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AN ACT relating to chiropractic.

Be it enacted by the General Assembly of the Commonwealth of Kentucky:

SECTION 1.   A NEW SECTION OF SUBTITLE 17A OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

A health benefit plan that provides coverage for chiropractic services and procedures shall clearly state the availability of chiropractic coverage under the plan and all related limitations, conditions, and exclusions, and shall provide the following:

(1)
Benefits for services and procedures performed by a doctor of chiropractic may be made subject to a deductible, copayment, or coinsurance as required by the plan, except that, after the deductible is met:

(a)
The plan shall not impose any patient coinsurance or copayment that exceeds fifty percent (50%) of the highest single reimbursable covered service that is within the lawful scope of practice of a doctor of chiropractic for a single office visit, not to exceed the coninsurance or copayment defined in the insured's policy; and

(b)
The plan shall not impose on the insured more than one (1) coinsurance charge or one (1) copayment per date of service by the same doctor of chiropractic for the same patient; and

(2)
The plan shall reimburse a doctor of chiropractic for services and procedures within the lawful scope of practice of a doctor of chiropractic if:

(a)
The doctor of chiropractic who renders or supervises the services and procedures is duly licensed in accordance with KRS Chapter 312 to perform such services and procedures; and

(b)
The services and procedures are covered under the health benefit plan.

Section 2.   KRS 304.17A-150 is amended to read as follows:

(1)
On and after July 15, 1995, it is an unfair trade practice for an insurer, agent, broker, or any other person in the business of marketing and selling health plans, to commit or perform any of the following acts:

(a)
Encourage individuals or groups to refrain from filing an application for coverage with the insurer because of the individual's or group's health status, claims experience, industry, occupation, or geographic location; or

(b)
Encourage or direct individuals or groups to seek coverage from another insurer because of the individual's or group's health status, claims experience, industry, occupation, or geographic location; or

(c)
Encourage an employer to exclude an employee from coverage.


The provisions of this subsection shall not apply to information provided regarding the established geographic service area of an insurer.

(2)
It is an unfair trade practice for an insurer to compensate an agent, broker, or any other person in the business of marketing and selling health plans on the basis of the health status, claims experience, industry, occupation, or geographic location of the insured or prospective insured except as provided in KRS 304.17B-001 to 304.17B-031.

(3)
It shall constitute an unfair trade practice for any insurer, insurance agent, or third-party administrator to refer an individual to Kentucky Access, or to arrange for an individual to apply to Kentucky Access, for the purpose of separating an individual from group health insurance coverage.

(4)
It is an unfair trade practice for an insurer that offers multiple health benefit plans to require a health care provider, as a condition of participation in a health benefit plan of the insurer, to participate in any of the insurer's other health benefit plans. In addition to the proceedings and penalties provided in this chapter for violation of this provision, a contract provision violating this subsection is void.

(5)
It is an unfair trade practice for an insurer not to compute an insured's coinsurance or cost sharing on the basis of the amount actually received by a health-care provider from the insurer.

(6)
The commissioner may suspend or revoke, after notice and hearing, the certificate of authority to transact insurance in this state of any insurer that fails to pay an assessment under KRS 304.17B-021. As an alternative, the commissioner may levy a civil penalty on any member insurer that fails to pay the assessment when due. The civil penalty shall not exceed five percent (5%) of the unpaid assessment per month, but no civil penalty shall be less than one hundred dollars ($100) per month.

(7)
The remedy provided by KRS 304.12-120 shall be available for conduct proscribed by this section.

(8)
It is an unfair claims settlement practice for any person to make claims payments to insureds or beneficiaries not accompanied by a statement setting forth the coverage under which the payments are being made in instances in which the insured has a liability under the policy beyond his or her copayment or deductible.

(9)
It is an unfair trade practice to impose requirements in a provider contract or agreement with a doctor of chiropractic licensed pursuant to KRS Chapter 312 that:

(a)
Restrict, reduce, or negate the benefits that are otherwise provided to a person covered under a health benefit plan; or

(b)
Deny payment of those benefits directly to a provider following receipt of a duly executed assignment of benefits with a participating chiropractic provider, as defined in KRS 304.17A-170.


Nothing in this subsection shall be construed to prevent an insurer from performing a utilization review in accordance with KRS 304.17A-600 to 304.17A-633.

Section 3.   KRS 304.17A-527 is amended to read as follows:

(1)
A managed care plan shall file with the commissioner sample copies of any agreements it enters into with providers for the provision of health care services. The commissioner shall promulgate administrative regulations prescribing the manner and form of the filings required. The agreements shall include the following:

(a)
A hold harmless clause that states that the provider may not, under any circumstance, including:

1.
Nonpayment of moneys due the providers by the managed care plan,

2.
Insolvency of the managed care plan, or

3.
Breach of the agreement,


bill, charge, collect a deposit, seek compensation, remuneration, or reimbursement from, or have any recourse against the subscriber, dependent of subscriber, enrollee, or any persons acting on their behalf, for services provided in accordance with the provider agreement. This provision shall not prohibit collection of deductible amounts, copayment amounts, coinsurance amounts, and amounts for noncovered services;

(b)
A continuity of care clause that states that if an agreement between the provider and the managed care plan is terminated for any reason, other than a quality of care issue or fraud, the insurer shall continue to provide services and the plan shall continue to reimburse the provider in accordance with the agreement until the subscriber, dependent of the subscriber, or the enrollee is discharged from an inpatient facility, or the active course of treatment is completed, whichever time is greater, and in the case of a pregnant woman, services shall continue to be provided through the end of the post-partum period if the pregnant woman is in her fourth or later month of pregnancy at the time the agreement is terminated;

(c)
A survivorship clause that states the hold harmless clause and continuity of care clause shall survive the termination of the agreement between the provider and the managed care plan;

(d)
A clause stating that the insurer issuing a managed care plan will, upon request of a participating provider, provide or make available to a participating provider, when contracting or renewing an existing contract with such provider, the payment or fee schedules or other information sufficient to enable the provider to determine the manner and amount of payments under the contract for the provider's services prior to the final execution or renewal of the contract and shall provide any change in such schedules at least ninety (90) days prior to the effective date of the amendment pursuant to KRS 304.17A-577;[ and]
(e)
A clause requiring that if a provider enters into any subcontract agreement with another provider to provide their licensed health care services to the subscriber, dependent of the subscriber, or enrollee of a managed care plan where the subcontracted provider will bill the managed care plan or subscriber or enrollee directly for the subcontracted services, the subcontract agreement must meet all requirements of this subtitle and that all such subcontract agreements shall be filed with the commissioner in accordance with this subsection; and
(f)
A clause stating that the insurer shall provide reimbursement for chiropractic services within a health benefit plan that includes reimbursement for services of a doctor of chiropractic:

1.
At no less than the current fee schedule in effect at the time the services and procedures are performed, as established by the Workers' Compensation Medical Fee Schedule for Physicians pursuant to KRS 342.035 and administrative regulations adopted pursuant thereto, or the actual fee submitted, whichever is less; and

2.
If the current Workers' Compensation Medical Fee Schedule for Physicians does not include reimbursement rates for chiropractic services, at no less than the amount provided for chiropractic services in the most recent Workers' Compensation Medical Fee Schedule for Physicians that included reimbursement for chiropractic services.

(2)
An insurer that offers a health benefit plan that enters into any risk-sharing arrangement or subcontract agreement shall file a copy of the arrangement with the commissioner. The insurer shall also file the following information regarding the risk-sharing arrangement:

(a)
The number of enrollees affected by the risk-sharing arrangement;

(b)
The health care services to be provided to an enrollee under the risk-sharing arrangement;

(c)
The nature of the financial risk to be shared between the insurer and entity or provider, including but not limited to the method of compensation;

(d)
Any administrative functions delegated by the insurer to the entity or provider. The insurer shall describe a plan to ensure that the entity or provider will comply with KRS 304.17A-500 to 304.17A-590 in exercising any delegated administrative functions; and

(e)
The insurer's oversight and compliance plan regarding the standards and method of review.

(3)
Nothing in this section shall be construed as requiring an insurer to submit the actual financial information agreed to between the insurer and the entity or provider. The commissioner shall have access to a specific risk sharing arrangement with an entity or provider upon request to the insurer. Financial information obtained by the department shall be considered to be a trade secret and shall not be subject to KRS 61.872 to 61.884.

SECTION 4.   A NEW SECTION OF SUBTITLE 17C OF KRS CHAPTER 304 IS CREATED TO READ AS FOLLOWS:

A limited health benefit plan that provides coverage for chiropractic services and procedures shall clearly state the availability of chiropractic coverage under the plan and all related limitations, conditions, and exclusions, and shall provide the following:

(1)
Benefits for services and procedures performed by a doctor of chiropractic may be made subject to a deductible, copayment, or coinsurance as required by the plan, except that, after the deductible is met:

(a)
The plan shall not impose any patient coinsurance or copayment that exceeds fifty percent (50%) of the highest single reimbursable covered service that is within the lawful scope of practice of a doctor of chiropractic for a single office visit, but not to exceed the coinsurance or copayment defined in the insured's policy; and

(b)
The plan shall not impose on the insured more than one (1) coinsurance charge or one (1) copayment per date of service by the same doctor of chiropractic for the same patient; and

(2)
The plan shall reimburse a doctor of chiropractic for services and procedures within the lawful scope of practice of a doctor of chiropractic if:

(a)
The doctor of chiropractic who renders or supervises the services and procedures is duly licensed in accordance with KRS Chapter 312 to perform such services and procedures; and

(b)
The services and procedures are covered under the health benefit plan.

Section 5.   KRS 304.17C-060 is amended to read as follows:

(1)
An insurer shall file with the commissioner sample copies of any agreements it enters into with providers for the provision of health care services. The commissioner shall promulgate administrative regulations prescribing the manner and form of the filings required. The agreements shall include the following:

(a)
A hold harmless clause that states that the provider may not, under any circumstance, including:

1.
Nonpayment of moneys due to providers by the insurer;

2.
Insolvency of the insurer; or

3.
Breach of the agreement,


bill, charge, collect a deposit, seek compensation, remuneration, or reimbursement from, or have any recourse against the subscriber, dependent of subscriber, enrollee, or any persons acting on their behalf, for services provided in accordance with the provider agreement. This provision shall not prohibit collection of deductible amounts, copayment amounts, coinsurance amounts, and amounts for noncovered services;

(b)
A survivorship clause that states the hold harmless clause and continuity of care clause shall survive the termination of the agreement between the provider and the insurer;[ and]
(c)
A clause requiring that if a provider enters into any subcontract agreement with another provider to provide health care services to the subscriber, dependent of the subscriber, or enrollee of a limited health service benefit plan, the subcontract agreement must meet all requirements of this subtitle and that all such subcontract agreements shall be filed with the commissioner in accordance with this subsection; and

(d)
If a limited health benefit plan provides coverage of chiropractic services, a clause stating that the insurer shall provide reimbursement for chiropractic services within a limited health benefit plan that includes reimbursement for services of a doctor of chiropractic:

1.
At no less than the current fee schedule in effect at the time the services and procedures are performed, as established by the Workers' Compensation Medical Fee Schedule for Physicians pursuant to KRS 342.035 and administrative regulations adopted pursuant thereto, or the actual fee submitted, whichever is less; and

2.
If the current Workers' Compensation Medical Fee Schedule for Physicians does not include reimbursement rates for chiropractic services, at no less than the amount provided for chiropractic services in the most recent Workers' Compensation Medical Fee Schedule for Physicians that included reimbursement for chiropractic services.

(2)
An insurer that enters into any risk-sharing arrangement or subcontract agreement shall file a copy of the arrangement with the commissioner. The insurer shall also file the following information regarding the risk-sharing arrangement:

(a)
The number of enrollees affected by the risk-sharing arrangement;

(b)
The health care services to be provided to an enrollee under the risk-sharing arrangement;

(c)
The nature of the financial risk to be shared between the insurer and entity or provider, including but not limited to the method of compensation;

(d)
Any administrative functions delegated by the insurer to the entity or provider. The insurer shall describe a plan to ensure that the entity or provider will comply with the requirements of this subtitle in exercising any delegated administrative functions; and

(e)
The insurer's oversight and compliance plan regarding the standards and method of review.

(3)
Nothing in this section shall be construed as requiring an insurer to submit the actual financial information agreed to between the insurer and the entity or provider. The commissioner shall have access to a specific risk-sharing arrangement with an entity or provider upon request to the insurer. Financial information obtained by the department shall be considered to be a trade secret and shall not be subject to KRS 61.872 to 61.884.
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