586| Berefits for any other loss covered by this policy shall widtd be

587| paid as soon as the health insurer receives proper written

588| proof.”

589 (2) As used in this section, the term:

590 (a) ™“Claim” for a noninstitutional provider means a paper

591| HCFA 1500 claim form, or its successor, or an electronic billing

592 instrument submitted to the health insurer’s designated location

593 that consists of the ANSI ASC X12N 837P standard HEFEAI1500 data

594 set, or its successor, that has all mandatory entries for a
595| physician licensed under chapter 458, chapter 459, chapter 460,
596 chapter 461, or chapter 463, or psychologists licensed under

597 chapter 490 or any appropriate billing instrument as designated

598| by the provider that has all mandatory entries for any other

599| noninstitutional provider. For institutional providers, “claim”

600| means a paper CMS-1450 claim form, or its successor, or an

601 electronic billing instrument submitted to the health insurer’s

602 designated location that consists of the ANSI ASC X12N 8371

603| standard BB-92—data set, or its successor, with entries stated
604 as mandatory by the National Uniform Billing Committee.

605 (b) ™“Clean claim” means a completed form, or completed

606| electronic billing instrument, containing all information

607 required under the applicable form or electronic billing

608 instrument, as well as information reasonably required by the

609| health insurer, other than for emergency services and care as
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610 defined in s. 395.002, in advance of the provision of service by

0l1l the health insurer to substantiate the claim.

612 (c) “Electronic medical record” means the digital record of

613| a patient’s information that may be accessed through electronic

614| means, via portal or other method of electronic access, which

615| may include information regarding the patient’s medical history,

6l6 medical condition, medical treatment, laboratory results,

617 diagnostic reports, and clinical notes.

618 (d) “Emergency health care services” has the same meaning

619| as “emergency services and care” as defined in s. 395.002.

620 (e) “Health insurer” means any entity that offers health

621 insurance coverage, whether through a fully insured plan or a

622 self-insured plan or fund, including, as applicable:

623 1. An authorized health insurer offering health insurance

624 as defined in s. 624.603, as well as any entity that offers a

625 commercial self-insurance fund as defined in s. 624.462(2) or a

626| group self-insurance fund as described in s. 624.4621.

627 2. A health insurer that is subject to any provision of

628 this chapter, as well as any entity that offers a self-insurance

629| plan or a group self-insurance plan.

630 (f) ™“Insured ineligibility” means that the insured was no

631 longer enrolled in the health plan at the time of receiving the

632 applicable service.

633 (g) “Overpayment” means payment made upon a claim that is:
634 1. Billed in error;

635 2. A duplicate claim; or

636 3. Billed for a service rendered to a patient despite

637 insured ineligibility.
638
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A request for overpayment is limited to a billing error,

duplicate bill, or insured ineligibility.

(3) All claims for payment or overpayment, whether
electronic or nonelectronic:

(a) Are considered received on the date the claim is
received by the health insurer at its designated claims-receipt
location or the date the edtaim—for overpayment claim is received
by the provider at its designated location.

(b) As to providers’ claims for payment, must be mailed or

electronically transferred to the primary health insurer within
6 months after the following have occurred:

1. Discharge for inpatient services or the date of service
for outpatient services; and

2. The provider has been furnished with the correct name

and address of the patient’s health insurer.

All providers’ claims for payment, whether electronic or

nonelectronic, must be mailed or electronically transferred to
the secondary health insurer within 45 96 days after final
determination by the primary health insurer. A provider’s claim
is considered submitted on the date it is electronically
transferred or mailed.

(c) Must not duplicate a claim previously submitted unless
it is determined that the original claim was not received or is
otherwise lost.

(4) For all electronically submitted claims, a health
insurer shall:

(a) Within 24 hours after the beginning of the next

business day after receipt of the claim, provide to the
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electronic source submitting the claim an electronic

acknowledgment of the receipt of the claim, accompanied by a

statement indicating the health insurer’s position as to whether

the claim is a clean claim or is missing any information that is

required under the applicable electronic billing instrument, as

described in paragraph (2) (a), or that was reasonably required

by the health insurer, other than for emergency health care

services, in advance of the provision of service to substantiate

+ + 1 ] o
cOoO—CcIC—CCCT

rorte seouvree——submitting the claim, and the health

insurer asserts is missing as of the date of service.

(b) Within 15 26 days after receipt of the claim, pay the
claim or notify a provider or designee if a claim is denied or
contested. Notice of the health- insurer’s action on the claim
and payment of the claim is considered to be made on the date

the notice or payment was received by the provider maited or

electronically transferred.
(c)l. Notification of the health insurer’s determination of
a contested claim must be accompanied by an itemized list of any

additienat information that is required under the applicable

billing instrument, as described in paragraph (2) (a), or that

was reasonably required by the health insurer, other than for

emergency health care services, in advance of the provision of

service to substantiate the claim, and the health insurer

asserts is missing as of the date of such service erdeecuments
] . "~ i .
the—etairm.

2. A provider must submit the additional information or

documentation, as specified on the itemized list, within 30 35

days after receipt of the notification of contestation unless,
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697| within the 30-day period, the provider notifies the health

698 insurer of the provider’s position that a clean claim has been

699 submitted. Additional information is considered submitted on the
700| date it is electronically transferred or mailed. The health

701 insurer is prohibited from requesting may—ret—reguest duplicate

702 documents.

703 (d) For purposes of this subsection, electronic means of
704 transmission of claims, notices, documents, forms, and payments
705 shall be used to the greatest extent possible by the health

706| insurer and the provider.

707 (e) A claim contested by the health insurer must be paid or

708| denied within 30 86 days after receipt of the additional

709| information requested etaim. Failure to pay or deny a claim

710 within 90 +26 days after receipt of the claim, regardless of

711 whether contested by the health insurer, creates an

712 uncontestable obligation to pay the claim as submitted by the

713| provider.
714 (5) For all nonelectronically submitted claims, a health

715 insurer shall:

716 (a) Within 15 days following receipt of the claim Effeetive
717| Nevember—3+57—2063, provide to the provider or its designee:
718 1. An acknowledgment of receipt of the claim, accompanied

719| by a statement indicating the health insurer’s position as to

720 whether the claim is a clean claim or the claim is missing any

721 information that is required under the applicable paper billing

722 form, as described in paragraph (2) (a), or that was reasonably

723| required by the health insurer, other than for emergency health

724 care services, in advance of the provision of service to

725 substantiate the claim, and the health insurer asserts is
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missing as of the date of service; or
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Electronic access to the status of the & submitted claim, which

status must indicate the health insurer’s position as to whether

the claim is a clean claim or missing any information described

in subparagraph 1.

(b) Within 30 46 days after receipt of the claim, pay the

claim or notify a provider or designee if a claim is denied or
contested. Notice of the health insurer’s action on the claim
and payment of the claim is considered to be made on the date

the notice or payment was received by the provider maited or

electronically transferred.
(c)l. Notification of the health insurer’s determination of
a contested claim must be accompanied by an itemized list of any

additienat information that is required under the applicable

form or billing instrument, as described in paragraph (2) (a), or

that was reasonably required by the health insurer, other than

for emergency health care services, in advance of the provision

of service to substantiate the claim, and the health insurer

asserts is missing as of the date of such service er—decuments

+ 1 IR AWEE] aan Nl < o
O

PSR TR NN +
crIriC— 1o oar T S

\_,rlll:‘l_l.l\_/ ar\_, T \_/Ssarjy.’ A\ pr\.} \_/SS
the—elaim.

2. A provider must submit the additional information or
documentation, as specified on the itemized list, within 30 35

days after receipt of the notification of contestation unless,

within the 30-day period, the provider notifies the health

insurer of its position that a clean claim has been submitted.

Additional information is considered submitted on the date it is
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electronically transferred or mailed. The health insurer is

prohibited from requesting maynet—reguest duplicate documents.

(d) For purposes of this subsection, electronic means of
transmission of claims, notices, documents, forms, and payments

must skadt be used to the greatest extent possible by the health

insurer and the provider.
(e) A claim contested by the health insurer must be paid or

denied within 30 326 days after receipt of the additional

information requested elaim. Failure to pay or deny a claim

within 90 346 days after receipt of the claim, regardless of

whether contested by the health insurer, creates an

uncontestable obligation to pay the claim as submitted by the

provider.

(6) Regardless of whether a claim has been submitted

electronically or nonelectronically, and notwithstanding any

other provision of this section:

(a) Once a provider grants a health insurer access to a

patient’s electronic medical record, the provider is deemed to

have supplied all information necessary to pay the claim,

including, without limitation, all information that is required

under the applicable billing instrument and that was reasonably

required by the health insurer, other than for emergency health

care services, in advance of the provision of service to

substantiate the claim. Additional information or documentation,

regardless of whether the health insurer requests any additional

information, is deemed unnecessary, and deemed not required for

payment of the claim, and any request for additional

information, and any position of the health insurer or any third

party acting on behalf of the health insurer regarding any lack
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of information from the provider, is prohibited from being used

to deny, reduce, offset, withhold, pend, or delay payment of the

claim.

(b) If notice of access to the electronic medical record

has been provided to the health insurer, the claim must be paid

or denied within 30 days of such notice to the health insurer.

Failure to pay or deny a claim for which the health insurer has

been provided notice of access to the electronic medical record

within 75 days after receipt of such notice creates an

uncontestable obligation to pay the claim as submitted by the

provider.
(7)46> If a health insurer determines that it has made an

overpayment to a provider for services rendered to an insured,

the health insurer must make an overpayment & claim for such

overpayment to the provider’s designated location. A health

insurer that makes an overpayment & claim fer—everpayment Lo a

provider under this section shall give the provider a written or

electronic statement specifying the basis for the retrospective

retrogetive denial or payment adjustment. The health insurer

must also identify the claim or claims, or portion thereof, as

to which the health insurer alleges overpayment etaim, and the

specific invoice number submitted with or on the claim pertien

I A £ o, N L S, I SO — DA o tg N P, DU R agr
L,LL\_,J_\_,\JJ_, [ S N Wil 1 puy (&8 i iy P R g Y [ S N A\ \_/J_tJL/L_Y T T o AT CTC

ed. Except

as provided in subparagraph (a)3., there may be no denial,

reduction, offset, withholding, pending, or delay of payment, or

other negative impact, regardless of whether by the health

insurer or any third party acting on behalf of such health

insurer, on payment of any other claim of the provider on the

basis of the overpayment allegation.
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(a) If an overpayment determination is the result of

retrospective retreaective review or retrospective audit ef

T S ey Aot aa Ao r szt ] Axr AT o A +eod + A a
v J_L/L\j A8 oo TUTTO 7 LJLA._YILL T - \4 = ) T (= A8 (= 1Tt

o,

D

el
- .

A\

health insurer must shatt adhere to the following procedures:

1. All overpayment claims fer—eoverpayment must be received
by the submitted—te—a provider within 18 36 months after the

health insurer’s payment of the claim. A provider must pay,
deny, or contest the health insurer’s etaim—for overpayment
claim within 40 days after the receipt of the overpayment claim.

All contested overpayment claims fer—everpayment must be paid or

denied within 120 days after receipt of the overpayment claim.

Failure to pay or deny an overpayment amnd claim within 140 days
after receipt creates an uncontestable obligation to pay the

overpayment claim.

2. A provider that denies or contests a health insurer’s

overpayment claim fer—everpayment Oor any portion of an
overpayment & claim shall notify the health insurer, in writing,

within 40 35 days after the provider receives the overpayment

claim that such overpayment £he claim fer—everpayment 1is
contested or denied. The notice that the overpayment claim fer

overpayment 1s denied or contested must identify the denied or

contested portion of the overpayment claim and the specific

reason for contesting or denying the overpayment claim and, if

contested, must include a request for additional information. If
the health insurer submits additional information, the health
insurer must, within 35 days after receipt of the request, mail
or electronically transfer the information to the provider. The

provider shall pay or deny the overpayment claim fer—everpayment
within 45 days after receipt of the information. The notice from
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the provider regarding denial or contestation of the overpayment

claim is considered made on the date the notice is mailed or

electronically transferred by the provider.

3. The health insurer is prohibited from denying, reducing,

offsetting, withholding, pending, or delaying mayret—reduee
payment to the provider for other services unless the provider

agrees to the denial, reduction, offset, withholding, pending,

or delay of payment in writing or fails to respond to the health

insurer’s overpayment claim as required by this paragraph.

4. Payment of an overpayment claim is considered made on
the date the payment was mailed or electronically transferred.
An overdue payment of a claim bears simple interest at the rate
of 12 percent per year. Interest on an overdue payment for an
overpayment & claim fer—aneoverpayment begins to accrue when the
overpayment claim should have been paid—denied—er—contested.

(b) An overpayment & claim is prohibited fer—everpayment

e—permitted beyond 18 36 months after the health

~ 11 EAWANE I 2N
¥ & e e I L S

insurer’s payment of a claim, except that overpayment claims fer

everpayment may be sought beyond that time from providers

convicted of fraud pursuant to s. 817.234.

(8)+4+r Payment of a claim is considered made on the date
the payment was mailed or electronically transferred. An overdue
payment of a claim bears simple interest of 15 2 percent per

year, to be calculated on the full total amount that should have

been paid on the claim within the applicable time period

specified in this section. If an applicable court, arbitration

tribunal, or other binding legal process determines that a claim

that was paid at a lesser amount should have been paid at a full

total amount, whether under a breach of contract legal claim, a
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legal claim under a statutory private cause of action, or other

basis, the 15 percent per year interest must be calculated on

the full total amount, rather than upon the difference between

the full total amount and the amount that was actually paid. If

an applicable court, arbitration tribunal, or other binding

legal process determines that a claim was subject to an

inappropriate or impermissible denial or partial denial, whether

in a breach of contract, statute, common law, or otherwise,

interest must be calculated on the full total amount that should

have been paid on the claim within the applicable time period

for payment specified in this section, and the act of denial or

partial denial is deemed not to have in any way tolled the time

period for such payment. Interest on the full total amount that

should have been paid on the claim within the applicable time

period specified in this section ap—everduepayment—fora-eclaim

f—a—etaim begins to accrue when the claim

v £
o1 T

R
A L/LJ._Y t/UJ_L./_LUJ.J. A

should have been paid—denied—or—<contested. The interest must

be paid along with, and in addition to, the payment for the

satisfaction of the full total amount of the claim, as

determined by an applicable court, arbitration tribunal, or

other binding legal process is—payabte—with—the payment—of—+the
etadim.

(9)+48> 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 claim not under active
review by a mediator, arbitrator, or third-party dispute entity
must be finalized within 60 days after the receipt of the

provider’s request for review or appeal. Notwithstanding any

provision of this section, when the provider and health insurer
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900 disagree as to interpretation of contractual or statutory

901 language, the provider is not required to participate in the

902| health insurer’s internal dispute resolution process.

903 (10)4%> A provider or any representative of a provider,

904 regardless of whether the provider is under contract with the

905| health insurer, is prohibited from collecting or attempting may

906 rot—ecotlector ot

qar

empt to collect money from, maintaining

907| medntatn any action at law against, or reporting ¥epert to a

908 credit agency an insured for payment of covered services for
909| which the health insurer contested or denied the provider’s
910 claim. This prohibition applies during the pendency of any claim
911 for payment made by the provider to the health insurer for

912| payment of the services or internal dispute resolution process
913| to determine whether the health insurer is liable for the

914 services. For a claim, this pendency applies from the date the
915| claim or a portion of the claim is denied to the date of the
916| completion of the health insurer’s internal dispute resolution
917 process, not to exceed 60 days. This subsection does not

918| prohibit the collection by the provider of copayments,

919 coinsurance, or deductible amounts due the provider.

920 HOr—Fhe—provisieons—of+this scetion may notbe—watved;
921 vorded;—oer nullified by econtraet

922 (11) A health insurer is prohibited from retrospectively
923| denying may—rnet—retroaetively—deny a claim because of insured

924 ineligibility more than 90 days d+—ear after the date of payment
925 of the claim.
926 (12) A health insurer must shalt pay a contracted primary

927 care or admitting physician, pursuant to such physician’s

928 contract, for providing inpatient services in a contracted
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hospital to an insured if such services are determined by such
physician the—healtth—3insurer to be medically necessary and,

regardless of the health plan’s determination of medical

necessity, are otherwise covered services under the health

insurer’s contract with the contract holder.

(13) Upon written notification by an insured, a health an
insurer shall investigate any claim of improper billing of the
insured by a physician, hospital, or other health care provider

for a health care service alleged to not actually have been

received. The health insurer shall determine whether +£f the

insured actually received the applicable service was—preperty

r n 1z
O \JLLL_Y
aetgatty—reeeived. If the health insurer determines that the
insured did not actually receive the applicable service has—been
impreperty—Pbitited, the health insurer must shaldt notify the

insured and the provider of its findings and must skad+ reduce
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the amount of payment to the provider by the amount for the

service that was not actually received determined—tobe
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(14) A permissible error ratio of 5 percent is established
for health insurer’s claims payment violations of paragraphs
(4) (a), (b), (c), and (e) and (5) (a), (b), (c), and (e). If the
error ratio of a particular health insurer does not exceed the
permissible error ratio of 5 percent for an audit period, no
fine may shad+ be assessed for the noted claims violations for
the audit period. The error ratio is shald—Pbe determined by

dividing the number of claims with violations found on a
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statistically valid sample of claims for the audit period by the
total number of claims in the sample. If the error ratio exceeds
the permissible error ratio of 5 percent, a fine may be assessed
according to s. 624.4211 for those claims payment violations
which exceed the error ratio. Notwithstanding the provisions of
this section, the office may fine a health insurer for claims
payment violations of paragraphs (4) (e) and (5) (e) which create

an uncontestable obligation to pay the claim as submitted by the

provider. The office shall refrain from imposing a set fine upon

a health insurer 4mswurers for violations which the office

determines were due to circumstances beyond the health insurer’s
control.

(15) This section is applicable only to a major medical
expense health insurance policy as defined in s. 627.643(2) (e)
offered by a group or an individual health insurer licensed
under purswant—te chapter 624, including a preferred provider
policy under s. 627.6471 and an exclusive provider organization
under s. 627.6472 or a group or individual insurance contract
that only provides direct payments to dentists for enumerated

dental services, or other health insurance coverage, policy, or

fund, regardless of whether fully insured or self-insured,

offered or administered by a health insurer.

(16) Notwithstanding paragraph (4) (b), where an electronic
pharmacy claim is submitted to a pharmacy benefits manager
acting on behalf of a health insurer, the pharmacy benefits
manager shall, within 30 days of receipt of the claim, pay the
claim or notify a provider or designee if a claim is denied or
contested. Notice of the health insurer’s action on the claim

and payment of the claim is considered to be made on the date
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the notice or payment was received by the provider maited or

electronically transferred.

(17) Notwithstanding paragraph (5) (a), effective November
1, 2003, where a nonelectronic pharmacy claim is submitted to a
pharmacy benefits manager acting on behalf of a health insurer,
the pharmacy benefits manager shall provide acknowledgment of
receipt of the claim within 30 days after receipt of the claim
to the provider or provide a provider within 30 days after
receipt with electronic access to the status of a submitted
claim.

(18) Notwithstanding the 18-month 38-menth period provided
in subsection (7) 46>, all overpayment claims fer—everpayment

submitted to a provider licensed under chapter 395, chapter 458,

chapter 459, chapter 460, chapter 461, chapter 463, chapter 466,

or chapter 490 must be submitted to the provider within 12
months after the health insurer’s payment of the claim. An

overpayment A claim to a provider licensed under chapter 395,

chapter 458, chapter 459, chapter 460, chapter 461, chapter 463,

chapter 466, or chapter 490 is prohibited fereoverpayment—may
rot—be—permitted beyond 12 months after the health insurer’s

payment of a claim, except that overpayment claims fer

everpaymernt may be sought beyond that time from providers
convicted of fraud pursuant to s. 817.234.

(19) DNotwithstanding any other provision of this section,
all claims for underpayment from a provider licensed under

chapter 395, chapter 458, chapter 459, chapter 460, chapter 461,

or chapter 466 must be submitted to the health insurer within 12
months after the health insurer’s payment of the claim. A claim

for underpayment by a provider licensed under chapter 395,
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chapter 458, chapter 459, chapter 460, chapter 461, or chapter

466 1s prohibited may—not—bepermitted beyond 12 months after

the health insurer’s payment of a claim.

(20) Nothing in this section shall be interpreted to limit,

restrict, or negatively impact any legal claim by a provider or

health insurer for breach of contract, statutory or regulatory

violation, or a common-law cause of action, nor to shorten or

otherwise negatively impact the statute of limitations timeframe

for bringing any such legal claim.

(21) A health insurer is prohibited from requesting

information from a contracted or noncontracted provider which

does not apply to the medical condition at issue for the

purposes of adjudicating a clean claim.

(22) A health insurer is prohibited from requesting a

contracted or noncontracted provider to resubmit claim

information that the contracted or noncontracted provider can

document it has already provided to the health insurer or that

is contained inside the electronic medical record to which the

health insurer has been provided access.

(23) DNotwithstanding any other provision of this section, a

health insurer is prohibited from requiring any information from

a provider before the provision of emergency health care

services as a condition of payment of a claim, as a basis for

denying, delaying, offsetting, withholding, or reducing payment

of a claim, or in contesting whether the claim is a clean claim.

(24) For a violation of this section, a provider shall have

a private cause of action to proceed against the health insurer

in the applicable tribunal for the wviolation.

(25)4263>(a) A contract between a health insurer and a
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1045 dentist licensed under chapter 466 for the provision of services

1046 to an insured is prohibited from specifying mayrmet——speeify

1047 credit card payment as the only acceptable method for payments
1048 from the health insurer to the dentist.

1049 (b) When a health insurer employs the method of claims
1050 payment to a dentist through electronic funds transfer,

1051 including, but not limited to, virtual credit card payment, the
1052| health insurer shall notify the dentist as provided in this

1053| paragraph and obtain the dentist’s consent before employing the
1054| electronic funds transfer. The dentist’s consent described in
1055| this paragraph applies to the dentist’s entire practice. For the
1056| purpose of this paragraph, the dentist’s consent, which may be
1057| given through e-mail, must bear the signature of the dentist.
1058 Such signature includes an electronic or digital signature if
1059 the form of signature is recognized as a valid signature under
1060 applicable federal law or state contract law or an act that

1061 demonstrates express consent, including, but not limited to,
1062 checking a box indicating consent. The health insurer or dentist

1063 is prohibited from requiring may—ret—reguire that a dentist’s

1064 consent as described in this paragraph be made on a patient-by-
1065| patient basis. The notification provided by the health insurer
1066 to the dentist must include all of the following:

1067 1. The fees, if any, associated with the electronic funds
1068 transfer.

1069 2. The available methods of payment of claims by the health
1070 insurer, with clear instructions to the dentist on how to select
1071 an alternative payment method.

1072 (c) A health insurer that pays a claim to a dentist through

1073| automated clearinghouse transfer is prohibited from charging may
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nrot—charge a fee solely to transmit the payment to the dentist
unless the dentist has consented to the fee.

(d) This subsection applies to contracts delivered, issued,
or renewed on or after January 1, 2025.

(e) The office has all rights and powers to enforce this
subsection as provided by s. 624.307.

(f) The commission may adopt rules to implement this
subsection.

(26)42+)>(a) A health insurer is prohibited from denying may

ret—deny any claim subsequently submitted by a dentist licensed

under chapter 466 for procedures specifically included in a
prior authorization unless at least one of the following
circumstances applies for each procedure denied:

1. Benefit limitations, such as annual maximums and
frequency limitations not applicable at the time of the prior
authorization, are reached subsequent to issuance of the prior
authorization.

2. The documentation provided by the person submitting the
claim fails to support the claim as originally authorized.

3. Subsequent to the issuance of the prior authorization,
new procedures are provided to the patient or a change in the
condition of the patient occurs such that the prior authorized
procedure would no longer be considered medically necessary,
based on the prevailing standard of care.

4. Subsequent to the issuance of the prior authorization,
new procedures are provided to the patient or a change in the
patient’s condition occurs such that the prior authorized
procedure would at that time have required disapproval pursuant

to the terms and conditions for coverage under the patient’s
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1103| plan in effect at the time the prior authorization was issued.
1104 5. The denial of the claim was due to one of the following:
1105 a. Another payor is responsible for payment.

1106 b. The dentist has already been paid for the procedures

1107 identified in the claim.

1108 c. The claim was submitted fraudulently, or the prior
1109 authorization was based in whole or material part on erroneous
1110 information provided to the health insurer by the dentist,

1111| patient, or other person not related to the health insurer.
1112 d. The person receiving the procedure was not eligible to
1113| receive the procedure on the date of service.

1114 e. The services were provided during the grace period
1115 established under s. 627.608 or applicable federal regulations,
1116 and the dental insurer notified the provider that the patient
1117 was in the grace period when the provider requested eligibility
1118 or enrollment verification from the dental insurer, if such
1119 request was made.

1120 (b) This subsection applies to all contracts delivered,
1121 issued, or renewed on or after January 1, 2025.

1122 (c) The office has all rights and powers to enforce this
1123 subsection as provided by s. 624.307.

1124 (d) The commission may adopt rules to implement this

1125 subsection.

1126 Section 4. Section 641.3155, Florida Statutes, is amended
1127 to read:

1128 641.3155 Prompt payment of claims.—

1129 (1) As used in this section, the term:

1130 (a) “Claim” for a noninstitutional provider means a paper

1131 HCFA 1500 claim form, or its successor, or an electronic billing
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1132 instrument submitted to the health maintenance organization’s

1133 designated location that consists of the ANSI ASC X12N 837P

1134 standard HEEAI1500 data set, or its successor, that has all
1135| mandatory entries for a physician licensed under chapter 458,
1136 chapter 459, chapter 460, chapter 461, or chapter 463, or
1137| psychologists licensed under chapter 490 or any appropriate
1138| billing instrument as designated by the provider that has all

1139| mandatory entries for any other noninstitutional provider. For

1140 institutional providers, “claim” means a paper CMS-1450 claim

1141 form, or its successor, or an electronic billing instrument

1142 submitted to the health maintenance organization’s designated

1143 location that consists of the ANSI ASC X12N 8371 standard ©B—-92

1144 data set or its successor with entries stated as mandatory by
1145 the National Uniform Billing Committee.

11406 (b) ™“Clean claim” means a completed form, or completed

1147 electronic billing instrument, containing all information

1148 required under the applicable form or electronic billing

1149 instrument, as well as information reasonably required by the

1150 health maintenance organization, other than for emergency

1151 services and care as defined in s. 641.19, in advance of the

1152| provision of service by the health maintenance organization to

1153 substantiate the claim.

1154 (c) “Electronic medical record” means the digital record of

1155 a patient’s information that may be accessed through electronic

1156| means, via portal or other method of electronic access, which

1157| may include information regarding the patient’s medical history,

1158 medical condition, medical treatment, laboratory results,

1159| diagnostic reports, and clinical notes.

1160 (d) “Emergency health care service” has the same meaning as
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“emergency services and care” as defined in s. 641.19.

(e) “Enrollee ineligibility” means that the enrollee was no

longer enrolled in the health maintenance organization at the

time of receiving the applicable service.

(f) “Overpayment” means payment made upon a claim that is:

1. Billed in error;

2. A duplicate claim; or

3. Billed for a service rendered to a patient despite

enrollee ineligibility.

A request for overpayment is limited to a billing error,

duplicate bill, or enrollee ineligibility.

(2) All claims for payment or overpayment, whether
electronic or nonelectronic:
(a) Are considered received on the date the claim is

received by the health maintenance organization at its

designated claims-receipt location or the date the overpayment =

claim fer—eoverpayment 1s received by the provider at its
designated location.

(b) As to providers’ claims for payment, must be mailed or

electronically transferred to the primary organization within 6
months after the following have occurred:

1. Discharge for inpatient services or the date of service
for outpatient services; and

2. The provider has been furnished with the correct name

and address of the patient’s health maintenance organization.

All providers’ claims for payment, whether electronic or

nonelectronic, must be mailed or electronically transferred to
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the secondary organization within 45 86 days after final
determination by the primary organization. A provider’s claim is
considered submitted on the date it is electronically
transferred or mailed.

(c) Must not duplicate a claim previously submitted unless
it is determined that the original claim was not received or is
otherwise lost.

(3) For all electronically submitted claims, a health
maintenance organization shall:

(a) Within 24 hours after the beginning of the next
business day after receipt of the claim, provide to the

electronic source submitting the claim an electronic

acknowledgment of the receipt of the claim, accompanied by a

statement indicating the health maintenance organization’s

position as to whether the claim is a clean claim or whether the

claim is missing any information that is required under the

applicable electronic billing instrument described in paragraph

(1) (a) or that was reasonably required by the health maintenance

organization, other than for emergency health care services, in

advance of the provision of service to substantiate te—the

electronie—sovree—submiteing the claim, and the health

maintenance organization asserts is missing as of the date of

service.
(b) Within 15 26 days after receipt of the claim, pay the
claim or notify a provider or designee if a claim is denied or

contested. Notice of the health maintenance organization’s

action on the claim and payment of the claim is considered to be

made on the date the notice or payment was received by the

provider maited or electronically transferred.
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1219 (c)l. Notification of the health maintenance organization’s
1220 determination of a contested claim must be accompanied by an

1221| itemized list of any additiermat information required under the

1222| applicable billing instrument described in paragraph (1) (a) or

1223| that was reasonably required by the health maintenance

1224 organization, other than for emergency health care services, in

1225 advance of the provision of service to substantiate the claim,

1226 and the health maintenance organization asserts is missing as of

1227 the date of such service erdecuments—the insurer con reasonrabty

1228 Aot g ENE N~~~ ooy + Ny~~~ aa 4 ol oo
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1229 2. A provider must submit the additional information or
1230| documentation, as specified on the itemized list, within 30 35

1231| days after receipt of the notification of contestation unless,

1232| within the 30-day period, the provider notifies the health

1233| maintenance organization of the provider’s position that a clean

1234 claim has been submitted. Additional information is considered

1235 submitted on the date it is electronically transferred or

1236| mailed. The health maintenance organization is prohibited from

1237 requesting may—net—reguest duplicate documents.
1238 (d) For purposes of this subsection, electronic means of

1239 transmission of claims, notices, documents, forms, and payment
1240 shall be used to the greatest extent possible by the health
1241| maintenance organization and the provider.

1242 (e) A claim contested by the health maintenance

1243| organization must be paid or denied within 30 96 days after

1244 receipt of the additional information requested etaim. Failure

1245| to pay or deny a claim within 90 26 days after receipt of the

1246 claim, regardless of whether contested by the health maintenance

1247 organization, creates an uncontestable obligation to pay the
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claim.

(4) For all nonelectronically submitted claims, a health
maintenance organization shall:

(a) Within 15 days following receipt of the claim Effeetive
Nevember—++—20603, provide to the provider, or designee, who

submitted the claim:

1. An acknowledgment of receipt of the claim, accompanied

by a statement indicating the health maintenance organization’s

position as to whether the claim is a clean claim or the claim

is missing any information that is required under the applicable

paper billing form, as described in paragraph (1) (a), or that

was reasonably required by the health maintenance organization,

other than for emergency health care services, in advance of the

provision of service to substantiate the claim, and the health

maintenance organization asserts is missing as of the date of

service; or

2 N N I~ I ot £+ ol oty 4 +
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+—with Electronic access to the status of the &

submitted claim, which status must indicate the health

maintenance organization’s position as to whether the claim is a

clean claim or missing any information described in subparagraph

1.

(b) Within 30 46 days after receipt of the claim, pay the
claim or notify a provider or designee if a claim is denied or
contested. Notice of the health maintenance organization’s
action on the claim and payment of the claim is considered to be

made on the date the notice or payment was received by the

provider maited or electronically transferred.
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(c)l. Notification of the health maintenance organization’s
determination of a contested claim must be accompanied by an

itemized list of any additiermat information required under the

applicable form or billing instrument described in paragraph

(1) (a), or that was reasonably required by the health

maintenance organization, other than for emergency health care

services, in advance of the provision of service to substantiate

the claim, and the health maintenance organization asserts is
missing as of the date of such service er—deecuments—the

. . . : .
the—etaim.

2. A provider must submit the additional information or
documentation, as specified on the itemized list, within 30 35

days after receipt of the notification of contestation unless,

within the 30-day period, the provider notifies the health

maintenance organization of the provider’s position that a clean

claim has been submitted. Additional information is considered

submitted on the date it is electronically transferred or
mailed. The health maintenance organization is prohibited from

requesting mayrmeot—reguest duplicate documents.

(d) For purposes of this subsection, electronic means of

transmission of claims, notices, documents, forms, and payments

must skhatdt be used to the greatest extent possible by the health

maintenance organization and the provider.

(e) A claim contested by the health maintenance

organization must be paid or denied within 30 326 days after

receipt of the additional information requested eltaim. Failure

to pay or deny a claim within 90 346 days after receipt of the

claim, regardless of whether contested by the health maintenance
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organization, creates an uncontestable obligation to pay the

claim as submitted by the provider.

(5) Regardless of whether a claim has been submitted

electronically or nonelectronically, and notwithstanding any

other provision of this section:

(a) Once a provider grants a health maintenance

organization access to a patient’s electronic medical record,

the provider is deemed to have supplied all information

necessary to pay the claim, including, without limitation, all

information that is required under the applicable billing

instrument and that was reasonably required by the health

maintenance organization, other than for emergency health care

services, in advance of the provision of service to substantiate

the claim. Additional information or documentation, regardless

of whether the health maintenance organization requests any

additional information, is deemed unnecessary and deemed not

required for payment of the claim, and any request for

additional information, and any position of the health

maintenance organization or any third party acting on behalf of

the health maintenance organization regarding any lack of

information from the provider, is prohibited from being used to

deny, reduce, offset, withhold, pend, or delay payment of the

claim.

(b) If notice of access to the electronic medical record

has been provided to the health maintenance organization, the

claim must be paid or denied within 30 days of such notice to

the health maintenance organization. Failure to pay or deny a

claim, for which the health maintenance organization has been

provided notice of access to the electronic medical record

Page 46 of 56

CODING: Words striekern are deletions; words underlined are additions.




1335
1336
1337
1338
1339
1340
1341
1342
1343
1344
1345
1346
1347
1348
1349
1350
1351
1352
1353
1354
1355
1356
1357
1358
1359
1360
1361
1362
1363

CODING: Words strieken are deletions;

Florida Senate - 2026 SB 1130

11-00698A-26 20261130

within 75 days after receipt of such notice, creates an

uncontestable obligation to pay the claim as submitted by the

provider.
(6)45)> If a health maintenance organization determines that

it has made an overpayment to a provider for services rendered

to an enrollee a——subseriber, the health maintenance organization

must make an overpayment & claim for such overpayment to the

provider’s designated location. A health maintenance

organization that makes an overpayment & claim fereverpayment

to a provider under this section shall give the provider a
written or electronic statement specifying the basis for the

The

retrospective ¥etreaetive denial or payment adjustment.

health maintenance organization must also identify the claim or

or everpayment—etaim portion thereof, as to which the

health maintenance organization alleges overpayment, and the

claims,

specific invoice number submitted with or on the claim, as well

as the specific line items on the bill that are subject to the

overpayment claim fer—which—a—eclaimfor overpayment—3is
(a)3.,
pending,

submitted. Except as provided in subparagraph
offset, withholding,

there may

be no denial, reduction, or delay

of payment, or other negative impact, regardless of whether by

the health maintenance organization or any third party acting on

behalf of such health maintenance organization, on payment of

any other claim of the provider on the basis of the overpayment

allegation.

(a) If an overpayment determination is the result of

retrospective retreaetive review or retrospective audit ef

oo Iar ey Ao~ oo n naszment 1 zaola At ATl S+~ 4+ £y aq
OV CTaogt—OCCT5oT0OTT o ymchrc eV e o O T CTracCO—CTco—TTraoto
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e g, a

health maintenance organization must skhaltt adhere to the
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following procedures:

1. All overpayment claims fer—everpayment must be received
by the submitted—te—a provider within 18 36 months after the

health maintenance organization’s payment of the claim. A
provider must pay, deny, or contest the health maintenance
organization’s overpayment claim fer—everpayment within 40 days
after the receipt of the overpayment claim. All contested
overpayment claims fer—everpayment must be paid or denied within

120 days after receipt of the overpayment claim. Failure to pay

or deny an overpayment ama claim within 140 days after receipt

creates an uncontestable obligation to pay the overpayment

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

organization’s overpayment claim fer—everpayment or any portion
of an overpayment & claim shall notify the health maintenance

organization, in writing, within 40 35 days after the provider
receives the overpayment claim that the overpayment claim fer
overpayment 1s contested or denied. The notice that the

overpayment claim fer—everpayment 1s denied or contested must

identify the denied or contested portion of the claim and the

specific reason for contesting or denying the overpayment claim

and, if contested, must include a request for additional

information. If the health maintenance organization submits

additional information, the health maintenance organization

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

electronically transfer the information to the provider. The

provider shall pay or deny the overpayment claim fer—everpayment
within 45 days after receipt of the information. The notice from

the provider regarding denial or contestation of the overpayment
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claim is considered made on the date the notice is mailed or
electronically transferred by the provider.

3. The health maintenance organization is prohibited from

denying, reducing, offsetting, withholding, pending, or delaying
may—Rot—reduee payment to the provider for other services unless

the provider agrees to the denial, reduction, offset,

withholding, pending, or delay of payment in writing or fails to

respond to the health maintenance organization’s overpayment
claim as required by this paragraph.

4. Payment of an overpayment claim is considered made on
the date the payment was mailed or electronically transferred.
An overdue payment of a claim bears simple interest at the rate
of 12 percent per year. Interest on an overdue payment for an
overpayment & claim feraneoverpayment—payment begins to accrue
when the overpayment claim should have been paidy—deried;—o=
contested.

(b) An overpayment A claim is prohibited fer—everpayment

shatt—reot—be—permitted beyond 18 30 months after the health

maintenance organization’s payment of a claim, except that

overpayment claims fer—everpayment may be sought beyond that
time from providers convicted of fraud pursuant to s. 817.234.

(7)46)r Payment of a claim is considered made on the date
the payment was mailed or electronically transferred to the
provider. An overdue payment of a claim bears simple interest of

15 +2 percent per year, to be calculated on the full total

amount that should have been paid on the claim within the

applicable time period specified in this section. If an

applicable court, arbitration tribunal, or other binding legal

process determines that a claim that was paid at a lesser amount
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should have been paid at a full total amount, whether under a

breach of contract legal claim, a legal claim under a statutory

private cause of action, or other basis, the 15 percent per year

interest must be calculated on the full total amount, rather

than upon the difference between the full total amount and the

amount that was actually paid. If an applicable court,

arbitration tribunal, or other binding legal process determines

that a claim was subject to an inappropriate or impermissible

denial or partial denial, whether in a breach of contract,

statute, common law, or otherwise, interest must be calculated

on the full total amount that should have been paid on the claim

within the applicable time period for payment specified in this

section, and the act of denial or partial denial is deemed not

to have in any way tolled the time period for such payment.

Interest on the full total amount that should have been paid on

the claim within the applicable time period specified in this
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in addition to, the payment for the satisfaction of the full

total amount of the claim, as determined by an applicable court,
arbitration tribunal, or other binding legal process is—payabte
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(8)4#+r For all contracts entered into or renewed on or
after October 1, 2002, a health maintenance organization’s
internal dispute resolution process related to a denied claim
not under active review by a mediator, arbitrator, or third-
party dispute entity must be finalized within 60 days after the

receipt of the provider’s request for review or appeal.
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1451| Notwithstanding any provision of this section, if the provider

1452 and health maintenance organization disagree as to the

1453 interpretation of contractual or statutory language, the

1454| provider is not required to participate in the health

1455| maintenance organization’s internal dispute resolution process.

1456 (9)48)> A provider or any representative of a provider,

1457 regardless of whether the provider is under contract with the

1458| health maintenance organization, is prohibited from collecting

1459 or attempting mayrmet——ecoltleetor attempt to collect money from,

1460| maintaining meintain any action at law against, or reporting

1461| =xeport to a credit agency an enrollee a——subseriber for payment

1462 of covered services for which the health maintenance

1463| organization contested or denied the provider’s claim. This

1464 prohibition applies during the pendency of any claim for payment
1465| made by the provider to the health maintenance organization for
1466| payment of the services or internal dispute resolution process
1467 to determine whether the health maintenance organization is

1468 liable for the services. For a claim, this pendency applies from
1469 the date the claim or a portion of the claim is denied to the
1470 date of the completion of the health maintenance organization’s
1471 internal dispute resolution process, not to exceed 60 days. This
1472 subsection does not prohibit collection by the provider of

1473| copayments, coinsurance, or deductible amounts due the provider.

1474 (O Th nroszrl oo na £ +h1a a2 nomoasxz o~ I3 sz
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1475 votdedr—er it fied by contracts
1476 (10) A health maintenance organization is prohibited from

1477 retrospectively denying mayneot—retroactivelydeny a claim
1478| because of enrollee subseriber ineligibility more than 90 days +

1479| sear after the date of payment of the claim.
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1480 (11) A health maintenance organization must shadd pay a
1481 contracted primary care or admitting physician, pursuant to such
1482| physician’s contract, for providing inpatient services in a

1483| contracted hospital to an enrollee a—subseriber 1f such services

1484| are determined by the primary care physician or admitting

1485| physician heatthmaintenance—organization to be medically

1486| necessary and such services are covered services under the

1487| health maintenance organization’s contract with the contract
1488| holder.

1489 (12) A permissible error ratio of 5 percent is established
1490 for health maintenance organizations’ claims payment violations
1491 of paragraphs (3) (a), (b), (c), and (e) and (4) (a), (b), (c),

1492 and (e). If the error ratio of a particular health maintenance

1493| organization imsugrer does not exceed the permissible error ratio

1494 of 5 percent for an audit period, no fine may shatd: be assessed
1495 for the noted claims violations for the audit period. The error
1496 ratio is shadtdt—Pbe determined by dividing the number of claims
1497| with violations found on a statistically valid sample of claims
1498 for the audit period by the total number of claims in the

1499| sample. If the error ratio exceeds the permissible error ratio
1500 of 5 percent, a fine may be assessed according to s. 624.4211
1501 for those claims payment violations which exceed the error

1502 ratio. Notwithstanding the provisions of this section, the

1503| office may fine a health maintenance organization for claims
1504| payment violations of paragraphs (3) (e) and (4) (e) which create
1505 an uncontestable obligation to pay the claim as submitted by the

1506| provider. The office shall refrain from imposing a ®et fine upon

1507 a health maintenance organization ergamizatiens for violations

1508| which the office determines were due to circumstances beyond the
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organization’s control.

(13) This section applies shalt—appty to all claims or any
portion of a claim submitted for payment for services provided

to an enrollee by a—heatth moirntenoree organization Ssubseriber

under a health maintenance organization plan, or submitted for

payment for services provided to an enrollee under a self-

insured plan or fund, or fully-insured plan or fund, offered by

a person or an entity, when a health maintenance organization is

involved in the administration, or claims-processing activities,

relating to such plan or fund subseriber—eceontract—to—Ethe
(14) DNotwithstanding paragraph (3) (b), where an electronic

pharmacy claim is submitted to a pharmacy benefits manager
acting on behalf of a health maintenance organization, the
pharmacy benefits manager must shaitd, within 30 days after ef
receipt of the claim, pay the claim or notify a provider or
designee if a claim is denied or contested. Notice of the health

maintenance organization’s action on the claim and payment of

the claim is considered to be made on the date the notice or

payment was received by the provider maited or electronically

transferred.

(15) Notwithstanding paragraph (4) (a), effective November
1, 2003, where a nonelectronic pharmacy claim is submitted to a
pharmacy benefits manager acting on behalf of a health
maintenance organization, the pharmacy benefits manager shall
provide acknowledgment of receipt of the claim within 30 days
after receipt of the claim to the provider or provide a provider
within 30 days after receipt with electronic access to the

status of a submitted claim.
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(16) Notwithstanding the 18-month 386-menth period provided
in subsection (6) 453, all claims for overpayment submitted to a

provider licensed under chapter 395, chapter 458, chapter 459,

chapter 460, chapter 461, chapter 463, chapter 466, or chapter

490 must be submitted to the provider within 12 months after the
health maintenance organization’s payment of the claim. An

overpayment A claim to a provider licensed under chapter 395,

458, chapter 459, chapter 460, chapter 461, chapter 463, chapter

466, or chapter 490 is prohibited fer—eoverpayment—may rot—be
permitted beyond 12 months after the health maintenance

organization’s payment of a claim, except that claims for
overpayment may be sought beyond that time from providers
convicted of fraud pursuant to s. 817.234.

(17) DNotwithstanding any other provision of this section,
all claims for underpayment from a provider licensed under

chapter 395, chapter 458, chapter 459, chapter 460, chapter 461,

or chapter 466 must be submitted to the health maintenance
organization within 12 months after the health maintenance
organization’s payment of the claim. A claim for underpayment by

a provider licensed under chapter 395, chapter 458, chapter 459,

chapter 460, chapter 461, or chapter 466 is prohibited may—ret
be—permitted beyond 12 months after the health maintenance

organization’s payment of a claim.

(18) Nothing in this section may be interpreted to limit,

restrict, or negatively impact any legal claim by a provider or

health maintenance organization for breach of contract,

statutory or regulatory violation, or a common-law cause of

action, nor to shorten or otherwise negatively impact the

statute of limitations timeframe for bringing any such legal
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claim.

(19) A health insurer is prohibited from requesting

information from a contracted or noncontracted provider which

does not apply to the medical condition at issue for the

purposes of adjudicating a clean claim.

(20) A health maintenance organization is prohibited from

requesting a contracted or noncontracted provider to resubmit

claim information that the contracted or noncontracted provider

can document it has already provided to the health maintenance

organization or that is contained inside the electronic medical

record to which the health maintenance organization has been

provided access.

(21) DNotwithstanding any other provision of this section, a

health maintenance organization is prohibited from requiring any

information from a provider before the provision of emergency

health care services as a condition of payment of a claim, as a

basis for denying, delaying, offsetting, withholding, or

reducing payment of a claim, or in contesting whether the claim

is a clean claim.

(22) For a violation of this section, a provider shall have

a private cause of action to proceed against the health

maintenance organization in the applicable tribunal for the

violation.

Section 5. Paragraph (c) of subsection (2) of section
395.1065, Florida Statutes, is amended to read:

395.1065 Criminal and administrative penalties;
moratorium.—

(2)

(c) The agency may impose an administrative fine for the
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1596 violation of s. 641.3154 or, if sufficient claims due to a
1597| provider from a health maintenance organization do not exist to
1598 enable the take-back of an overpayment, as provided under s.
1599 0641.3155(6) 5+—64+-3155(5}), for the violation of s. 641.3155(6)
1600 5+—641+-3155(5}y. The administrative fine for a violation cited in

1601 this paragraph shall be in the amounts specified in s.
1602 641.52(5), and the provisions of paragraph (a) do not apply.
1603 Section 6. This act shall take effect July 1, 2026.
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