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Page 3, line 23

related groups” meaning a cla‘smﬁcatlon of inpatient hospital discharges
developed by 3MCorporatign designed to apply to patients of all ages and
to dlstmgufsh among four/severity of illness levels within each
classification. Term used'in s. 146.903 (2) (b) 1.a Distinguishes APR-
DRGs frox standard (Medicare) DRGs.

Page 4, lines 5-8

Replace “ysual and customary charge” with “median billed charge” and
define it as\‘the median amount that a health care provider has charged for
the specifiedservice or procedure, before any discount or contractual rate
applicable to certain patients or payers is applied, in the most recent 12
months” éi

Starting on page 4,
line 18

Instead of the using the top 50 health care services, diagnostic tests or
procedures, we want to.standardize the list statewide based on specialty
and have DHFS set t}f?ﬁ\s‘t\annually based on Medicaid claims data
(volume) the year before. For exam uld set/A list
@/vSerwces performed by primary care physwlans and thatls what they
would report on for that year. DHFS would also set a list for optometrists,
neurologists, dermatologists, etc. Some list may be less than 25 services
or procedures.

Page 4, lines 18-24

[y ;%
ﬁ 5«5
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Change to “the median billed charge, assuming no medical complications,
for each of the 25 health care services, diagnostic tests, or procedures as
set annually by DHFS. The information under this subdivision shall be
classified as follows:

a. If provided concerning inpatient services by a hospital, in the form
of diagnosis-related groups or all-patient refined diagnosis-related
groups.

b. If provided concerning outpatient services by a hospitals, by

—.<surgical procedure cods.

c. Ifprovided by an ambulatory surgery center, by surgical procedure
code.

Page 4, lines 18-22

A few stakeholders have commented this is confusing and read literally,
seems to require the top 50 services related to each of an unknown
number of presenting conditions, for example the top 50 services related
to leg pain, the top 50 services related to back pain, etc.

- Page 4, line 23-24

WHA tells me DRG’s are not used to categorize hospital outpatient
services.

| Page 5, lines 13-16

Note: providers have questioned what “Medical Assistance payment rates,
as specified on the Web site of the department” means.

Page 5, insert after
line 16

Add a requirement that the list include Medicare payment rates (in
addition to Medicaid required under #2)
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Page 5, lines 17-18

WHA has requested language be added to allow for the “percentage of
charges collected by the provider from private 3" party payers, as derived
from the data collected pursuant to s. 153.21 (2) Wis Admin Code. Can
you check what that means? We would like to allow providers to report
the average aggregate percentage discount provided to commercial
insurers, but in a dollar amount.

‘Page 5, line 19-20

Remove #4 (the column that averages all the other columns)

Page 7, lines 14-18

We want to be sure this language does not require enrollees to obtain an
itemized list of CPTs prior to obtaining an estimate. (see INS 3.60). We

do, however, want to require the enrollee to provide the health plans with
1.) the name of the provider; 2.) the facility where the service or -
procedure will be provided; 3.) the date the procedure will be done; and

4.) the providers estimate of charges.

Page 7, line 16

We want to allow health plans to provide median reimbursements, but we
want them calculated based on geographic areas (again see INS 3.60)

Page 7, lines 19-22

Change to “If requested by the insured and after the insured provides all ).,,,,
necessary information, the insurer or self-insured health plan under par.
(a) shall also provide to the insured as of the date of the request a good
faith estimate of the insured’s total out-of-pocket cost according to the
insured benefit terms for the specified health care service provided by the
specified provider, assuming no complications or modifications to the
treatment plan.”

Page 8§, section 10

The health plans say this section only applies to the contract between the
health plan and the enrollee, not the contract between the health plan and
the provider. We need this to apply to both contracts.

Page 8, line 13

Change delayed effective date to/9/months

Unknown

Should we define “provider good faith estimate” and “health plan good
faith estimate” since there are different expectations of what a good faith
estimate is?

Unknown

We need to add state oversight/penalties, both on the insurance side and
on the provider side. What do you suggest?

MKWJ m“"”’“””"“\\

-

Unknown

We are working with WHA to find a way for the hospitals to report the
total cumulative average for a procedure (i.e. instead of only reporting the
hospital fee associated with knee replacement, they would report the
hospital fee plus the doctors fee plus the anesthesiologist fee plus the
radiologist fees). If we go in this direction, we would want the vendor
specialties to report the information to WHA and then WHA would
analyze and report it publicly.

Unknown

Health plan question: what if service or procedure requires review

regarding if it’s medically necessary?

-



Kennedy, Debora

From: Hudzinski, Nicole

Sent: Friday, January 04, 2008 4:40 PM
To: Kennedy, Debora; Kahler, Pam
Subject: SB 337 sub amendment

Debora and Pam,

Below is my homework for the sub amendment. If you have addmonal questions or need more information from me,
please let me know.

[ Definition for ‘median billed charge’ (replacing the term usual and customary): median amount that a health care

i provider has charged before any discount or contractual rate applicable to certain patients or payers is applies, for the

1 specified service in the most recent two Quaﬂers allowing one quarter to accommodate the lag. The median billed charge
| shall be calculated by arranging the charges in the reporting period from the highest to lowest and selecting the middle
‘1 charge in the sequence. The median billed charge shall be the average of the two middle charges stequence has
| an even number of charges. I—

e st

v

: Does this fanguage make sense? | was going to use “the most recent 12 months”, but WHA tells me the data can't be
published immediately and we need to account for the lag time it takes them to process the data.

. Regarding standardizing the top 50 list, breaking it out by specialty, and reducing it to 25, we'd like to defer to
DHFS to set the list of specialties. Medicine has evolved so many new specialties over the last decade and it appears that
will continue.

S/ Requiring outpatient services provided by a hospital and reporting it by surgical procedure code, this should not
conflict with the physician reporting since hospitals will only be reporting their hospital charges for these procedures. The
physicians will still be required to report their charges in the form of presenting conditions. This is unfortunately a problem
with our system; separate billing.

/  Regarding a language change for the average payment from 3™ party payers (page 5, lines 17-18), I'm still waiting to
hear back from WHA. Lets leave as currently drafted for now.

_~—Regarding penalties on the provider side, please build in an administrative forfeiture of $500.

" Regarding penalties on the insurance side, please build in reference to the penalties already in the statutes as you think
would be best. (I'm still confused with this part, but | don’t want to reinvent the wheel here. Whatever already exists for
penalties is what we’ll go with).

Is there anything else | owe you?
When do you think the sub amendment will be ready?

Also, Rep. Wieckert, our Assembly lead, would like to change his draft to match or draft as revised by the sub amendment
and make his a draft /2.

Have a good weekend,
Nicole



Kennedy, Debora

From: Hudzinski, Nicole

Sent: Sunday, January 06, 2008 1:58 PM
To: Kahler, Pam

Cc: Kennedy, Debora

Subject: RE: SB 337 sub amendment

Pam, please proceed with this part however you think it should be done.

When do you think the sub amendment will be ready?

Also, my fiancé had a passing in his family so | will be out of the office tomorrow and Tuesday. Please feel free however to
call me on my cell if you have questions. 608-225-4042. We're hoping to get the sub done as quickly as possible. We're
running out of session days.

Nicole

From: Kahler, Pam

Sent: Friday, January 04, 2008 5:02 PM
To: Hudzinski, Nicole

Cc: Kennedy, Debora

Subject: RE: SB 337 sub amendment

Nicole:

A reference to s. 601.64 should not be necessary because s. 601.64, by its own terms, applies to any violation of an
insurance statute. | found that a few "insurance statutes” do actually say something to the effect that the penalties under s.
601.64 apply to a violation of the statute, but | would prefer not to add anything because then that calis into question all the
other insurance statutes that do not say anything, i.e., what, if any, penalties apply? If you would like me to, | could contact
OCI and make sure that they interpret s. 601.64 as applying to violations of all insurance statutes (chs. 600 to 655). Let
me know if you would like me to do that.

Pam

From: Hudzinski, Nicole

Sent: Friday, January 04, 2008 4:40 PM
To: Kennedy, Debora; Kahler, Pam
Subject: SB 337 sub amendment

Debora and Pam,

Below is my homework for the sub amendment. If you have additional questions or need more information from me,
please let me know. ,

Definition for ‘median billed charge’ (replacing the term usual and customary): median amount that a health care
provider has charged, before any discount or contractual rate applicable to certain patients or payers is applies, for the
specified service in the most recent two gquarters, allowing one quarter to accommodate the lag. The median billed charge
shall be calculated by arranging the charges in the reporting period from the highest to lowest and selecting the middle
charge in the sequence. The median billed charge shall be the average of the two middle charges when the sequence has
an even number of charges.

Does this language make sense? | was going to use “the most recent 12 months”, but WHA tells me the data can't be
published immediately and we need to account for the lag time it takes them to process the data.

Regarding standardizing the top 50 list, breaking it out by specialty, and reducing it to 25, we'd like to defer to
DHFS to set the list of specialties. Medicine has evolved so many new specialties over the last decade and it appears that
will continue.

Requiring outpatient services provided by a hospital and reporting it by surgical procedure code, this should not
1



conflict with the physician reporting since hospitals will only be reporting their hospital charges for these procedures. The
physicians will still be required to report their charges in the form of presenting conditions. This is unfortunately a problem
with our system; separate billing.

Regarding a language change for the average payment from 3™ party payers (page 5, lines 17-18), I'm still waiting to
hear back from WHA. Lets leave as currently drafted for now.

Regarding penalties on the provider side, please build in an administrative forfeiture of $500.

Regarding penalties on the insurance side, please build in reference to the penaities already in the statutes as you think
would be best. (I'm still confused with this part, but | don’t want to reinvent the wheel here. Whatever already exists for
penalties is what we'll go with).

Is there anything else | owe you?

When do you think the sub amendment will be ready?

Also, Rep. Wieckert, our Assembly lead, would like to change his draft to match or draft as revised by the sub amendment
and make his a draft /2.

Have a good weekend,
Nicole
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For the suggested change to s. 632.798 (2) (b), I changed “according to the insured
benefit terms” to “according to the insured’s benefit terms.” I assumed they were
referring to the insured person. Ifthey really did intend “insured benefit terms,”Idont |~
know what they are referring to.

For that same provision, I did not specify “after the insured has provided all necessary
information.” Newly created s. 632.798 (2) (e) provides that the insurer may require
the insured to provide that information before the insurer provides any of the
information.

Adding contracts between providers and health care plans to the initial applicability
makes sense only if there are contracts or agreements between providers and health
care plans under which the plans (insurers) agree not to disclose information about
how much they will pay providers or how much enrollees will have to pay beyond what
the plans pay. I don’t know if there are such agreements. However, it does not hurt
to include more than necessary in this case. In a previous version of the bill, an initial
applicability addressing contracts between providers and health care plans referred
to a provision in ch. 609, which is no longer in the bill, that prohibited plans from
prohibiting providers from disclosing their charges. So the addition to the initial
applicability provision in this substitute amendment has a different focus.

Pamela J. Kahler

Senior Legislative Attorney

Phone: (608) 266-2682

E-mail: pam.kahler@legis.wisconsin.gov

1. Please review my wording of definitions for “all-patient refined diagnosis-related -
groups” and “median billed charge.”

2. Asrequested, I added “Medicare payment rates” under s. 146.903 (2) (b) 3. What -
entity is to provide these? (I am not at all sure that DHFS has all of them and cannot
find reference to them on the DHF'S website.) Y
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3. Your instructions for changes to s. 146.903 (2) (b) 4. conflict; the WHA language asks
for the percentage of charges collected by the provider from insurers, whereas your
intent seems to be to provide the average dollar amount of discounts provided by
providers to insurers. The WHA language refers to a nonexistent provision of the
Wisconsin Administrative Code; if, instead, the WHA is referring to the statutes, s.
153.21 (2), stats., specifies an annual consumer guide published by WHA. I do not
know if the guide specifies the percentage of charges collected from insurers, and I'm
not sure if that is what you want, anyway.

4. Is the effective date what you now want?

Debora A. Kennedy

Managing Attorney

Phone: (608) 266-0137

E-mail: debora.kennedy@legis.wisconsin.gov
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S /A SUBSTITUTE AMENDMENT

TO 206’4'@@ 431 (rs- /)
{;g%”?r\ o

AN ACT . [generate cataloglto repeal . . . ; to renumber . . . ; to consolidate and

renumber . . . ; to renumber and amend . . . ; to consolidate, renumber and

amend . . . ;toamend . . . to repeal and recreate . . . ; and to create . . . of the

statutes; relating to:

.........................................................................
..........................................................................

...........................................................................

..........................................................................

[NoTE: See section 4.02 (2) (br), Drafting Manual, for specific order of
standard phrases.]

The people of the state of Wisconsin, represented in senate and assembly, do
enact as follows:

SECTION #.

[rev: 8/31/04 2005DF03(fm)]
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care services, diagnostic tests, or procedures. - \&L5 m@é‘ﬁ
h.
sz

‘s/g The average allowable payment from private, thlrd/[party payers for t
rovider’s ‘%

ost frequently performed ‘health care services, diagnostic tests, o w Y e
/e .oV W%ﬁ;a&ﬁ\f@@%ﬁmwwgmw )

for®ach
N 4 m%a self——msured health plan of the state or a county, city, village,
[ 111 Etowm or school district, or an insurer that provides coverage under a health % %’
f \=% ¢ insurance policy, including defined network plans and sickness care plans operated &é‘i
P t\./ / by cooperative associations, must provide to an insured under the health insurance % éﬁ
§ policy or an enrollee under the self-insured health plan a good faith estimate of the g c%
2 ) relmbursement that the insurer or self-insured health plan would expect to pay L
= for a specified health care services In addition, the insurer or > ¢ X
‘.’ _ self-insured health plan must provide to an insured or enrollee a good faith estimate , 3(0 ¢ -
of the 1nsured’s or enrollee s total out-of-pocket cost for the specified service grovided’ § ¢
by the Tic rovideps The information must be provided only if the insured or | _}‘z;g
enrollee requests it, and it must be provided at no charge to the msured or enrollee.

Any good falth estimate provided is not a legally binding estimate. -

’““ m e also requires health care providers to dlsplay prommently statements
aN informing health care consumers of the consumers’ right to request charge or
+ |/ payment rate information for health care services, diagnostic tests, or procedures

'Y gf from the health care providers or from their insurers.
|

r fogther pfopmiptio ¢ state\and lopal fiscal estimate which-will be
) printe appendix ¥othis bill. j~ 6\_3

The people of the state of Wisconsin, represented in senate and assembly, do
enact as follows:
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P ,
51 SECTION 1. 40.51 (8) of the statutes is amended to read:

40.51 (SMhealth care coverage plan offered by the state under sub. (6)
shall comply with ss. 631 89 '631.90, 631.93 (2), GWWEA?QMMG (1) to (8)

w":«r\_\‘

2
3
M
4 and (10), 632.747, 632 74 8, 632:798, 632 ”8”33%632 835 632.85, 632.853, 632.855,
5
6

oI

632.87 (3) t0.(67; 632. 895 (5m) and (8) to (14), and 632 896..

/yy

/«&“ SECTION 2. 40.51 (8m) of the statutes is amended to read
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1 40.51 (8m) Every health care coverage plan offered by the group insurance f

/

;! 2 board under sub. (7) shall comply with ss. 631.95, 632.746 (1) to (8) and (10), 632.747,
3 632.748,632.798, 632.83,632.835, 632.85,632.853, 632.855, and 632.895 (11) to (14).
4 ECTION 3. 66.0137 (4) of the statutes is amended to read:

66.013 MSELF INSURED HEALTH PLANS. If a city, including a 1st cIas§01ty, or

g L
a village provides hea care benefits under its home rulyp’é@er or if a town

7 provides health care beneﬁts\\aﬁgigfﬁcers and emplﬁ%z: on a self-insured basis,

8 the self-insured plan shall comply W1th s?%%\@ 493 (3) (d), 631.89, 631.90, 631.93 (2),
\ 9 632.746 (10) (a) 2. and (b) 2. /;2/‘747 (3), 632. 798, 632 85, 632.853, 632.855, 632.87
\%10 (4), (5), and (6), 632.89 /5‘”(/ 9) to (14), 632.896, and 767. 513 (4).

120.13 (2) (g) of the statutes is amended to read:
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il SECTION
/

/ 12 120413 (2) (g) Every self-insured plan under par. (b) shall comply with ss.
/13 49.493 (3) (d), 631.89, 631.90, 631.93 (2), 632.746 (10) (a) 2. and (b) 2., 632.747 (3),

o I
BT ———

)/
Y ff 14 632.798, 632.85, 632.853, 632.855, 632.87 (4), (5), and (6), 632.895 (9) to (14),

| /15 632.896, and 767.513 (4).

§ % 2 16 SECTION 5. 146.903 of the statutes is created to read:
(:% i 17 146.903 Disclosures required of health care providers. (1) In this
W 1 ion:
gWS section P P
| 3- Eg@ ( ““Am bulatory surgery center” has the meaning given in 42 CFR 416.2.
( 20) (BﬁChmc means a place, other than a residence, that is used primarily for the
21 provision of nursing, medical, podiatric, dental, chiropractic, or optometric care and
22 treatment}f =
@ (¢) “Diagnosis-related groups” means a classification of inpatient hospital x

24 discharges specified under 42 CFR 412.60.
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SENATE BILL 337 SECTION 5
5,0

4

d Health care provider” has the meaning given in s. 146.81 (1) and includes

a clinic and an ambulatory surgery center.

L
({)/“M?glical Assistance” means health care beneﬁts provided under subch. IV

// %}E«ag,gaw billed

Gtz harge means the amount that a health care provider

v charges for a health care service, diagnostic test, or

procedure, before any discount or contractual rate applicable to certain patients or

«wﬁjgé\}!ﬁ«g—;%} !é;yégf%i S

payers is applied: R —— MM@ i}s et %} ) g -
N : ’,y A e
%»w‘iw - (2) Except as provided in sub. (5), a health care prov1der or the health care
10 provider’s designee shall, upon requ@st' by and at no cost to a health care consumer,
11 disclose to the consumer all of the following, under the following circumstances:

e

(a) Within a reasonable period of time after the request, the usuwalzand

gﬁ%} eustoniaty Kffﬁargeé;J assuming no medical complications, for an inpatient or

9 each

document, all of the following: T

outpatient health care service, diagnostic test, or procedure that is specified by the

consumer and that is provided by the health care provider.

(b) Immediately upon request, on the site of the health care provider, as a single

o

/(Charge assuming no medical complications, for

of M{health care services, diagnostic tests, or procedures, relevant to the

20 treatment of particular presenting conditions, that-the frealth-care providér-most

21 ms. ) The information under this subdivision shall be class1ﬁed as
{ﬁ flaﬂ&f#”\%;;(; o pan i Bl ey

22 follows boaed s’ laiwie datall i

23 a. If ided concerning inpatient o
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@ m If prov1ded by a p‘hysmlan/g of pre%1ng COndlthIlS 1nclud1ng the

2 { total charges for codes under the Current Procedural%ermmology of the American
3 Medical Association that are most frequently performed as a result of the presenting
4 conditions. “’; } ij/”::\
N = T e : \
’" {m If provided by a health care provider other than\a hospljzal or physician, #i i )
@ a grouping form similar to that under subd 1. a. @é Notwithstanding the
f;%} requirement under subd. 1. (intro.) that %ﬂﬁgﬁécal‘e services, diagnostic tests, or
/8 procedures be d/isf S ed if the health care érovider under this subd. 1. £ perfj;ms
9\ fewer than %é: K care services, diagnostic tests, or procedures on a regular basis,
10 the health c;;'e provider shall indicate that fact and disclose those health care
11 services, diagnostic tests, or procedures that the health care provider performs on a
12 regular basis.
13 2. If the health care provider is certified as a provider of Medical Assistance,
14 the Medical Assistance payment rates, as specified on the Web site of the
15 department, for the provider for the health care services, diagnostic tests, or
iggi 16 procedures specified in subd. 1. | B
I i {.’1: / @ The average allowable payment from private, 3rc}1party payers for the health 4
18 care services, diagnostic tests, or procedures specified in subd. 1.
g 19 fﬁo 4 The average of the charges an’dmpaylwlhlelzt rateisﬂpgfiﬁediﬁ subd —
% 20 C —3-for each health Caljgﬁml% dlag’nhsmc‘test Qx;pﬁggdure ysg:mfled in s_mukﬁ 1
21 (3) Information on charges or payment rates that is provided to a health care
22 consumer under sub. (2) shall be updated annually by the health care provider and
23 may not be construed as a legally binding estimate of the cost to the consumer.
24 (4) Except as provided in sub. (5), a health care provider shall prominently

25 display, in the area of the health care provider’s practice or facility that is most
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SENATE BILL 337 SECTION 5

commonly frequented by health care consumers, a statement informing the
consumers that they have the right to request charge or payment rate information

for health care services, diagnostic tests, or procedures from the health care provider
o Hue e w@Mﬁﬁa o
or, under S. 632 798nall of the following from their insurers or self-insured health /

e v

N .
one et b e (;,i OAS

plans

(a) A good faith estimate of thejreimbursement that the insurer or self-insured

health plan would expect to pay asspecifiéd provider for a specified health care

servic{\\

with another health care provider.
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(b) Health care providers that are an association of 3 or fewer individual health

%5?%@7' 5
\¢

VP

care providers.

et
i -3

16 SECTION 6. 185.981 (4t) of the statutes is amended to read: ~

17 185.981 (4t) A sickness care plan operated by a cooperative association is

18 subject to ss. 252.14, 631.17, 631.89, 631.95, 632.72 (2), 632.745 to 632.749, 632.798,

19 632,85, 632:853, 632.855, 632.87 (2m), (3), (4), (5), and (6), c (14), and
20 632.807 (10) and chs. 149 anﬁ%@\%

21 SECTION 7. 185.983 (1) (mtro )o IS amended to read:
22 185.983 (1) (intro.) v voluntary nonproﬁt sickness care plan shall be

23 exempt from chs. 600 "46, with the exception of ss. 601.04, 601.13,601.31, 601.41,

e

24 601.42, 601.43, 601.44, 601.45, 611.67, 619.04, 628.34 (10), 631.17, 631.89, 631.93,

25 631.95] 632.72 (2), 632.745 to 632.749, 632.775, 632.79, 632.795, 632.798, 632.85,
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fg@; “’e 632.853, 632.855, 632.87 (2m), (3), (4), (5), and (6), 632.895(5)and (9) to (14), 632.896, }
‘a 5 / and 632.897 and chs. 609, 63&, 63 , and 646, but the sponsoring association
o/ / — :
t |3 shall: j
‘é%% !
? 4 — SECTION 8. 609.71 of the statutes is created to read:
! |
3 5 609.71 Disclosure of payments. Limited service health organizations,
6 preferred provider plans, and defined network plans are subject to s. 632.798.
7 SECTION 9. 632.798 of the statutes is created to read:
8 632.798 Disclosure of payments. (1) DerFINITIONS. In this section:
9 (a) “Disability insurance policy” has the meaning given in s. 632.895 (1) (a).
10 (b) “Insured” includes an enrollee under a self-insured health plan and a
11 representative or designee of an insured or enrollee.
12 (c) “Self-insured health plan” means a self-insured health plan of the state or
13 a county, city, village, town, or school district.
14 (2) PROVIDE INFORMATION. (a) A self-insured health plan or an insurer that
15 provides coverage under a disability insurance policy shall, at the request of an
*w@w’a@,ﬁé
@ \ (6 insured, provide to the insured a good faith estimate of the\reimbursement that the
[T= | [/ A
LA 5 17 insurer or self-insured health plan would expect to pay @ specified provided for a
\o+/ = o
3 ?{ @ specified health care servicf Mﬁ}\ Srnas X :? wifg/
;% (b)) (If requested by the insured, the insurer or self-insured health plan unde?a‘g/

\ E 20 par. ) shall also provide to the insured a good faith estimate of the insured’s total
- 21 out-of-pocket cost for the specified health care service provided by the speciﬁed;
% (¢) An estimate provided by an insurer or self-insured health plan under this

24 section is not a legally binding estimate of the reimbursement or out-of-pocket cost.
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(d) An insurer or self-insured health plan may not charge an insured for
providing the information under this section.

SEcTION 10. Initial applicability.

(1) DISCLOSURE OF PAYMENTS AND OUT-OF-POCKET COSTS. If a disability insurance
policy or a governmental self-insured health plan that is in effect on the effective
date of this subsection/contains a provision that is inconsistent with the treatment
of section 40.51 (8) or (8m), 66.0137 (4), 120.13 (2) (g), 185.981 (4t), 185.983 (1)
(intro.), 609.71, or 632.798 of the statutes, the treatment of section 40.51 (8) or (8m),
66.0137 (4), 120.13 (2) (g), 185.981 (4t), 185.983 (1) (intro.), 609.71, or 632.798 of the
statutes first appligs to that disability insurance policy b5 £ overn}nental self-insured
health planﬁﬁhﬁ?ﬁ v%hfiécih it is modified, extendfd, or renewed.

SEcTION 11. Effective date. = @

(1) This act takes effect on the first day of the %th month beginning after

publication.

(END)
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/ generally und@f‘fﬁg policy or plan. The requirement does not apply to limited benefit |
plans, such.ds vision or dental plans, or'to Medicare supplement policies. )
Forfurther information state and ,v iscal estimate, which will be

printed’as an appendix to thisbill.
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\ﬂ{e people of the state of Wisconsin, represented in senate and assembly,

—cnactas ollows:"" O\ e X Z-IS (2 /ﬁ'

1 SECTION 1. 40.51 (8) of the statutes, as affected by 2007 Wisconsin Act 36, is

amended to read: 37 79 85

40.51 (8) Every health care coverage plan offered by the state under sub. (6)
shall comply with ss. 631.89,631.90, 631.93 (2), 631.95, 632.72 (2), 632.746 (1) to (8)

2
3
4
G ) and (10), 632.747, 632.748;&632.8%"632.8?35, 632.85, 632.853, 632.855, 632.87 (3) to

S/
() (6), 632.895 (5m) and (8) to %@an 632.896. P
7
8
9
10
i)

SECTION 2. 40.51 (8m) of the statutes, as affected by 2007 Wisconsin Act 36, is

L

€32.748,

health care coverage plan offered by the group insurance

amended to read:

40.51 (8m) Every
board under -- shall comply with ss. 631.95, 632.746 (1) to (8) and (10), 632.747,

1 632.748,‘&2.83, 632.835, 632.85, 632.853, 632.855, and 632.895 (11) to ! éQM
i

12 SECTION 3. 66.0137 (4) of the statutes, as affected by 200‘7/Wisconsin Act 36,
13 is amended to read: W

14 66.0137 (4) SELF-INSURED HEALTH PLUANS. If a city, including a 1st class city, or
15 a village provides health care benefits under its home rule power, or if a town
16 provides health care benefits, to its officers and employees on a self-insured basis,

17 the self-insured plan shall comply with ss. 49.493 (3) (d), 631.89, 631.90, 631.93 (2),
i@ 632.746 (10) (a) 2. and (b) 2.,%32.747 (3),1632.85, 632.853, 632.855, 632.87 (4) and,
@ (5), and (6), 632.895 (9) to 45){(}6), 632.896, and 767-25-4m){d) 767.513 (4).

SECTION.4+~111.91°(2) (n) of the-statutes is amended to read: “ 2)2/
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111 ngz;_gn) The provision to employees of the health insurance coverage

I
Qre’cfxﬁrﬁunder S. 632“’“89’5"”(’1“M ) to (14)&&@ —
SEcTION 5. 120.13 (2) (g) of the statutes, as affected by 2007 Wisconsin Act 36,

is amended to read: (3. 198

120.13 (2) (g) Every self-insured plan under par. (b) shall comply with ss.
49.493 (3) (d), 631.89, 631.90, 631.93 (2), 632.746 (10) (a) 2. and (b) 2., 632.747 (3),

632.85, 632.853, 632.855, 632.87 (4) and, (5), and (6), 632.895 (9) to (15)(16), 632.896,

and 767-25-(4m)(d) 767.513 (4). { ?ﬁw

’ S,

SECTION 6. 185.981 (4t) of the statutes, as affected by 2007 Wisconsin Act 36,

is amended to read:

185.981 (4t) A sickness care plan operated by a cooperative association is

Bl S ———

SubjeC to ss. 25214, 63111, 63189, 63195, 632.72 (2), 632.745 to 632.74 ’ 3 ,\

%
632.897 (10) and chs. 149 M155 >

Act 36, is amended to read:

185.983 (1) (intro.) Every ' nogibroﬁt sickness care plan shall be ?

exempt from chs. 600 to 646 ""he exception of ss. 601.04, 601.13,601.31, 601.41,

601.42, 601.43, 40 45 611.67, 619.04, 628.34 (10), 631.17, 631.89, 631.93,

631.95, 632.72 (2 ,32.745 to 632.749, 632.775, 632.79, 632.795, 632.85, 632.853,

632.855, 63 Y87 (2m), (3), (4), and (5), and (6), 632.895 (5) and (9) to (15) (16), 632.896,

J

%
3
o

SECTION 8. 609.835 of the statutes is created to read: S

e =
i i

(00 ) i 3-15)
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required under s. 632.895 (11) to (14),.and (16).

e
s %’SM&“

SECTION 5.

20.13 (2) (g) of the statutes, as affqugd//by’"‘zﬁ@aﬂ"; Wisconsin Act 36,
is amended to read:

189, 631.90, 631.93 (2), 632.746 (10) (2.

120.13 (2) (g) Every se f-insured plan-under par. (b) shall comply with ss. E
and (b) 2., 632.747 (3), j

632.8 ,’ 632.853, 632.855, 632.87 (4) and, (5), and (6), 632.895 (9) to(—i:59(L6), 632.896, |

10
11

12

and 767.25-(4m)-(d) 767.513 (4).
' /
SECTION 6. 185.981 (4t) of the statutes, as affected by 2007 Wisconsin Act 36,

is amended to read: @3’@? :3%5?’

185.981 (4t) A sickness care plan operated by a cooperative association is

subject to ss. 252.14, 631.17, 631.89, 631.95, 632.72 (2), 632.745 to 632.749,|632.85,
632.853, 632.855, 632.87 (2m), (3), (4), and (5), and (6), 632.895 (10) to d

632.897 (10) and chs. 149 and 155. P Pﬁw
SECTION 7. 185.983 (1) (intro.) of the statutes, as affected by 2007 Wisconsin
Act 36, is amended to read: é? 2,7, z}’fg 8

185.983 (1) (intro.) Every such voluntary nonprofit sickness care plan shall be

exempt from chs. 600 to 646, with the exception of ss. 601.04, 601.13,/601.31, 601.41,
601.42, 601.43, 601.44, 601.45, 611.67, 619.04, 628.34 (10), 631.17]631.89, 631.93,
631.95, 632.72 (2), 632.745 to 632.749, 632.775, 632.79, 632.795, [632.85, 632.853,
632.855,632.87 (2m), (3), (4), ard (5), and (6), 632.895 (5) and (9) ttjg& 16),632.896,
and 632.897 (10) and chs. 609, 630, 635, 645, and 646, but the sponsoring association

shall:

\_ SEcTION 8. 609.835 of the statutes is created to read:

Py,

( v f) @JW;‘J( ‘?”Ej
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INSERT A

Under the substitute amendment, a violation of these requirements is subject
to an administrative forfeiture of up to $500.

INSERT 3-18
1 (a) “All-patient refined diagnosis-related groups” means a system of
2 classifying inpatient hospital discharges that applies to patients of any age and
3 distinguishes among 4 levels of severity of illness within each classification.

@ INSERT 4-8 A
‘ , during the 2 calendar quarters immediately preceding the most recently

4
5 completed calendar quarter, as calculated by arranging the charges in that reporting
6 period from highest to lowest and selecting the middle charge in the sequence or, for
7 an even number of charges, selecting the 2 middle charges in the sequence and
) 8 calculating the average of the 2
INSERT 4-8 B
9 (h) “Medicare” means coverage under part A or part B of title XVIII of the

10 federal social security act, 42 USC 1395 to 1395dd.

P

INSERT 4-24
11 b. If provided concerning outpatient services by a hospital, or if provided by an
12 ambulatory surgery center, by surgical procedure code.

INSERT 5-16
13 3. Ifthe health care provider is certified as a provider of Medicare, the Medicare

A dgake, o ;va,m&w% SR w%i,aﬁ . Subd |
Y. “INSERT 6-15

15 (6) (a) Whoever violates this section may be required to forfeit not more than

16 $500 for each violation.
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(b) The department may directly assess forfeitures provided for under par. (a).
If the department determines that a forfeiture should bSWicular
violation, the department shall send a notice of assessment to the%m%ﬁi}? The
notice shall specify the amount of the forfeiture assessed, the violation, and the
statute or rule alleged to have been violated, and shall inform the alleged violator of
the right to a hearing under par. (c)./

(¢) An alleged violator may contest an assessment of a forfeiture by sending,
within 10 days after receipt of notice under par. (b), a written request for a hearing
under s. 227.4Z to the division of hearings and appeals created under s. 15.103?1).
The administrator of the division may designate a hearing examiner to preside over
the case and recommend a decision to the administrator under s. 227 .4;. The
decision of the administrator of the division shall be the final administrative
decision. The division shall commence the hearing within 30 days after receipt of the
request for a hearing and shall issue a final decision within 15 days after the close
of the hearing. Proceedings before the division are governed by ch. 227. In any
petition for judicial review of a decision by the division, the party, other than the
petitioner, who was in the proceeding before the division shall be the named
respondent.

(d) All forfeitures shall be paid to the department within 10 days after receipt
of notice of assessment or, if the forfeiture is contested under par. (::/), within 10 days
after receipt of the final decision after exhaustion of administrative review, unless
the final decision is appealed and the order is stayed by court order. The department

shall remit all forfeitures paid to the secretary of administration for deposit in the

school fund.
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DAK........
1 (e) The attorney general may bring an action in the name of the state to collect
2 any forfeiture imposed under this subsection if the forfeiture has not been paid
3 following the exhaustion of all administrative and judicial reviews. The only issue
4 to be contested in any such action is whether the forfeiture has been paid.

-
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INSERT 2-B

Before providing any of the information, the insurer or self-insured health plan
may require the insured or enrollee to provide the name of the provider providing the
service, the facility at which the service will be provided, the date the service will be
provided, and the provider’s estimate of the charges. However, the insurer or
self-insured health plan may not require the insured or enrollee to provide the
Current Procedural Terminology code or Current Dental Terminology code for the
service as a condition of providing the information. In addition, the bi##l provides that

(END OF INSERT 2-B) [

INSERT 7-18

- ‘ h N MMMtNN» -
1 in the geographic region in which the health care service will be provided

(END OF INSERT 7-18)

INSERT 7-19

A

2 ~If requested by the insured, the insurer or self-insured health plan under par.
@ (a) shall also provide to the insuredfgng the date of thé requgg g)od faith g;:;wmate
4 of the insured’s total out-of-pocket cost according to the insured’s benefit terms for
5 the specified health care service in the geographic region in which the health care
6 service will be provided.
(END OF INSERT 7-19)
INSERT 8-2
A
7 (e) 1. Before providing any of the information requested under par. (a) or (b),
8 the insurer or self-insured health plan may require the insured to provide any of the
9 following information:
10 a. The name of the provider providing the service.
11 b. The facility at which the service will be provided.

12 ¢. The date the service will be provided.
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d. The provider’s estimate of the charge for the service.

2. The insurer or self-insured health plan may not require an insured to
provide the code for the service under the Current Procedural Terminology of the
American Medical Association or under the Current Dental Terminology of the
American Dental Association as a condition for providing the information requested
under par. (a) or (b).

(END OF INSERT 8-2)

INSERT 8-6

e

, or a contract or agreement between a provider and a health care plan that is
in effect on the effective date of this subsection,

(END OF INSERT 8-6)

INSERT 8-11
et J
, or contract or agreement

(END OF INSERT 8-11)



DRAFTER’S NOTE LRBs0205/1dn
FROM THE PJK:cjs:pg
LEGISLATIVE REFERENCE BUREAU

January 10, 2008

For the suggested change to s. 632.798 (2) (b), I changed “according to the insured
benefit terms” to “according to the insured’s benefit terms.” I assumed they were
referring to the insured person. Ifthey really did intend “insured benefit terms,” I don’t
know what they are referring to.

For that same provision, I did not specify “after the insured has provided all necessary
information.” Newly created s. 632.798 (2) (e) provides that the insurer may require
the insured to provide that information before the insurer provides any of the
information.

Adding contracts between providers and health care plans to the initial applicability
makes sense only if there are contracts or agreements between providers and health
care plans under which the plans (insurers) agree not to disclose information about
how much they will pay providers or how much enrollees will have to pay beyond what
the plans pay. I don’t know if there are such agreements. However, it does not hurt
to include more than necessary in this case. In a previous version of the bill, an initial
applicability addressing contracts between providers and health care plans referred
to a provision in ch. 609, which is no longer in the bill, that prohibited plans from
prohibiting providers from disclosing their charges. So the addition to the initial
applicability provision in this substitute amendment has a different focus.

Pamela J. Kahler

Senior Legislative Attorney

Phone: (608) 266-2682

E-mail: pam.kahler@legis.wisconsin.gov

1. Please review my wording of definitions for “all-patient refined diagnosis-related
groups” and “median billed charge.”

2. Asrequested, I added “Medicare payment rates” under s. 146.903 (2) (b) 3. What
entity is to provide these? (I am not at all sure that DHFS has all of them and cannot
find reference to them on the DHFS website.)

3. Your instructions for changes to s. 146.903 (2) (b) 4. conflict; the WHA language asks
for the percentage of charges collected by the provider from insurers, whereas your
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intent seems to be to provide the average dollar amount of discounts provided by
providers to insurers. The WHA language refers to a nonexistent provision of the
Wisconsin Administrative Code; if, instead, the WHA is referring to the statutes, s.
153.21 (2), stats., specifies an annual consumer guide published by WHA. I do not
know if the guide specifies the percentage of charges collected from insurers, and I'm
not sure if that is what you want, anyway.

4. Is the effective date what you now want?

Debora A. Kennedy

Managing Attorney

Phone: (608) 266-0137

E-mail: debora.kennedy@legis.wisconsin.gov



Kahler, Pam

From: Hudzinski, Nicole

Sent: Friday, January 11, 2008 1:38 PM

To: Kahler, Pam

Subject: RE: LRB 07s0205 Topic: Disclosure of payment information by health care providers and
insurers ,

I'll send the jacket back.

Yes, please add an initial applicability that applies the any contracts with inconsistent provisions on the days it is modified,
extended, or renewed. This needs to include contracts between a health plan and an enrollee and the contracts between
the health plan and the provider groups.

From: Kahler, Pam

Sent: Friday, January 11, 2008 1:27 PM

To: Hudzinski, Nicole

Subject: RE: LRB 0750205 Topic: Disclosure of payment information by health care providers and insurers

Nicole:

You will need to send us the jacket back for us to redraft this. As to your comment regarding my third point, unless you
really want us to add some prohibitions, they should not be necessary for future contracts. When we require or prohibit
someone from doing something in the statutes, we do not also prohibit contracts that allow the opposite - that is a given.
The problem is with contracts that are in existence when the statute goes into effect. To address those cases, we draft an
initial applicability that says the provisions apply to any contracts with inconsistent provisions on the day it is modified,
extended, or renewed - as the sub does for the insurance provisions. | can add the provider provisions that Debora
drafted to that initial applicability - it may be that the whole sub (this act) needs to be added, and not the separate
provisions, but | will review the sub for that possibility.

From: Hudzinski, Nicole

Sent: Friday, January 11, 2008 9:53 AM

To: Kahler, Pam

Subject: FW: LRB 0750205 Topic: Disclosure of payment information by health care providers and insurers

Regarding your first two points, both are fine with me.

Regarding your third point (contracts between providers and health plans) we need the bill to prohibit both providers and
health plans from keeping this a secret. The original language (prohibiting plans from prohibiting providers from disclosing
their charges) was | believe pulled from the MN language. It is my understanding however, that contracts between provider
groups and health plans do contain a non-disclose agreement, and we want to prevent that in the future. We don’t want
providers to say health plans can't provide it and we don’t want health plans to say providers can’t provide it. Does that
make sense?

Nicole

From: Hudzinski, Nicole

Sent: Friday, January 11, 2008 9:49 AM

To: Hudzinski, Nicole

Subject: FW: LRB 0750205 Topic: Disclosure of payment information by health care providers and insurers

From: Basford, Sarah
Sent: Thursday, January 10, 2008 1:55 PM
To: Sen.Sullivan



Subject: LRB 0750205 Topic: Disclosure of payment information by health care providers and insurers

The attached proposal has been jacketed for introduction.
A copy has also been sent to:

<< File: LRB $0205_1 >> <<File: LRB s0205/1 >>



Kennedy, Debora

From: Hudzinski, Nicole

Sent: Friday, January 11, 2008 2:28 PM
To: Kennedy, Debora

Subject: RE: Disclosure questions

Both your changes sound good.

Regarding sources for Medicare and Medicaid, I'd like to be general (not specify where to get it) and leave that to the rules
process o be worked out. Is that OK?

I had a page bring the jacket back over about an hour ago. | sent it to Pam since she responded first.

Nicole

From: Kennedy, Debora

Sent: Friday, January 11, 2008 1:47 PM
To: Hudzinski, Nicole

Subject: RE: Disclosure questions

Nicole--

Most of your proposed changes look okay to me, except the language you propose for the definition of 'median billed
charge”.

“first 2 calendar quarters of the proceeding year" is not quite sufficiently explicit. | think it should be as follows:

“Median billed charge" means the amount that a health care provider charged for a health care service, diagnostic test, or
procedure, before any discount or contractual rate applicable to certain patients or payers was applied, during the first 2
calendar quarters of the most recently completed calendar year, as calculated ...."

A second change that should be made is with respect to the reference to the Wisconsin Collaborative for Healthcare
Quality. The reference to defining the term "presenting conditions" should be made after the first mention of that term, and
it should be as follows: ", as defined by DHFS after consulting with the WCHQ." We do not use "in consultation with" in
this context because DHFS is the ultimate administrative agency with authority to do the defining.

As | indicated in my Drafter's Note, it is unclear from what source the Medicare payment rates will be provided.

You will need to return the jacket of the substitute amendment back to our office for a redraft.

Debora Kennedy

From: Hudzinski, Nicole

Sent: Friday, January 11, 2008 1:10 PM
To: Kennedy, Debora

Subject: Disclosure questions

The definition for APR DRG looks good to me.

After further conversations with WHA, please change the definition of ‘median billed charge’ to ‘means the amount that a
health care provider charged for a health care service, diagnostic test, or procedure, before any discount or contractual
rate applicable to certain patients or payers is applies, during the first 2 calendar quarters of the proceeding year, as
calculated by arranging...”

What I'm thinking here is that on January 1 of each year all the provider groups will need to publish prices for the list of
procedures DHFS sets. The prices they publish should be based on median billed charges from the first two quarters of
the previous year. So, for example, shortly after July 1, 2007 (end of the fiscal year, right), DHFS sets the lists based on
MA data from July 1, 2006-July 1, 2007. On January 1, 2008, providers post prices for the procedures include in the DHFS
list using data from January-June 2007. Does that make sense?



| also think it should be ‘charged’ instead of ‘charge’ since we're referring to the past tense.

Please remove the reference to the DHFS website for MA rates. I'm told critical access hospitals (which there are a lot of)
don't get reimbursed based on MA payment rates. It's instead a percentage of billed charges for them. I'd like to, therefore,
be more generic in this section and leave it to the rules process to define this more. Is that OK?

Regarding changes to 146.903(2)(b), please leave it as currently drafted. We do want an average dollar amount and nota
percentage. WHA doesn't like that, but it's what we want.

The effective date as written in the sub is fine.

Please add (page 6, line 5) “as defined by DHFS in consultation with the Wisconsin Collaborative for Healthcare Quality”
after “conditions”. Since there currently isn’t an agreed upon definition for what CPT codes should occur for a presenting
condition, we want to require DHFS, in consultation with the Collaborative, to define it. So, for example, DHFS would
define that the price estimate you give for bronchitis should be calculated by adding CPT code X plus CPT code Y plus
CPT code Z. That will ensure all providers are calculating their prices the same and people can compare apples to apples.
Does that make sense?

Thanks Debora. | leave for vacation Monday at noon. If possible, please call me before then if you have questions.
Otherwise, I'll try to check my email from vacation. Thanks for all your help on this.

Nicole

From: Hudzinski, Nicole

Sent: Friday, January 11, 2008 9:49 AM

To: Hudzinski, Nicole

Subject: FW: LRB 0750205 Topic: Disclosure of payment information by health care providers and insurers

From: Basford, Sarah

Sent: Thursday, January 10, 2008 1:55 PM

To: Sen.Sullivan

Subject: LRB 0750205 Topic: Disclosure of payment information by heaith care providers and insurers

The attached proposal has been jacketed for introduction.
A copy has also been sent fo:

<< File: LRB s0205_1>> <<File: LRB s50205/1 >>
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SENATE SUBSTITUTE AMENDMENT,

TO 2007 SENATE BILL 337

AN ACT to amewn

and 185.983 (1) (intro.); and fo create 146.903, 609.71 and 632.798 of the

(8), 40.51 (8m), 66.0137 (4), 120.13 (2) (g), 185.981 (4t)

statutes; relating to: disclosure of information by health care providers and

insurers and providing a penalty.

Analysis by the Legislative Reference Bureau

This substitute amendment requires health care providers, as defined in the
substitute amendment, to provide health care consumers with certain charge or
payment rate information, upon request by and at no cost to the consumers; the
information must be updated annually and may not be construed as a legally binding
estimate. Under the substitute amendment, a health care provider must, within a
reasonable period of time after a consumer’s request, provide the consumer with the
median billed charges (as defined in the substitute amendment), assuming no
complications, for inpatient or outpatient health care services, diagnostic tests, or
procedures provided by the health care provider that the consumer specifies. In
addition, upon request, the health care provider must immediately, on site, provide
the consumer with all of the following information, as a single document:

1. The median billed charge, assuming no medical complications, for each of 25
health care services, diagnostic tests, or procedures, relevant to the treatment of
particular presenting conditions, as specified annually by the Department of Health
and Family Services (DHFS). This information must be classified by
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diagnosis-related groups or all-patient refined diagnosis-related groups, if
provided by a hospital for inpatient services; by surgical procedure code, if provided
by a hospital for outpatient services or if provided by an ambulatory surgery center;
by presenting conditions, if provided by a physician; and by a grouping form similar
to that for a hospital or a physician, if provided by a health care provider that is not
a hospital or a physician.

2. If the health care prov1der is certlﬁed asa prowder of Mechcal Assistance

care serwces dlagnostm tests, or procedures

3. If the health care provider is certified as a provider of Medicare, the Medicare
payment rates for the provider’s 25 most frequently performed health care services,
diagnostic tests, or procedures.

4. The average allowable payment from private, third-party payers for the
provider’s 25 most frequently performed health care services, diagnostic tests, or
procedures.

Under the substitute amendment, a violation of these requirements is subject
to an administrative forfeiture of up to $500.

Under the substitute amendment, a self-insured health plan of the state or a
county, city, village, town, or school district, or an insurer that provides coverage
under a health insurance policy, including defined network plans and sickness care
plans operated by cooperative associations, must provide to an insured under the
health insurance policy or an enrollee under the self-insured health plan a good faith
estimate of the median reimbursement that the insurer or self-insured health plan
would expect to pay for a specified health care service in the geographic region in
which the service will be provided. In addition, the insurer or self-insured health
plan must provide to an insured or enrollee a good faith estimate of the insured’s or
enrollee’s total out-of-pocket cost for the specified service. The information must be
provided only if the insured or enrollee requests it, and it must be provided at no
charge to the insured or enrollee. Before providing any of the information, the
insurer or self-insured health plan may require the insured or enrollee to provide the
name of the provider providing the service, the facility at which the service will be
provided, the date the service will be provided, and the provider’s estimate of the
charges. However, the insurer or self-insured health plan may not require the
insured or enrollee to provide the Current Procedural Terminology code or Current
Dental Terminology code for the service as a condition of providing the information.
In addition, the substitute amendment provides that any good faith estimate
provided is not a legally binding estimate.

The substitute amendment also requires health care providers to display
prominently statements informing health care consumers of the consumers’ right to
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request charge or payment rate information for health care services, diagnostic tests,
or procedures from the health care providers or from their insurers.

The people of the state of Wisconsin, represented in senate and assembly, do
enact as follows:
e

SEcCTION 1. 40.51 (8) of the statutes, as affected by 2007 Wisconsin Act 36, is
amended to read:

40.51 (8) Every health care coverage plan offered by the state under sub. (6)
shall comply with ss. 631.89, 631.90, 631.93 (2), 631.95, 632.72 (2), 632.746 (1) to (8)
and (10), 632.747, 632.748, 632.798, 632.83, 632.835, 632.85, 632.853, 632.855,
632.87 (3) to (5) (6), 632.895 (bm) and (8) to (15), and 632.896. _

SECTION 2. 40.51 (8m) of the statutes, as affected by 2007 Wisconsin Act 36, is
amended to read:

40.51 (8m) Every health care coverage plan offered by the group insurance
board under sub. (7) shall comply with ss. 631.95, 632.746 (1) to (8) and (10), 632.747,
632.748,632.798, 632.83, 632.835, 632.85, 632.853, 632.855, and 632.895 (11) to (15).

SECTION 3. 66.0137 (4) of the statutes, as affected by 2007 Wisco%gin Act 36,
is amended to read:

66.0137 (4) SELF-INSURED HEALTH PLANS. If a city, including a 1st class city, or
a village provides health care benefits under its home rule power, or if a town
provides health care benefits, to its officers and employees on a self-insured basis,
the self-insured plan shall comply with ss. 49.493 (3) (d), 631.89, 631.90, 631.93 (2),
632.746 (10) (a) 2. and (b) 2., 632.747 (3), 632.798, 632.85, 632.853, 632.855, 632.87
(4) and, (5), and (6), 632.895 (9) to (15), 632.896, and 767.25-(4m)(d) 767.513 (4).

SECTION 4. 120.13 (2) (g) of the g;atutes, as affected by 2007 Wisconsin Act 36,

is amended to read:
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120.13 (2) (g) Every self-insured plan under par. (b) shall comply with ss.
49.493 (3) (d), 631.89, 631.90, 631.93 (2), 632.746 (10) (a) 2. and (b) 2., 632.747 (3),
632.798, 632.85, 632.853, 632.855, 632.87 (4) and, (5), and (6), 632.895 (9) to (15),
632.896, and 767-25(4m)(d) 767.513 (4).

SECTION 5. 146.903 0? the statutes is created to read:

146.903 Disclosures required of health care providers. (1) In this
section:

(a) “All-patient refined diagnosis-related groups” means a system of
classifying inpatient hospital discharges that applies to patients of any age and
distinguishes among 4 levels of severity of illness within each classification.

(b) “Ambulatory surgery center” has the meaning given in 42 CFR 416.2.

(¢) “Clinic” means a place, other than a residence, that is used primarily for the
provision of nursing, medical, podiatric, dental, chiropractic, or optometric care and
treatment.

(d) “Diagnosis-related groups” means a classification of inpatient hospital
discharges specified under 42 CFR 412.60.

(e) “Health care provider” has the meaning given in s. 146.81 (1) and includes

a clinic and an ambulatory surgery center. { claare

(f) “Median billed charge” means the amount that a health care prov1der Mge)

for a health care service, diagnostic test, or procedure, before any discount or /me

, ; 70
contractual rate applicable to certain patients or paye;s‘é;apphed during the/ /4‘2 e/

/’”"r’f'

calendar quarters itiaediately- f&e‘&ﬁ@ghe most recently completed calendar

qtrarfer] as calculated by arranging the charges in that reporting period from highest

to lovvest / d selecting the middle charge in the sequence or, for an even number of
|
N

Mﬁ) §
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SECTION 5

charges, selecting the 2 middle charges in the sequence and calculating the average
of the 2.

(g) “Medical Assistance” means health care benefits provided under subch. IV
of ch. 49.

(h) “Medicare” means coverage under part A or part B of Title XVIII of the
federal Social Security Act, 42 USC 1395 to 1395dd.

(2) Except as provided in sub. (5), a health care provider or the health care
provider’s designee shall, upon request by and at no cost to a health care consumer,
disclose to the consumer all of the following, under the following circumstances:

(a) Within a reasonable period of time after the request, the median billed
charge, assuming no medical complications, for an inpatient or outpatient health
care service, diagnostic test, or procedure that is specified by the consumer and that
is provided by the health care provider.

(b) Immediately upon request, on the site of the health care provider, as a single
document, all of the following:

1. The median billed charge, assuming no medical complications, for each of 25
health care services, diagnostic tests, or procedures, relevant to the treatment of
particular presenting conditions, as specified annually by the department based on
claims data under Medical Assistance from the most recently-completed fiscal year.
The information under this subdivision shall be classified as follows:

a. If provided concerning inpatient services by a hospital, by diagnosis-related
groups or all-patient refined diagnosis-related groups.

b. If provided concerning outpatient services by a hospital, or if provided by an

ambulatory surgery center, by surgical procedure code.
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1 c. Ifprovided by a physician, under a classification of physician specialities that
2 is specified by the department, by presenting conditions, including the total charges
3 for codes under the Current Procedural Terminology of the American Medical
4 Association that are most frequently performed as a result of the presentmg IR
@ conditions, | j(c D p oo ¢ i onden Fle subdLl.c. ig ,aéf i%,, ,
fﬁ%mw;::-.)gwk ‘sam oo A oS conend E}‘,{M e %“g & it e
6 ——d'If prov1ded by a health care prowder other than a hospltal or physmmn by T )
7 a grouping form similar to that under subd. 1. a., b., or c. Notw1thstand1ng “fhxef %{: ; ’
8 requirement under subd. 1. (mtro ) that 25 health care services, diagnostic tests, g?' %&;A
9 procedures be disclosed, if the health care provider under this subd. 1. d. performs = o
10 fewer than 25 health care services, diagnostic tests, or procedures on a regular basis,
11 | the health kcare provider shall indicate that fact and disclose those health care
| 12 services, diagnostic tests, or procedures that the health care provider performs on a

13 regular basis.

14 2. If the health care provider is certified as a provider of Medical Assistance,

17 procedures specified in subd. 1.

18 3. Ifthe health care provider is certified as a provider of Medicare, the Medicare
19 payment rates for the provider for the health care services, diagnostic tests, or
20 procedures specified in subd. 1.

21 4. The average allowable payment from private, 3rd-party payers for the
22 health care services, diagnostic tests, or procedures specified in subd. 1.

23 (8) Information on charges or payment rates that is provided to a health care
24 consumer under sub. (2) shall be updated annually by the health care provider and

25 may not be construed as a legally binding estimate of the cost to the consumer.
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SECTION 5

(4) Except as provided in sub. (5), a health care provider shall prominently
display, in the area of the health care provider’s practice or facility that is most
commonly frequented by health care consumers, a statement informing the
consumers that they have the right to request charge or payment rate information
for health care services, diagnostic tests, or procedures from the health care provider
or, if the requirements under s. 632.798 (2) (e) are met, all of the following from their
insurers or self-insured health plans:

(a) A good faith estimate of the median reimbursement that the insurer or
self-insured health plan would expect to pay for a specified health care service in the
geographic region in which the health care service will be provided.

(b) A good faith estimate of the insured’s total out-of-pocket cost according to
the insured’s benefit terms for the specified health care service in the geographic
region in which the health care service will be provided.

(5) This section does not apply to any of the following:

(a) A health care provider that practices individually and not in association
with another health care provider.

(b) Health care providers that are an association of 3 or fewer individual health
care providers.

(6) (a) Whoever violates this section may be required to forfeit not more than
$500 for each violation.

(b) The department may directly assess forfeitures provided for under par. (a).
If the department determines that a forfeiture should be assessed for a particular
violation, the department shall send a notice of assessment to the alleged violator.

The notice shall specify the amount of the forfeiture assessed, the violation, and the
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statute or rule alleged to have been violated, and shall inform the alleged violator of
the right to a hearing under par. (c).

(c) An alleged violator may contest an assessment of a forfeiture by sending,
within 10 days after receipt of notice under par. (b), a written request for a hearing
under s. 227.44 to the division of hearings and appeals created under s. 15.103 (1).
The administrator of the division may designate a hearing examiner to preside over
the case and recommend a decision to the administrator under s. 227.46. The
decision of the administrator of the division shall be the final administrative
decision. The division shall commence the hearing within 30 days after receipt of the
request for a hearing and shall issue a final decision within 15 days after the close
of the hearing. Proceedings before the division are governed by ch. 227. In any
petition for judicial review of a decision by the division, the party, other than the
petitioner, who was in the proceeding before the division shall be the named
respondent.

(d) All forfeitures shall be paid to the department within 10 days after receipt
of notice of assessment or, if the forfeiture is contested under par. (c), within 10 days
after receipt of the final decision after exhaustion of administrative review, unless
the final decision is appealed and the order is stayed by court order. The department
shall remit all forfeitures paid to the secretary of administration for deposit in the
school fund.

(e) The attorney general may bring an action in the name of the state to collect
any forfeiture imposed under this subsection if the forfeiture has not been paid
following the exhaustion of all administrative and judicial reviews. The only issue

to be contested in any such action is whether the forfeiture has been paid.
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SECTION 6
v/

SECTION 6. 185.981 (4t) of the statutes, as affected by 2007 Wisconsin Act 36,
is amended to read:

185.981 (4t) A sickness care plan operated by a cooperative association is
subject to ss. 252.14, 631.17, 631.89, 631.95, 632.72 (2), 632.745 to 632.749, 632.798,
632.85, 632.853, 632.855, 632.87 (2m), (3), (4), and (5), and (6), 632.895 (10) to (15),
and 632.897 (10) and chs. 149 and 155. Y

SECTION 7. 185.983 (1) (intro.) of the statutes, as affected by 2007 Wisconsin
Act 36, is amended to read:

185.983 (1) (intro.) Every such voluntary nonprofit sickness care plan shall be
exempt from chs. 600 to 646, with the exception of ss. 601.04, 601.13, 601.31, 601.41,
601.42, 601.43, 601.44, 601.45, 611.67, 619.04, 628.34 (10), 631.17, 631.89, 631.93,
631.95, 632.72 (2), 632.745 to 632.749, 632.775, 632.79, 632.795, 632.798, 632.85,
632.853, 632.855, 632.87 (2m), (3), (4), and (5), and (6), 632.895 (5) and (9) to (15),
632.896, and 632.897 (10) and chs. 609, 630, 635, 645, and 646, but the sponsoring
association shall:

SECTION 8. 609.71 of the statutes is created to read:

609.71 Disclosure of payments. Limited service health organizations,
preferred provider plans, and defined network plans are subject to s. 632.798.

SECTION 9. 632.798 of the statutes is created to read:

632.798 Disclosure of payments. (1) DEFINITIONS. In this section:

(a) “Disability insurance policy” has the meaning given in s. 632.895 (1) (a).

(b) “Insured” includes an enrollee under a self-insured health plan and a
representative or designee of an insured or enrollee.

(¢) “Self-insured health plan” means a self-insured health plan of the state or

a county, city, village, town, or school district.
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SECTION 9

(2) PROVIDE INFORMATION. (a) A self-insured health plan or an insurer that
provides coverage under a disability insurance policy shall, at the request of an
insured, provide to the insured a good faith estimate of the median reimbursement
that the insurer or self-insured health plan would expect to pay for a specified health
care service in the geographic region in which the health care service will be
provided.

() If requested by the insured, the insurer or self-insured health plan under
par. (a) shall also provide to the insured a good faith estimate, as of the date of the
request, of the insured’s total out-of-pocket cost according to the insured’s benefit
terms for the specified health care service in the geographic region in which the
health care service will be provided.

(¢) An estimate provided by an insurer or self-insured health plan under this
section is not a legally binding estimate of the reimbursement or out-of-pocket cost.

(d) An insurer or self-insured health plan may not charge an insured for
providing the information under this section.

(e) 1. Before providing any of the information requested under par. (a) or (b),
the insurer or self-insured health plan may require the insured to provide any of the
following information:

a. The name of the provider providing the service.

b. The facility at which the service will be provided.

c. The date the service will be provided.

d. The provider’s estimate of the charge for the service.

9 The insurer or self-insured health plan may not require an insured to
provide the code for the service under the Current Procedural Terminology of the

American Medical Association or under the Current Dental Terminology of the
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American Dental Association as a condition for providing the information requested

>
under par. (a) or (b). ‘)M
ANREES,

SECTION 10. Initial applicability. Py C/ )
)

(1) DISCLOSURE OF, PAYMENTS;AND OUT-OF-POCKET COSTS. If a disability insurance

policy or a governmental self—msured health plan that is in effect on the effective
date of this subsection, or a contract or agreement between a provider and a health

care plan that is in effect on the effective date of this subsection contains a provision

Ul

that is inconsistent with the treatm ection 40 51 (8) or (8m), 66.0137 (4) }
- %

20.13 @) (g) 185 981 (4t), 185.983 (1) (intro.), 609.7 1 or 632.798 of the statutes, the g
treatment of section 40.51 (8) or (8m), 66.0137 (4),120.13.(2) (g), 185.981.(4t) %

T

. (1) (intro.), 609.71, or 632.798 of the statutes first applies to that disability insurance

12 policy, governmental self-insured health plan, or contract or agreement on the date
13 on which it is modified, extended, or renewed.

14 SEcTiON 11. Effective date.

15 (1) This act takes effect on the first day of the 10th month beginning after

16 publication.

17 (END)




Barman, Mike

From: Hudzinski, Nicole

Sent: Tuesday, January 29, 2008 12:19 PM
To: Barman, Mike

Subject: RE: fiscal note for sub amendment

So | need to send this to Risser’s office and ask them to send it to you and DOA?

Per Joint Rule 41 (3) (b), Senator Sullivan requests a fiscal estimate by DHFS on his Senate Substitute Amendment to
2007 SB 337. Prior to being introduced the bill was LRB 3424/2 and the sub amendment was LRB 0205/2.

From: Barman, Mike

Sent: Tuesday, January 29, 2008 12:07 PM
To: Hudzinski, Nicole

Subject: RE: fiscal note for sub amendment

<< File: FE's - Supplemental FE E-Mail.doc >>

From: Hudzinski, Nicole

Sent: Tuesday, January 29, 2008 12:04 PM
To: Barman, Mike

Subject: FW: fiscal note for sub amendment

Mike, can you please tell me what | need to do to request a fiscal note on our sub amendment to SB 3377

Nicole
Sen. Sullivan’s office

From: Kennedy, Debora

Sent: Tuesday, January 29, 2008 11:49 AM
To: Hudzinski, Nicole

Subject: RE: fiscal note for sub amendment

According to Joing Rule 41 (3) (b), Senator Sullivan may request the Senate President to request (through DOA) that
DHFS prepare a supplemental fiscal estimate of the bill as affected by the substitute amendment--as you can see, we do
not automatically request fiscal estimates for substitute amendments. If you contact Mike Barman, Senior Program
Assistant at the LRB (at 6-3561), he will send you an e-mail that details the procedures.

From: Hudzinski, Nicole

Sent: Tuesday, January 29, 2008 11:30 AM
To: Kennedy, Debora

Subject: fiscal note for sub amendment

Debora, do | have to formally request a fiscal note on the sub amendment? If so, can | request that now?

Nicole




Barman, Mike

From:
Sent:
To:
Subject:

Cieslewicz, Dianne

Tuesday, January 29, 2008 1:41 PM

*DOA Fiscal Estimates; LRB.Legal

FW: fiscal note request on sub amendment

This message/request is from Senator Fred Risser. if there are any questions please call Dianne at 266-1627.

From: Hudzinski, Nicole

Sent: Tuesday, January 29, 2008 12:59 PM
To: Cieslewicz, Dianne

Subject: fiscal note request on sub amendment

Diane, it's my understanding | need to send you this email if | want a fiscal note on our sub amendment. Can you please
forward to the DOA fiscal estimate coordinator at DOA (fes @doa.state.wi.us) and Vicky LaBelle at LRB (

irb.legal @legis.wisconsin.gov)

Per Joint Rule 41 (3) (b), Senator Sullivan requests a fiscal estimate by DHFS on his Senate Substitute Amendment to
2007 SB 337. Prior to being introduced the bill was LRB 3424/2 and the sub amendment was LRB 0205/2.




