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B PART H

9 Section 1. Paragraghs 11, 12, 13, 14, 16 and 17 of subsection {a} of
10 section 3217-a of the insurance law, as added by chapter 705 of the laws
11 of 1996, are amended and four new paragraphs 16-a, 18, 1% and . 20 are
12 added to read as follows:

i3 {11} where applicable, notice that an insured enrolied in a managed
14 rare product or in a comprehensive policy that utilizes a network of
15 providers offered by the insurer may obtain a referral {to] or preau-
16 thorization for a health care provider outside of the insurer's network
17 or panel when the insurer does not have a health care provider [with]
18 who is geographically accessible to the insured and who has the appro-
18 priate training and experience in the network or panel to meet the
20 particular health care needs of the insured and the procedure by which
21 the insured can cbtain such referral or preauthorization;
22 (12) where applicable, notice that an insured enrolled in a managed
23 «care product or a comprehensive policy that wutilizes a network of
24 providers offered by the insurer with a condition which requires ongoing
25 care from a specialist may regquest & standing referral to such a
26 specialist and the procedure for requesting and obtaining such a stand-

27 ing referrail;

28 (13) where applicable, notice that an insured enrolled in a managed
29 care product or a comprehensive policy that utilizes a network of
30 providers offered by the insurer with [48] (A) a life-threatening
31 condition or disease, or [4i%)}] {(B) a degenerative and disabling condi-
32 tion or disease, either of which requires specialized medical care over
33 a prolonged periocd of time may vreguest a specialist respensible for
34 providing or coordinating the insured's medical care and the procedure
35 for requesting and obtalning such a specialist;

36 (14) where applicable, notice that an insured enrcolled 1in a managed
37 care product or a comprehensive policy that utilizes a network of
38 Qroviders offered by the insurer with [4%F] {A) a life-threatening

< 11

\Q .

39 condition or disease, or [+4%+)] (B) a degenerative and disab condi~

40 tion or disease, either of which requires specialized medical e over

41 a prolonged period of time, may reguest access to a s Ly care

42 center and the procedure by which such access may be obtain

43 {18} notice of all appropriate mailing addresses and tele numbers
i1i [z ]

44 to be uti ed by insureds seeking information or authoriza
45 (16-a3) where applicable, notice that an insured shall have direct
46 access to primary and preventive obstetric and gyvnecologic services,
including annual examinations, care resulting from such annual examina-
tions, and treatment of acute gynecologic conditicng, from a qualified
provider of such services of her choice from within the plan or for any
care related to a pregnancy
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1 languages spoken and any affiliations with participating hospitals. The
2 listing shall also be posted on the insurer's website and the insurer
3 shall update the website within fifteen days of the addition or termi-
4 nation of a provider from the insurer's network or a change in a physi-
5 cian's hospital affiliation;

6 (18) a description of the method by which an insured may submit a
7 eclaim for health care services;

8 (19) with respect to out-of-network coverage:

9 (A) a clear description of the methodology used by the insurer to
10 determine reimbursement for out-of-network health care services;

11 (B) the amount that the insurer will reimburse under the methodology
12 for out-of-natwork health care services set forth as a percentage of the
13 usual and customary cost for out-of-network health care services; and

14 (C) examplas of anticipated out-of-pocket costs for frequently billed
15 out-of-network health care services; and

16 (20) information in writing and through an internet website that
17 reasonably permits an insured or prospective insured to estimate the
18 anticipated cut-of-pocket cost for out-of-network health care services
19 in a geographical area or zip code based upon the difference between
20 what the insurer will reimburse for out-of-network health care services
21 and the usual and customary cost for out-of-network health care
22 services.
23 § 2. Paragraphs 11 and 12 of subsection (b) of section 3217-a of the
24 insurance law, as added by chapter 705 of the laws of 1996, are amended
25 and two new paragraphs 13 and 14 are added to read as follows:

26 (11) where applicable, provide the written application procedures and
27 minimum gqualification regquirements for health care providers to be
28 considered by the insurer for participation in the insurer's network for
29 a managed care product; [ar]

30 (12} disclose such other information as required by the superinten-
31 dent, provided that such requirements are promulgated pursuant to the
32 state administrative procedure act{=];

33 (13) disclose whether a health care provider scheduled to provide a
34 health care service is an in-network provider; and

35 (14) with respect to out-of-network coverage, disclose the approximate

36 dollar amount that the insurer will pay for a specific out-of-network
37 health care service. The insurer shall also inform the insured through
38 such ‘disclosure that such approximation is not binding on the insurer
39 and that the approximate dollar amount that the insurer will pay for a
40 specific out-of-network health care service may change.

41 § 3. Section 3217-a of the insurance law is amended by adding a new
42 subsection (f} to read as follcows:
43 (f) For purposes of this section, "usual and customary cost" shall

414 mean the eightieth percentile of all charges for the particular health
4% care service performed by a provider in the same or similar specialty
46 and provided in the same geographical area as reported in a benchmarking
47 database maintained by a nonprofit organization specified by the super-
43 intendent. The nonprofit organization shall not be affiliated with an
49 insurer, a corporation subject to article forty-three of this chapter, a
5( municipal cooperative health benefit plan certified pursuant to article
1 forty-seven of this chapter, or a health maintenance organization certi-

(S Ne T

2 fied pursuant to article forty-four of the public health law.

53 § 4. Section 3217-d of the insurance law is amended by adding a new
54 subsection {(d) to read as foliows:

55 (d) An insurer that issues a comprehensive policy that utilizes a
¢ network of providers and is not a managed care health insurance contract
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as defined in subsection (c) of section four thousand eight hundred one
of this chapter, shall provide access to out-of-network services
consistent with the requirements of subsection {(a) of section four thou-
sand eight hundred four of this chapter, subsections {(g-6) and {g-7) of
section four thousand nine hundred of this chapter, subsections ({a-1)
and (a-2) of section four thousand nine hundred four of this chapter,
paragraphs three and four of subsection (b) of section four thousand
nine hundred ten of this chapter, and subparagraphs (C) and (D) of para-
graph four of subsection (b) of section four thousand nine hundred four-
teen of this chapter.

§ 5 Section 3224-a of the insurance law is amended by adding a new

pa N
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subsection (j) to read as follows:

(1) An insurer or an organization or corporation licensed or certified
pursuant to article forty-three or forty-seven of this chapter or arti-
cle forty~-four of the public health law or a student health plan estab-
lished or maintained pursuant to section one thousand one hundred twen-
ty-four of this chapter shall accept claims submitted by a policyholder
18 or covered person, in writing, including through the internet, by elec-
19 tronic mail or by facsimile,
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20 § 6. The insurance law is amended by adding a new section 3241 to read
2 as follows:
22 § 3241, Network coverage. (a) An insurer, a corporation organized

23 pursuant to article forty-three of this chapter, a municipal cooperative
24 health benefit plan certified pursuant to article forty-seven of this
25 chapter, or a student health plan established or maintained pursuant to
26 section one thousand one hundred twenty-four of this chapter, that
27 issues a health insurance policy or contract with a network of health
28 care providers shall ensure that the network is adeguate to meet the
29 health needs of insureds and provide an appropriate choice of providers
0 sufficient to render the services covered under the policy or contract.
The superintendent shall review the network of health care providers for
adequacy at the time of the superintendent's initial approval of a
health insurance policy or contract; at least every three vears there-
after; and upon application for expansicon of any service area associated
with the policy or contract in conformance with the standards set forth
in subdivision five of section four thousand four hundred three of the
public health law. To the extent that the network has been determined
by the commissioner of health to meet the standards set forth in subdi-
vision five of section four thousand four hundred three of the public
health law, such network shall be deemed adequate by the superintendent.

{b) {1) (A) An insurer, a corporation organized pursuant to article
forty-three of this chapter, a municipal cooperative health benefit plan
certified pursuant to article forty-seven of this chapter, a health
maintenance organization certified pursuant to article forty—-four of the
public health law or a student health plan established or maintained
pursuant to section one thousand one hundred twenty-four of this chap-
ter, that issues a comprehensive group or‘qroup remittance health insur-
ance policy or contract that covers out-of-network health care services
shall make available and, if regquested by the policvholder or contract-
holder, provide at least one option for coverage for at least eighty
percent of the usual and customary cost of each out-of-network health
care service after imposition of a deductible or any permissible benefit
maximum.

(B) If there is no coverage available pursuant to subparagraph (A} of
this paragraph in a rating region, then the superintendent may require
an insurer, a corporation organized pursuant to article forty-three of
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this chapter, a nmunicipal cooperative health benefit plan certified
pursuant to article forty-seven of this chapter, a health maintenance
organization certified pursuant to article forty-four of the public
health law, or a student health plan established or maintained pursuant
to section one thouasand one hundred twenty-four of this chapter issuing
a comprehensive group or group remittance health ingsurance policy or
contract in the rating region, to make available and, if requested by
the policyholder or contractholder, provide at least one option for
coverage of eighty percent of the usual and customary cost of each out-
of-network health care service after imposition of any permigsible
deductible or benefit maximum. The superintendent may, after qiving
consideration to the public interest, permit an insurer, a corporation,
or a health maintenance organization to satisfy the requirements of this
paragraph on behalf of another insurer, corporation, or health mainte-
nance organigation within the same holding company system, as definad in
article fifteen of this chapter, including a health maintenance organ-
ization operated as a line of business of a health service corporation
organized pursuant to article forty-three of this chapter. The supar-
intendent may, upon written request, waive the requirement for coverage
of out-of-network health care services to be made available pursuant to
this subparagraph if the superintendent determines that it would pose an
undue hardship upon an insurer, a corporation organized pursuant to
article forty-three of this chapter, a municipal cooperative health
benafit plan certified pursuant to article forty-seven of this chapter,
a health maintenance organization certified pursuant to article forty-
four of the public health law, or a student health plan established or
maintained pursuant to section one thousand one hundred twenty-four of
thig chapter.

(2) For the purposes of this subsection, "usual and customary cost”
shall mean the eightieth percentile of all charges for the particular
health care service performed by a provider in tha same or similar
specialty and provided in the same geographical area as reported in a
benchmarking database maintained by a nonprofit organization specified
by the superintendent. The nonprofit organization shall not be affil-
35 iated with an insurer, a corporation subjact to article forty-three of
36 this chapter, a nunicipal cooperative health benefit plan certified
37 pursuant to article forty-seven of this chapter, a health maintenance
38 organization certified pursuant to article forty-four of the public
39 health law or a student health plan established or maintained pursuant
to section one thousand one hundred twenty-four of this chapter.

(3) This subsection shall not apply to emergency care services in
hospital facilities or prehospital emergency medical services as defined
in clause (i) of subparagraph (E) of paragraph twenty-four of subsection
(1) of section thres thousand two hundred sixteen of this article, or
clause (i) of subparagraph (E) of paragraph fifteen of subsection (1) of
f section three thousand two hundred twenty-one of this chapter, or
47 subparagraph (A) of paragraph five of subsection (aa) of section four
3 thousand three hundred three of this chapter.

49 (d) Nothing in this subsection shall limit the superintendent’s
73  authority pursuant to section three thousand two hundred seventeen of
51 this article to establish minimum standards for the form, content and
52 sale of accident and health insurance policies and subscriber contracts,
33 to regquire additional coverage options for out-of-naetwork services, or
54 to provide for standardization and simplification of coverage.

545 (c¢) When an insured or enrollea under a contract or policy that
3¢ provides coverage for emergency services receives the services from a
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health care provider that does not participate in the provider natwork

2 of an insurer, a corporation organized pursuant to article forty-three
3 of this chapter, 8 municipal cooperative health benefit plan certified
¢ pursuant to article forty-seven of this chapter, a health maintenance
5 organization certified pursuant to article forty-four of the public
% health law, or a student health plan established or maintained pursuant

to section one thousand one hundred twanty-four of this chapter ("health
carse plan"), the health care plan shall ensure that the insured or
enrollee shall incur no greater out-of-pocket costs for the emergency
services than the insured or enrollee would have incurred with a health
care provider that participates in the health care plan's provider
network. For the purpose of this section, "emergency services"” shall
have the maeaning set forth in subparagraph (D) of paragraph nine of
subsection (i) of section three thousand two hundred sixteen of this
article, subparagraph (D) of ragraph four of subsection (k) of section
thrae thousand two hundred twanty-one of this article, and subparagraph
D) of ragraph two of subsection (a) of section four thousand three
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1 hundred three of this chapter.

1 § 7. Secrion 4306-c of the insurance law is amended by adding a new
2 subszction {(d} to rsad as follows:

2 {d) A corporation, including a municipal cooperative health benefit
2 plan certified pursuant to article forty-seven of this chapter and a

23 student health plan established or maintained pursuant to section one
24 thousand one hundred twenty-four of this chapter, that issues a compre-
25 hensive policy that utilizes a network of providers and is not a managed

26 care health insuranca contract as defined in subsection (c) of sgection
27 four thousand eight hundrad one of this chapter, shall provide access to
28 out-of-network services consistent with the requirements of subsection
29 (a) of section four thousand eight hundred four of this chapter,
30 subsections (g-6) and (g-7) of section four thousand nine hundred of
31 this chapter, subsections (a-1l) and (a-2) of section four thousand nine
32 hundred four of this chapter, paragraphs three and four of subsection
33 (b) of section four thousand nine hundred ten of this chapter, and
34 subparagraphs (C) and (D) of paragraph four of subsection (b) of section
35 four thousand nine hundred fourteen of this chaptar.

36 § B. Paragraphs 11, 12, 13, 14, 16-a, 17, and 128 of subsection (a} of
37 section 4324 of the insurance law, paragraphs 11}, 12, 13, 14, 17 and 18
38 as added by chapter 705 of the laws of 1996, paragraph l6-a as added by
39 «chapter 554 of the laws of 2002, are amended and three new paragraphs
40 19, Z0 and 21 are added to read as follows:

41 (11) where applicable, notice that a subscriber enrclled in a managed
42 care product or in a comprehensive contract that utilizes a network of

orporation may obtain

R N3 -

¥
W

providers offered by the
44 preauthorization for
45 network or panel the
ovider Lwrth who is geographically accessible to the 1nsured

. vy s v L =
re pI¢ ovider outside

corporation Aoes

LAae

LI

‘Z".C: and experience in the network or pan

i the

tnat a subscripber enroliled in. a managed

> MO SeoLR £

comprahensive contract that utllxzes a network of

http://public.leginfo.state.ny.us/bstfrmef.cgi 4/3/2014



RETRIEVE Page 6 of 21

5. 6914 165 A. 3205
it {12} where applicable, notice that a subscriber enrclled in a maneged
2 vcare product or a comprehensive contract that utilizes a network of
i providers offered by the corporation with (i} a life-threarening ocondi-
4 rion or disease, or [(ii) a degenerative and diszbling condition or
5 diseass, either of which requires specialized medical care over a

&€ prolonged period of time may request a sSpecialist respeonsible for
providing or cocordinating the subscriber’s medical cere and the proce-

~i

‘B dure for requesting and obtaining such a specialist;

9 {14) where applicable, notice that a subscriber enrclled in a menaged
10 care product or a comprehensive contract that utilizes a network of
11 providers offered by the corporation with [€8F] (A) a life-threatening
12 condition or disease, or [44%)] (B) a degenerative and disabling condi-
13 tion or disease, either ¢f which requires specialized medical care over
14 a prolonged period of time may reguest access to a specialty care center
15 and the procedure by which such access may be obtained;

16 l6-a) where applicable, norice that ap enroli=se shall have direct

17 access to primary and praventive obstetric and gynecologic services,
18 including annual examinations, care resulting from such annual examina-
19 tions, and treatment of acute gynecologic conditiona, from & qualified
20 provider of such services of her choice from within the plan [fer-nme
2 feuer—thaa—ene—emanénaetens—aanﬁu&ky—fer—aueh—socvieeﬁ] or [€e] for any
22 care related to a pragnancy and—that—edﬂtttena%&y——the—enre&*ee—aha&%

1

B (17} whers applicable, a listing by specialty, which may be in a sepa-
7 rate document that is updated annually, of the name, address, and tele-
8 phone number of all participating providers, including facilities, and
9 in addition, in the case of physicians, board certification[7—and],

lanquages spoken and any affiliations with participating hospitals. The
listing shall also be posted on the corporation's webgite and the corpo-
ration shall update thae waebsite within fifteen days of the addition or
termination of a provider from the corporation's network or a change in
a physician's hospital affiliation;

{18) a description of the mechanisms by which subscribers may partic-
ipate in the development of the pelicies of the corporation[¥].

{19) the method by which a subscriber may submit a clajm for health
care services;

(20) with respect to out-of-network coverage:

{A) a clear description of the methodology used by the corporation to
determine reimbursement for out-of-network health care services;

(B) a description of the amount that the corporation will reimburse
4 under the methodology for out-of-network health care services set forth
44 as a percentage of the usual and customary cost for out-of-network
45 health care services; and

'{C) examples of anticipated out-of-pocket costs for frequently billed
out-of-network health care serviceg; and

(21) information in writing and through an internet website that
reasonably permits a subscriber or prospective subscriber to estimate
50 the anticipated out-of-pocket cost for out-of-network health care
;1 services in a geographical area or zip code based upon the difference
52 between what the corporation will reimburse for out-of-network health
ot care services and the usual and customary cost for out-of-network health

54 care services.
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7]

§ 9. Paragraphs 11 and 12 of subsection (b} of ection 4324 of the
insurance law, as added by chapter 705 of the laws of 1996, are amended
and two new paragraphs 13 and 14 are added to read as follows:

{11} where applicable, provide the written application procedures and
minimum gqualification requirements for health care providers to be
considered by the corporation for participation in the corporation's
network for a managed care product; [=rd]

(12) disclose such other information as reguired by the superinten-
dent, provided that such reguirements are promulgated pursuant to the
state administrative procedure act(=};

{13) disclose whether a health care provider scheduled to provide a
health care service is an in-network provider; and

{14) with respect to out-of-network coverage, disclose the approximate
dollar amount that the corporation will pay for a specific out-of-net-
work health care service. The corporation shall also inform the insured
through such disclosure that such approximation is not binding on the
corporation and that the approximate dollar amount that the corporation
will pay for a specific¢ out-of-network health care service may change.

§ 10. Section 4324 of the insurance law is amended by adding a new
subsection (f} to read as follows:

(f} For purposes of this section, "usual and customary cost" shall
mean the eightieth percentile of all charges for the particular health
care service performed by a provider in the same or similar specialty
and provided in the same geographical area as reported in a benchmarking
database maintained by a nonprofit organization specified by the super-
intendent. The nonprofit organization shall not be affiliated with an
insurer, a corporation subdect to this article, a municipal cooperative
health benefit plan certified pursuant to article forty-seven of this
chapter, or a health maintenance organization certified pursuant to
article forty-four of the public health law.

§ 11. Section 4800 of the insurance law is amended by adding a new
subsection (g-6-a) toc read as follows:

(g-6-a) "Out-of-network referral denial” means a denial wunder a
managed care product as defined in subsection (c) of section four thou-
sand eight hundred one of this chapter of a request for an authorization
or referral to an out-of-network provider on the basis that the health
care plan has a health care provider in the in-network benefits portion
of its network with appropriate training and experience to meet the
particular health care needs of an insured, and who is able to provide
the requested health service. The notice of an out-of-network referral
denial provided to an insured shall include information explaining what
information the insured must submit in order to appeal the out-of-net-
work referral denial pursuant to subsection (a-2) of section four thou-
sand nine hundred four of this article. An out-of-network referral
denial under this subsection does not constitute an adverse determi-
nation as defined in this article. An out-of-network referral denial
shall not be construed to include an out-of-network denial as defined in
subsection {(g-6) of this section.
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1 health «care provider shall be transmitted electronically, in a manner
2 and in a form agreed upon by the parties. The notification shall iden-
3 tify: (1) whether the services are considered in-network or ont-of-net-
4 work; (2) whether the insured will be held harmless for the services and
5 not be responsible for any payment, other than any applicable co-pay-
6 ment, co-insurance or deductible; (3) as applicable, the dollar amount
7 the health care plan will pay .if the service is out-of-network; and (4)
¢ as applicable, information explaining how an insured may determine the
9 anticipated out-of-pocket cost for out-of-network health care services
10 in a geographical area or zip code based upon the difference between
11 what the health care plan will reimburse for out-of-network health care
12 services and the usual and customary cost for out-of-network health care
13 services.
14 § 13. Section 4904 of the insurance law is amended by adding a new
15 subsection (a~2) to read as follows:
16 (a-2) An insured or the insured's designee may appeal an out-of-net-
17 work referral denial by a health care plan by submitting a written
18 statement from the insured's attending physician, who must be a
19 licensed, board certified or board eligible physician qualified to prac-
20 tice in the specialty area of practice appropriate to treat the insured
21 for the health service sought, provided that: (1) the in-network health
22 care provider or providers recommended by the health care plan do not
23 have the appropriate training and experience tco meet the particular
24 health care needs of the insured for the health service; and (2) recom-
25 mends an out-of-network provider with the appropriate training and expe-
26 rience to meet the particular health care needs of the insured, and who
27 is able to provide the recuested health service.
28 § 14. Subsection (b) cf section 4910 of the insurance law 1s amended
29 by adding a new paragraph 4 to read as follows:
30 {(4) (A) The insured has had an out-of-network referral denied on the
31 grounds that the health care plan has a health care provider in_ the
32 in-network benefits portion of its network with appropriate training and
33 experience to meet the particular health care needs of an insured, and
34 whg is able to provide the requested health service.
35 (B) The insured's attending phvsician, who shall be a licensed, board
3¢ certified or board eligible physician qualified to practice in the
37 gpecialty area of practice appropriate to treat the insured for the
28 health service sought, certifies that the in-network health care provid-
39 er or providers recommended by the health care plan do not have the
4]

appropriate training and experience to meet the particular health care
needs of an insured, and recommends an out-of-network provider with the
appropriate training and experience to meet the particular health care
needs of an insured, and who is able to provide the requested health

service.
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(D) For externa appeals requested
subsection (b) of section four thousand nine hundred ten of this title
relating to an out-of-network referral denial, the external appeal agent
shall review the utilization review agent's final adverse determination
and, in accordance with the provisions of this title, shall make a
determination as to whether the out-of-network referral shall be covered
by the health plan; provided that such determination shall:

(i) be conducted only by one or a greater odd number of clinical peer
reviewers;

(ii) be accompanied by a written statement:

http://public.leginfo.state.ny. us/bstfrmef.cgi 4/3/2014



RETRIEVE | Page 9 of 21

S, 6914 168 A. 9205

(I} that the ocut-of-network referral shall be covered by the health
care plan either when the reviewer or a majority of the panel of review-
ers determines, upon review of the training and experience of the
in-network health care provider or providers proposed by the plan, the
training and experience of the requested ocut-of-network provider, the
clinical standards of the plan, the information provided concerning the
insured, the attending physician's recommendation, the insured's medical
record, and any other pertinent information, that the health plan does
not have a provider with the appropriate training and experience to meet
the particular health care needs of an insured who is able to provide
the requested health service, and that the ocut-cf-network provider has
the appropriate training and experience to meet the particular health
care needs of an insured, is able to provide the requested health
service, and is likely to produce a more clinically beneficial outcome;
or .

(II) upholding the health plan's denial of coverage;

(iii) be subiject to the terms and conditions generally applicable to
benefits under the evidence of coverage under the health care plan;

{iv) be binding on the plan and the insured; and

(v) be admissible in any court proceeding.

§ 16. The public health law is amended by adding a new section 23 to
read as follows:

§ 23. Claim forms. A non-participating physician shall include a
claim form for a third-party payor with a patient bill for health care
servicesg, other than a bill for the patient's co-payment, coinsurance or
deductible.

§ 17. The public health law is amended by adding a new section 24 to
read as follows:

§ 24. Disclosure. 1. A health care professional, or a group practice
of health care professionals, a diagnostic and treatment center or a
health center defined under 42 U.S.C. § 254b on behalf of health care
professionals rendering services at the group practice, diagnostic and
treatment center or health center, shall disclose to patients or
prospective patients in writing or through an internet website the
health care plans in which the health care professional, group practice,
diagnostic and treatment center or health center, is a participating
provider and the hospitals with which the health care professional is
affiliated prior to the provision of non-emergency services and verbally
at the time an appointment is scheduled.

2. If a health care professional, or a group practice of health care
professiocnals, a diagnostic and treatment center or a health center
defined under 42 U.S.C. § 254b on behalf of health care professionals
rendering services at the group practice, diagnostic and treatment
center or health center, does not participate in the network of a
patient's or prospective patient's health care plan, the health care
professional, group practice, diagnostic and treatment center or health
center, shall: (a) prior to the provision of non-emergency services,
inform a patient or prospective patient that the amount or estimated
amount the health care professional will bill the patient for health
care services 1is available upon request; and (b} upon receipt of a
. request from a patient or prospective patient, disclose to the patient
7 or prospective patient in writing the amount or estimated amount or,
* with respect to a health center, a schedule of fees provided under 42
U.S.C. § 254b(k) (3) (G) (i), that the health care professional, group
%% practice, diagnostic and treatment center or health center, will bill
5% the patient or prospective patient for health care services provided or
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anticipated to be provided to the patient or prospective patient absent

unforeseen medical circumstances that may arise when the health care
servicas are providad.

3. A health care professional who is a physician shall provide a
patient or prospactive patient with the name, practice nama, mailing
address, and telephona number of any health care provider scheduled to
perform anesthesioloqy, laboratory, pathology, radiology or assistant
surgeon Services in connection with care to be provided in the physi-
cian's office for the patient or coordinated or referred by the physi-
cian for the patient at the time of referral to or coordination of
services with such provider.

4. A health care professional who is a physician shall, for a
patient's scheduled hospital admission or scheduled outpatient hospital
services, provide a patient and the hospital with the name, practice
name, mailing address and telephone number of any other physician whose
services will be arranged by the physician and are scheduled at the time
of the pre-admission testing, registration or admigsion at the time
non-emergency services are scheduled:; and information as to how to
determine the healthcare plans in which the physician participates.

5. A hospital shall establish, update and make public through posting
on the hospital’'s website, to the extent required by federal gquidelines,
a list of the hospital’s standard charges for items and services
provided by the hospital, including for diagnosis-related groups estab-
lished under section 1886 (d) (4) of the federal social security act.

6. A hospital shall post on the hospital's website: (a) the health

care plang in which the hospital is a participating provider; (b) a
statement that (i) physician services provided in the hospital are not
included in the hospital's charges; (ii) physicians who provide services
in the hospital may or may not participate with the same health care
plans as the hospital, and; (iii) the prospective patient should check
with the physician arranging for the hospital services to determine the
health care lans in which the physician participates; (c) as applica-
ble, the name, mailing address and telephone number of the physician
34 groups that the hospital has contracted with to provide services includ-
35 ing anesthesiology, pathology or radioloqy, and instructions how to
36 contact these groups to determine the health care plan participation of
37 the physicians in these groups:; and (d) as applicable, the name, mailing
38 address, and telephone number of physicians employed by the hospital and
39 whose services may be provided at the hogspital, and the health care
40 plans in which they participatse.
41 7. In reqgistration or admission materials provided in advance of non-
42 emergency hospital servicea, a hospital shall: (a) advise the patient or
43 prospective patient to check with the physician arranging the hospital
44 services to determine: (i) the name ractice name, mailing address and
45 telephone number of any other physician whose services will be arranged
46 by the physician; and (ii) whether the services of physicians who are
7 employed or contracted by the hospital to provide services including
anesthesiology, pathology and/or radiology are reasonably anticipated to
be provided to the patient; and (b) provide patients or prospective
patients with information as to how to timely determine the health care
plans participated in by physicians who are reasonably anticipated to
provide services to the patient at the hospital, as determined by the
physician arranging the patient's hospital services, and who are employ-
ees of the hospital or contracted by the hospital to provide services
including anesthesiology, radiology and/or pathology.

8. For purposes of this section:
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1 {a) "Health care plan” means a health insurer including an insurer
2 licensed to write accident and health insurance subject teo article thir-
3 ty-two of the insurance law; a corporation organized pursuant to article
4 forty-three of the insurance law; a municipal cocperative health benefit
5 plan certified pursuant to article fortv-seven of the insurance law; a
% health maintenance organization certified pursuant to article forty-four
7 of this chapter; a student health plan established or maintained pursu-
g ant to section one thousand one hundred twenty-four of the insurance law
9 or a gself-funded emplovee welfare benefit plan.

10 {(b) "Health care professional means an appropriately licensed, regis-
11 tered or certified health care professional pursuant to title eight of
12 the education law.

i3 {c) "Hospital" means a general hospital as defined in subdivision ten
14 of section two thousand eight hundred one of this chapter.

15 § 18. Paragraphs (k), (p-1}, (g} {(ry of subdivision 1 of section
16 4408 of the public health law, paragraphs and {r) as added by
17 chapter 705 of the laws of 1996, and paragraph as added by chapter
18 554 of the laws of 2002, are amended and three new paragraphs {s), [(t)
19 and (u) are added to read as follows:

20 {k} notice that an enrolliee may obtain a referral to a health care
21 provider outside of the health maintenance organization's network or
22 panel when the health maintenance organization does not have a health
23 care provider [wieh] who is geographically accessible to the enrcllee
24 and who has appropriate training and experience in the network or panel
25 to meet the particular health care needs of the enrollee and the proce-
26 dure by which the enrollee can cbtain such referral;

27 (p-1) notice that an enrollee shall have direct access tco primary and
28 preventive obstetric and gynecologic services, including annual examina-

29 tions, care resulting from such annual examinations, and treatment of

30 acute gynecologic conditions, from a qualified provider of such services

31 of her cholce from within the plan [fer-neo-fewer—than—tvwo—examinations

e related to a preagnancy

nd telephone number of all

addresses and telephone numbers

be in a separate document that

)i

in addition, in the

lanquages spoken and any

The listing shall also be

S

32 ennuslly—~Eor-such-gservices| or [to]

33 ;‘6 8 ;6-"6; Y g5 BRre ok g - T o R o 2 oy - i1 X Y
34  amd-preventive vbstetric-ard-gynecotogicservives-requiTed-as—a—resutt

35  of—such—anmmali—examinztions—or—as—a resutt—of-aracute—gymecoiogic
36 condition];

37 (q) notice of all appropriate mailin

38 to be utilized by enrollees seeking i rmation or authorization; [=nmd]
39 (ry a listing by specialty, which majy

40 is uapdated annually, of the name, add

41 participating providers, including £

42 case of physicians, board certificatic

43 affiliations with participating hospitals.

44 posted on the health maintenance organization's website and the health

45 maintenance organization ghall update the website within fifteen days of
¢ the addition or termination of a provider from the health maintenance

organization's network or a change in

physician's hospital affil-

iation;

(s} where applicable, a description of the methoed by which an enrollee

may submit a claim for health care services;

{t} with respect to ocut-of-network coverage:

(i) a clear description of the methodology used by the health mainte-

nance organization to determine reimbursement for out-of-network health

care services;

{ii) the amount that the health maintenance organization will reim-

burse under the methodcology for out-of-network health care services set

http://public.leginfo.state.ny.us/bstfrmef.cgi
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forth as a percentage of the usual and customary cost for out-of-network

2 health care services;
3 (iii) examples of anticipated out-of-pocket costs for frequently
4 billed out-of-naetwork health care services; and
5 (u) information in writing and through an internet website that
6 reasonably permits an enrollee or prospective aenrolleae to estimate the
7 antigcipated ocut-of-pocket cost for out-of-network health care services
8 in a geographical area or zip code based upcon the difference between
9 what the health maintenance organization will reimburse for out-of-net-
10 work health care services and the usual and customary cost for out-of-
11 network health care services. '
12 $ 19. Paragraphs (k) and (1) of subdivision 2 of section 4408 of the
13 public health 1law, as added by chapter 705 of the laws of 1996, are
14 amended and two new paragraphs (m) and (n} are added to read as follows:
15 (k) provide the written application procedures and minimum qualifica-
16 tion requirements for health care providers to be considered by the
17 health maintenance organization; [and]
18 (1) disclose other information as required by the commissioner,
19 provided that such requirements are promulgated pursuant to the state
20 administrative procedure act(+];
21 {(m) disclose whether a health care provider scheduled to provide a
22 health care service is an in-network provider; and
23 {n) with respect to out-of-network coverage, disclose the approximate
24 dollar amount that the health maintenance organization will pay for a
25 specific out-of-network health care service. The health maintenance
26 organization shall also inform an enrollee through such disclosure that

27 such approximation is not binding on the health maintenance organization
28 and that the approximate dollar amount that the health maintenance
29 organization will pay for a specific out-of-network health care service

30 may change.

31 § 20. Section 4408 of the public health law is amended by adding a new
32 subdivision 7 to read as follows:
33 7. For purposes of this section, "usual and customary cost' shall

34 mean the eightieth percentile of all charges for the particular health
35 care service performed by a provider in the same or similar specialty
36 and provided in the same geographical area as reported in a benchmarking
37 database maintained by a nonprofit organization specified by the super-
38 intendent of financial services. The nonprofit organization shall not be
39 affiliated with an insurer, a corporation subject to article forty-three
40 of the insurance law, a municipal cooperative health benefit plan certi-
41 fied pursuant to article forty-seven of the insurance law, or a health
47 maintenance organization certified pursuant to this article.

43 $ 21. Section 4900 of the public health law 1s amended by adding a new
44 subkbdivision 7-f-1 to read as follows:
45 7-f-1. "Out-of-network referral denial'” means a denial of a request

46 for an authorization or referral to an out-of-network provider on the
47 basis that the health care plan has a health care provider in the
48 in-network benefits portion of its network with appropriate training and
49 experience to meet the particular health care needs of an enrollee, and
£ who is able to provide the requested health service. The notice of an

51 out-of-network referral denial provided to an enrollee shall include
52 information explaining what information the enrollee must submit in
53 order to appeal the out-of-network referral denial pursuant to subdivi-
54 gion one-b of section four thousand nine hundred four of this article.
%5 An out-of-network referral denial under this subdivision does not
54 constitute an adverse determination as defined in this article. An out-
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1 of-network referral demial shall not be construed to include an out-of-
2 network denial as defined in subdivision seven-f of this gection.

3 § 22. Subdivision 2 of section 4903 of the public health law, as
4 amended by chapter 514 of the laws of 2013, is amended to read as

5 follows:

6 2. A utilization review agent shail make a utilization review determi-
7 nation involving health care services which require pre-authorization

8 and provide notice of a determination to the enrollee or enrollee's

9 designee and the enrollee’'s health care provider by telephcone and in
10 writing within three business days of receipt of the necessary informa-
11 tion. To the extent practicable, such written notification to the
12 enrollee's health care provider shall be transmitted electronically, in
13 a manner and in a form agreed upon by the parties. The notification
14 shall identify; (a) whether the services are considered in-network or
15 out-of-network; (b) and whether the enrollee will be held harmless for
16 the serwices and not be responsible for any payment, other than any
17 applicable co-payment or co-insurance; (c} as applicable, the dollar
18 amount the health care plan will pay if the service is out-~of-network;
19 and (d) as applicable, information explaining how an enrollee may deter-
20 mine the anticipated out-of-pocket cost for out-of-network health care
21 services in a geographical area or zip code based upon the difference
22 between what the health care plan will reimburse for out-of-network
23 health care services and the usual and customary cost for out-of-network
24 health care services.

5 § 23. Section 4904 of the public health law is amended by adding a new
26 subdivision 1-b to read as follows:
27 1-b. An enrollee or the enrollee's designee may appeal a denial of an
28 out-of-network referral by a health care plan by submitting a written
29 statement from the enrollee’'s attending physician, who must be a

30 licensed, board certified or board eligible physician qualified to prac-
31 tice in the specialty area of practice appropriate to treat the enrollee
32 for the health service sought, provided that: (a) the in-network health
33 care provider or providers recommended by the health care plan do not
34 have the appropriate training and experience to meet the particular
5 health care needs of the enrollee for the health service; and (b) recom-
36 mends an out-of-network provider with the appropriate training and expe-
37 rience to meet the particular health care needs of the enrollee, and who
38 is able to provide the regquested health service.

39 § 24. Subdivision 2 cf section 4910 of the public health law is
40 amended by adding a new paragraph {d} to read as follows:

41 (d) (i) The enrollee has had an out-of-network referral denied on the
42 grounds that the health care plan has a health care provider in the
43 in-network benefits portion of its network with appropriate training and

44 experience to meet the particular health care needs of an enrollee, and
45 who is able to provide the requested health service.
4
4

[ (ii} The enrollee's attending physician, who shall be a licensed,
7 board certified or board eligible physician gqualified to practice in the
specialty area of practice appropriate to treat the enrollee for the
health service sought, certifies that the in-network health care provid-
er or providers recommended by the health care plan do not have the
appropriate training and experience to meet the particular health care
needs of an enrollee, and recommends an out-of-network provider with the
appropriate training and experience to meet the particular health care
needs of an enrollee, and who is able to provide the reguested health
service. A
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§ 25. Paragraph {d} of subdivision 2 of section 4914 of the public
health law is amended by adding a new subparagraph (D) to read as
follows:

(D) For external appeals requested pursuant to paragraph (d) of subdi-
vision two of section four thousand nine hundred ten of this title
relating to an out-of-network referral denial, the external appeal agent
shall review the utilization review agent's final adverse determination
and, in accordance with the provisions of this title, shall make a
determination as to whether the out-of-network referral shall be covered
by the health plan; provided that such determination shall:

(i) be conducted only by one or a greater odd number of clinical peer
reviewers;

(ii) be accompanied by a written statement:

(1) that the out-of-network referral shall be covered by the health
care plan either when the reviewer or a majority of the panel of review-
ers determines, upon review of the training and experience of the
in-network health care provider or providers proposed by the plan, the
training and experience of the requested out-of-network provider, the
clinical standards of the plan, the information provided concerning the
enrollee, the attending physician's recommendation, the enrollee's
medical record, and any other pertinent information, that the health
plan does not have a provider with the appropriate training and experi-
23 ence to meet the particular health care needs of an enrollee who is able
to provide the requested health service, and that the out-of-network
25 provider has the appropriate training and experience to meet the partic-
ular health care needs of an enrollee, is able to provide the requested
health service, and is likely to produce a more clinically beneficial
outcome; or

(2) upholding the health plan's denial of coverage;

(iii) be subject to the terms and conditions generally applicable to
benefits under the evidence of coverage under the health care plan;

{(iv) be binding on the plan and the enrollee; and

(v) be admissible in any court proceeding.

§ Z6. The financial services law is amended by adding a new article 6
to read as follows:
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ARTICIE 6
EMERGENCY MEDICAL SERVICES AND SURPRISE BILLS

Section 601. Dispute resolution process established.

602, Applicability.

603. Definitions,

604. Criteria for determining a reasonable fee.

605. Dispute resolution for emergency services.

606. Hold harmless and assignment of benefits for surprise bills
44 for insureds,
B 607. Dispute resoclution for surprise bills.
46 608. Payment for independent dispute resolution entity.
47 § 601, Dispute resolution process established. The superintendent
4% shall establish a digpute rescolution process by which a dispute for a
1% bill for emergency services or a surprise bill may be resolved, The
5 superintendent shall have the power to grant and revoke certifications
of independent dispute resplution entities to conduct the dispute resol-
ution process. The superintendent shall promulgate regulations estab-
lishing standards for the dispute resolution process, including a proc-
ess for certifying and selecting independent dispute resolution
entities. An independent dispute resolution entity shall use licensed
physicians in active practice in the same or similar specialty as the
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1 physician providing the service that is subject to the dispute resol-

2 uticon process of this article. To the extent practicable, the physician

3 shall be licensed in this state.

4 § 602. Applicability. (a) This article shall not apply to health care

5 services, including emergency services, where physician fees are subiject

& to schedules or other monetary limitations under any cther law, includ-

7 ing the workers' compensation law and article fifty-one of the insurance

8 law, and shall not preempt any such law.

9 (b) {1) With regard to emergency services billed under American medical
10 assogiation current procedural terminology (CPT) codes 99281 through
11 99285, 99288, 99291 through 99292, 96217 through 99220, 99224 through
12 99226, and 99234 through 99236, the dispute resolution process estab-
13 1lished in this article shall not apply when:

14 (A) the amount billed for any such CPT code meets the requirements set
15 forth in paragraph three of thig subsection, after any applicable co-in-
16 surance, co-payment and deductible; and

17 {(B) the amount billed for any such CPT code does not exceed one
18 hundred twenty percent of the usual and customary cost for such CPT
19 code.

20 (2) The health care plan shall ensure that an insured shall not incur
21 any greater out-of-pocket costs for emergency services billed under a
22 CPT code as set forth in this subsection than the insured would have
23 incurred if such emergency services were provided by a participating
24 physician.

25 (3) Beginning January first, two thousand fifteen and each January
26 first thereafter, the superintendent shall publish on a website main-
27 tained by the department of financial services, and provide in writing
28 to each health care plan, a dollar amount for which bills for the proce-

29 dure codes identified in this subsection shall be exempt from the
30 dispute resolution process established in this article. Such amount
31 shall equal the amount from the prior year, beginning with six hundred
32 deollars in two thousand fourteen, adjusted by the average of the annual
33 average inflation rates for the medical care commodities and medical
34 care services components of the consumer price index. In no event shall
35 an amount exceeding one thousand two hundred dellars for a specific CPT
36 code billed be exempt from the dispute resolution process established in

37 this article,

38 § 603. Definitions. For the purposes of this article:

39 (a) "Emergency condition" means a medical or behavioral condition that
40 manifests itself by acute symptoms of sufficient severity, including
41 severe pain, such that a prudent layperson, possessing an average know-

42 ledge of medicine and health, could reascnably expect the absence of
43 immediate medical attention to result in : (1) placing the health of the
44 person afflicted with such condition in serious jeopardy, or in the case
45 of a behavioral condition placing the health of such person or others in

46 serious jeopardy; (2) serious impairment to such person's bodily func-
47 tiong; {(3) serious dysfunction of any bodily organ or part of such
48 person; (4) serious disfigurement of such person; or {(5) a condition

49 described in clause (i), (ii) or {(iii) of section 1867(e) (1) (A) of the
> social security act 42 U.S.C. § 1395dd.

(b} "Emergency services" means, with respect to an emergency condi-
tion: (1) a medical screening examination as required under section 1867

(N

(o)

53 of the social security act, 42 U.8.C. § 1395dd, which is within the
54 capability of the emergency department of a hospital, including ancil-
55 lary services routinely available to the emergency department to evalu-
5% ate such emergency medical condition; and (2) within the capabilities of
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the staff and facilities available at the hospital, such further medical
examination and treatment as are required under section 1867 of the
social security act, 42 U.S8.C. § 1395dd, to stabilize the patient.

{(c) "Health care plan" means an insurer licensed to write accident and
health insurance pursuant to article thirty-two of the insurance law; a
corporation organized pursuant to article forty-three of the insurance
law; a municipal cooperative health benefit plan certified pursuant to
article forty-seven of the insurance law; a health maintenance organiza-
tion certified pursuant to article forty-four of the public health law;
or a student health plan established or maintained pursuant to section
one thousand one hundred twenty-four of the ingurance law.

{(d) "Insured" means a patient covered under a health care plan's poli-
cy or contract.

(@) "Non-participating” means not having a contract with a health care
plan to provide health care services to an insured.

[ S
BY = O -3 Gl W GO ~d U RN

\
1 {f) "Participating" means having a contract with a health care plan to
1 provide health care services to an insured.

1 {g) "Patient” means a person who receives health care services,
19 ipngluding emergency services, in this state.

2 (h) "Surprise bill" means a bill for health care services, other than
Z emergency services, received by:

2 (1) an insured for services rendered by a non-participating physician
23 at_a participating hospital or ambulatory surgical center, where a
24 participating physician is unavailable or a non-participating physician

renders services without the insured's knowledge, or unforeseen medical
26 serviges arise at the time the health care services are rendered;
27 provided, however, that a surprise bill shall not mean a bill received
28 for health care services when a participating physician is available and
29 the insured has elected to obtain services from a non-participating
30 physician;
1 (2) an insured for services rendered by a non-participating provider,
32 where the services were referred by a participating physician to a non-
33 participating provider without explicit written consent of the insured
34 acknowledging that the participating physician is referring the insured
35 to a non-participating provider and that the referral may result in
36 costs not covered by the health care plan; or
37 (3) a patient who is not an insured for services rendered by a physi-
383 cian at a hospital or ambulatory surgical center, where the patient has
39 not timely received all of the disclosures required pursuant to section
40 twenty-four of the public health law.
41 (i} "Usual and customary cost"™ means the eightieth percentile of all
2 charges for the particular health care service performed by a provider
3 in the same or similar specialty and provided in the same geographical
4 area as reported in a benchmarking database maintained by a nonprofit
4% organization specified by the superintendent. The nonprofit organization
shall not be affiliated with an insurer, a corporation subiect to arti-

(%)}

45

47 cle forty-three of the insurance law, a municipal cooperative health
42 benefit plan certified pursuant to article forty-seven of the insurance
49 law, or a health maintenance organization certified pursuant to article
50 forty-four of the public health law.

51 § 604, Criteria for determining a reasonable fee. In determining the
52 appropriate amount to pay for a health care service, an independent
53 dispute resolution entity shall consider all relevant factors, includ-
54 ing:

55 {(a) whether there is a gross digparity between the fee charged by the
56 physician for services rendered as compared to:
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(1) fees paid to the involved physician for the same services rendered
by the physician to other patients in health care plans in which the
physician is not participating, and

(2) in the case of a dispute involving a health care plan, fees paid

B

W

4
5 by the health care plan to reimburse similarly qualified physicians for
¢ the same services in the same region who are not participating with the
7 health care plan:;

8 {b} the level of training, education and experience of the physician;
9 {c) the physician's usual charge for comparable services with regard

10 to patients in health care plans in which the physician is not partic-

11 ipating;

12 {(d) the circumstances and complexity of the particular case, including

13 time and place of the service;

14 (e) individual patient characteristics; and

i5 (f) the usual and customary cost of the service.

16 § 605, Dispute resolution for emergency services. (a) Emergency

17 services for an insured. (1) When a health care plan receives a bill for

18 emergency services from a non-participating physician, the health care

19 plan shall pay an amount that it determines is reascnable for the emer-

20 gency services rendered by the non-participating physician, in accord-

21 ance with section three thousand two hundred twenty-four-a of the insur-

22 ance law, except for the insured's co-payment, coinsurance or

23 deductible, 1if any, and shall ensure that the insured shall incur no

24 greater out-of-pocket costs for the emergency services than the insured

25 would have incurred with a participating physician pursuant to

26 subsection {c) of section three thousand two hundred forty-one of the

27 insurance law.

28 (2) A non-participating physician or a health care plan may submit a

29 dispute regarding a fee or payment for emergency services for review to

30 an independent dispute resolution entity.

31 (3) The independent dispute resolution entity shall make a determi-

32 nation within thirty days of receipt of the dispute for review,

3 (4) In determining a reasonable fee for the services rendered, an

independent dispute resolution entity shall select either the health
care plan's payment or the non-participating physician's fee. The inde-
pendent dispute resolution entity shall determine which amount to select
based upon the conditions and factors set forth in section six hundred
four of this article. If an independent dispute resolution entity
determines, based on the health care plan's payment and the non-partici-
pating physician's fee, that a settlement between the health care plan
and non-participating physician is reasonably likely, or that both the
health care plan's payment and the non-participating physician's fee
represent unreasonable extremes, then the independent dispute resolution
entity may direct both parties to attempt a good faith negotiation for
settlement. The health care plan and non-participating physician may be
granted up to ten business days for this negotiation, which shall run
concurrently with the thirty day period for dispute resolution.

(b) Emergency services for a patient that is not an insured. (1) A
patient that is not an insured or the patient's physician may submit a
dispute regarding a fee for emergency services for review to an inde-
pendent dispute resolution entity upon approval of the superintendent.

{2) An independent dispute resolution entity shall determine a reason-
able fee for the services based upon the same conditions and factors set
forth in section six hundred four of this article.
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1 (3) A patient that is not an insured shall not be required to pay the

2 physician's fee in order to be eligible to submit the dispute for review

3 to an independent dispute resolution entity.

4 {e) The determination of an independent dispute resolution entity

5 shall be binding on the health care plan, physician and patient, and

6 shall be admissible in any court proceeding between the health care

7 plan, physician or patient, or in any administrative proceeding between

8 this state and the physician.

g § 606. Hold harmless and assignment of benefits for surprise bills for
10 insureds. When an insured assigns benefits for a surprise bill in writ-
11 ing to a non-participating physician that knows the insured is insured
12 under a health care plan, the non-participating physician shall not bill
13 the insured except for any applicable copayment, coinsurance or deduct-
14 ible that would be owed if the insured utilized a participating physi-
15 ecian.

1o § 607. Dispute resolution for surprise bills. (a) Surprise bill
17 received by an insured who assigns benefits. (1) If an insured assigns

18 benefits to a non-participating physician, the health care plan shall
19 pay the non-participating physician in accordance with paragraphs two

20 and three of this subsection.
(2) The non-participating physician may bill the health care plan for

21

22 the health care services rendered, and the health care plan shall pay
23 the non-participating physician the billed amount or attempt to negoti-
24 ate reimbursement with the non-participating physician.

25 (3) If the health care plan's attempts to negotiate reimbursement for
26 health care services provided by a non-participating physician does not
27 result in a resolution of the payment dispute between the non-partici-
28 pating physician and the health care plan, the health care plan shall
29 pay the non-participating physician an amount the health care plan
30 determines 1is reasonable for the health care services rendered, except
31 for the insured's copayment, coinsurance or deductible, in accordance
32 with section three thousand two hundred twenty-four-a of the insurance
33 law.

34 {4) Either the health care plan or the non-participating physician may
35 submit the dispute regarding the surprise bill for review to an inde-
36 pendent dispute resolution entity, provided however, the health care
37 plan may not submit the dispute unless it has complied with the require-
382 ments of paragraphs one, two and three of this subsection.

33 (5) The independent dispute resolution entity shall make a determi-
4C nation within thirty days of receipt of the dispute for review.

41 (6) When determining a reasonable fee for the services rendered, the
42 independent dispute resolution entity shall select either the health
43 care plan's payment or the non-participating physician's fee. An inde-
44 pendent dispute resolution entity shall determine which amount to select
45 based upon the conditions and factors set forth in section six hundred
46 four of this article. If an independent dispute rescolution entity
47 determines, based on the health care plan's payment and the non-partici-

pating physician's fee, that a settlement between the health care plan
and non-participating physician is reascnably likely, or that both the
health care plan's payment and the non-participating physician's fee
represent unreasonable extremes, then the independent dispute resolution
entity may direct both parties to attempt a good faith negotiation for
settlement. The health care plan and non-participating physician may be
granted up to ten business days for thisg negotiation, which shall run
55 concurrently with the thirty day period for dispute resolution.
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1 (b) Surprise bill received by an insured who does not assign benefits
2 or by a patient who is not an insured. (1) An insured who does not
3 assign benefits in accordance with subsection {a) of this section or a
4 patient who is not an insured and who receives a surprise bill may
5 submit a dispute regarding the surprise bill for review to an independ-
& ent dispute resolution entity.
7 (2) The independent dispute resolution entity shall determine a
8 reasocnable fee for the services rendered based upon the conditions and
9 factors set forth in section six hundred four of this article.
10 (3) A patient or insured who does not assign benefits in accordance
i1l with subsection (a) of this section shall not be required to pay the
12 physician's fee to be eligible to submit the dispute for review to the
13 independent dispute entity.
14 (c) The determination of an independent dispute resolution entity
15 shall be binding on the patient, physician and health care plan, and
i6 shall be admissible in any court proceeding between the patient or
1 insured, physician or health care plan, or in any administrative
18 proceeding between this state and the physician,
19 § 608. Payment for independent dispute resolution entity. (a) For
20 disputes involving an insured, when the independent dispute resolution
21 entity determines the health care plan's payment is reasonable, payment
22 for the dispute resolution process shall be the responsibility of the
2 non-participating physician. When the independent disgpute resolution
24 entity determines the non~-participating physician's fee is reasonable,
25 payment for the dispute resoclution process shall be the respongibility
26 of the health care plan. When a good faith negotiation directed by the
27 independent dispute resolution entity pursuant to paragraph four of
28 subsection (a) of section six hundred five of this article, or paragraph
29 six of subsection (a) of section six hundred seven of this article
30 results in a settlement between the health care plan and non-participat-
31 ing physician, the health care plan and the non-participating physician
32 shall evenly divide and share the prorated cost for dispute resolution.
33 (b) For disputes involving a patient that is not an insured, when the
34 independent dispute resolution entity determines the physician's fee is
35 reasonable, payment for the dispute resolution process shall be the
36 responsibility of the patient unless payment for the dispute resolution
37 process would pose a hardship to the patient. The superintendent shall
38 promulgate a regqulation to determine payment for the dispute resolution
39 process in cases of hardship. When the independent dispute resolution
40 entity determines the physician's fee is unreasonable, payment for the
41 dispute resolution process shall be the responsibility of the physician.
42 § 27. Paragraprhs 5 and 6 of subsectioc : 2601 of the
27 sur
44
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mbers shall be appointed ¢n the recommendation of the speaker of the

embly and two mempers shall be appointed on the recommendation of the

porary president of the senate and shall consist of two physicians,

representatives of health plans, and three consumers and shall be

co-chaired by the superintendent of the department of financial services

and the com sioner of the department of health. Such representatives
v

“
of the workgroup must represent different regicns of the state. The
members shall receive no compensation for their se ces, but shall be
allowed their actual and necessary expenses incurred in the performance
of their duties.

2. The workgroup shall review the current out-of-network reimbursement
rates used by health insurers licensed under the insurance law and
health maintenance organizations certified under the public health law
and the rate methodology as required under the laws of 2014 and make
recommendatiocns regarding an alternative rate methodology taking into
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a. current physician charges for out-of-network services;

b. trends in medical care and the actual costs of medical care;

c. regional differences regarding medical costs and trends;

20 d. the current methodclogies and levels of reimbursement for out-of-
21 network services currently paid by health plans, including insurers,
22 HMOs, Medicare, and Medicaid;

23 e. the current in-network rates paid by health plans, including insur-
24 ers, HMOs, Medicare and Medicaid for the same service and by the same

=
WO W@ ~J

25 provider;

26 f. the impact different rate methodologies would have on out-ocfi-pocket
27 costs for consumers who access out-of-network services;

28 g. the impact different rate methodologies would have on premium costs
29 in different regions of the state;

30 h. reimbursement data from all health plans both public and private as
31 well as charge data from medical professionals and hospitals available
32  through the All Payer Database as developed and maintained by the
33 department of health including data provided in the annual report
34 published pursuant to section 2816 of the public health law; and

35 .. other issues deemed appropriate by either the superintendent of the
26 department of financial services or the commissioner of the department
37 of healitnh.

38 3.

39

40

41
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1 intendent of the department of financial services no later than January
2 1, 2016.
3 § 29. This act shall take effect one year after it shall have become a
4 law, provided, however, that:
5 1. if the amendments by chapter 514 of the laws of 2013 made to
6 subsection () of section 4903 of the insurance law and subdivision 2 of
7 section 4903 of the public health law, as amended by sections twelve and
B twenty-two of this act, respectively, taxe effect after such date, then
9 sections twelve and twenty-two of this act shall take effect on the same
10 date as chapter 514 of the laws of 2013 takes effect;
1 2. for policies renewed on and after such date this act shall take
12 effect on the renewal date;
13 3. sections twelve, sixteen, seventeen, twenty-two and twenty-six of
14 this act shall apply to health care services provided on and after such
15 date;
16 4. sections eleven, thirteen, fourteen, fifteen, twenty-one, twenty-
17 three, twenty-four and twenty-five of this act shall apply to denlals
18 1issued on and after such date; and
19 5. effective immediately, the superintendent of financial services may
20 promulgate any regulations necessary for the implementation of the
21 provisions of this act on its effective date, and may certify one or
22 more independent dispute resclution entities.
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