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PRELIMINARY DRAFT - NOT READY FOR INTRODUCTION

1 AN AcT ...; relating to: imposing disclosure and billing requirements for certain
/@) health care providers, creating an arbitration proces§ and granting ruleémaking
3 authority. @

Analysis by the Legislative i;;ference Bureau

TS Wm:f The bill requires the Lommissioner of Ansurance to promulgate rules to
establish the arbitration process under which enrollees, plans, and out-of-network
providers may submit billing disputes to an independent dispute resolution entity.
Under the bill, an enrollee may not request arbitration if the amount for which he
or she is financially responsible does not exceed $500 or, if the provider or health care

_facility complied with the disclosures requirements described above, is less than the v/
+ gooddfaith estimate provided by the provider. The plan or provider may not use the
arbitration process to dispute bills for certain emergency services that do not exceed
a specified amount or services for which provider fees are subject by law to monetary
limitations.

Once a dispute is filed, the independent dispute resolution entity has 30 days
to determine a reasonable fee for the services provided to the enrollee by the
out-of-network provider. If the dispute is between the plan and provider, each party
submits what it thinks is a reasonable fee for the services, and the independent
dispute resolution entity must choose one of those amounts. However, if the entity
finds that both sides’ amounts are unreasonable or that a settlement between the
parties is likely, it may direct the plan and provider to attempt a good faith
negotiation for settlement and, if they reach an agreement, the entity will select that
amount as its final determination. If the dispute is between the enrollee and
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provider, the independent dispute resolution entity determines a reasonable fee
based upon factors that include whether there is a gross disparity between the fee
billed by the provider and other fees charged by that provider; the provider’s training
and experience; and the circumstances and complexity of the particular case. The
entity’s determination is binding on the parties.

The bill provides that the losing party must pay the costs of the arbitration with
two exceptions. First, if a settlement is reached between a plan and provider at the
direction of the independent dispute resolution entity, the costs are evenly divided v
between the parties. Second, if the enrollee is the losing party and the commissioner
determines that paying the costs would be a hardship for the enrollee, the
commissioner provides for the payment of the costs.

For further information see the state fiscal estimate, which will be printed as
an appendix to this bill.

The people of the state of Wisconsin, represented in senate and assembly, do
enact as follows:
TNS 21— v
1 (b) Plans and providers. If there is a dispute over a payment under sub. (4) (a)
v v 0
2 2.or (b) 1. or (5) (b), the plan or provider may submit the dispute for arbitratio@

(3 9 this subsection), except that a dispute involving any of the following may not be

4 submitted:

5 1. Services for which provider fees are subject by law to schedules or other

6 ° monetary limitations.

7 2. Emergency services billed under American Medical Associa;ion Current

8 Procedural Terminolog§' codes 99217 to 99220, 99224 to 99226, 99234 to 99236,

9 99281 to 99285, 99288, and 99291 to 99292 if the amount billed for a specific)code
10 does not exceed 120 percent of the usual and customary cost for the code and does not
11 exceed the exemption amount. The exemption amount shall bé $600 in 2020 and
12 shall be adjusted annually by the commissioner to reflect changes in the consumer
13 price index for all urban consumers, U.S. city average, for the medical care group, as
14 determined by the U.S. department of labor, for the 12 months ending on December

15 31 of the preceding year, except that the exemption amount may not exceed $1,200.
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1 (c) Establishment. The commissioner shall establish an arbitrati tion 5cess to
Per - (e) pr L)

(2 resolve disputes that are submitted under(thigéilbsectlon The commissioner shall
3 certify at least one independent dispute resolution entity to conduct the arbitration
4 process. In order to obtain and maintain certification, an independent dispute
5 resolution entity shall use licensed providers who are in active practice in the same
6 or similar specialty as the provider providing the service subject to dispute and who,
7 to the extent practicable, are licensed in this state. The commissioner shall, by rule,
8 establish a process for submitting a dispute for arbitration and standards for the
9 arbitration process, including a process for certifying an independent dispute

10 resolution entity and revoking the certification when appropriate.
11 v (d) Arbitration process. When a party submits a dispute for arbitration under

DG
Fpar, & R g, . . . . .
pa @ “this subsection, the independent dispute resolution entity shall determine the

13 amount of a reasonable fee for the services provided by the provider to the enrollee
14 according to the conditions of this parag}aph. The independent dispute resolution
15 entity shall provide the determination, in writing, to the parties and the
16 commissioner no later than 30 days after the dispute is submitted to the entity.

( 17> g 1. For a dispute described in par. (a), the independent dispute resolution entity

18 ! shall determine if the fee charged by the provider to the enrollee is reasonable based
19 i\,\ on the factors in par. (e). If the entity determines the fee is reasonable, the entity
20 \ shall select that amount as its determination. If the entity determines the fee is not
21 ; reasonable, the entity shall determine a reasonable fee based on the factors in paf‘.

22 . (& ub;ﬂwmf vndtely

} j’
@ 2. For a dispute <desggpe@/1”t par. (b) the plan and provider shall each submit
24 an amount to the independent dispute resolution entity, and the entity shall select

25 one of the amounts based on the factors in par. (ev); except that, if the entity
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determines that the amounts submitted by the parties are unreasonable or that a
settlement between the parties is reasonably likely, the entity may direct the parties
to attempt a good faith negotiation for settlement. If the plan and provider agree to
an amount, the independent dispute resolution entity shall select that amount as its
determination.

(e) Reasonable fee criteria. The independent dispute resolution entity shall
consider all of the following factors when determining a reasonable fee under par. (d/):

1. The provider’s usual charge for comparable services rendered to patients
covered by plans for which the provider is not in network.

2. Whether there is a gross disparity between the fee billed by the provider as
compared to fees paid to that provider for the same services rendered to other
patients covered by plans for which the prov1der is not in network and, in the case

Ua / ff Ll “ i
y the plan to reimburse similarly

5; ;i {/

of a dlspute(\descrlbed 1n par. (b), fees pald b

qualified providers who are not in the plan’s network.

3. The level of training, education, and experience of the provider.

4. The circumstances and complexity of the particular case, including time and
place of the service.

5. Individual characteristics of the enrollee.

6. The usual and customary cost of the service.

7. Any factors identified by the commissioner by rule.

8. Any factors the entity determines are relevant based on the specific facts and
circumstances of the dispute.

(f) Binding effect. The determination of the independent dispute resolution

entity shall be binding on the parties to the dispute and shall be admissiblein a court
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1 proceeding between them and in any . admlmstratlve proceedlng between this state
2 and the provider. 46“ v b M ke vhe Q f , . ? { !?L )
(3\ (g) Costs. For disputes (descrlbe@/ﬁ par/ (dﬁ the costs for the arbitration
%44 process shall be paid by the enrollee if the independent dispute resolution entity
5 determines that the fee charged by the provider to the enrollee is reasonable and by
6 the provider if the entity determines that the fee is not reasonable; except that the
7 commissioner may waive or reduce the costs charged to the enrollee if requiring full
8 payment would impose a hardship on the enrollee. The commissioner shall, by rule,
9 specify the factors to be considered in making the determination of hardship and
(//102 b \;‘/ provide for the payment of costs in cases of hardship. For disputes descrlbed ﬁfi)ar 5
1/113// ?‘\&m, the costs for the arbitration process shall be paid by the party whose amount (
\‘ 12 is not selected by the independent dispute resolution entity or, if a settlement is _
13 reached, by bofh parties in equal amounts. {"‘5 U‘WV W"f’g v Mﬁ
Tus S04~ SNE—

14 (END)
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Committee on Health. y
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_

1 AN ACT to create 609.07 of the statutes; relating to: bllhng pract1cesfor certain

health care providers and granting rule-making authority.

SN
.

, *Analysis by the Legislative Reference Bureau N
_This bill creates disclosure, notice, billing, and ”wrequirements for the (Lplen »})

INS-HB " situation in which an enrollee in a defined network plan op preferred provider plan I
§ may receive services from a health care provider that is not in the plan’s network.”
(®Under the bill, a defined network plan or a preferred provider plan must annually
2 provide to enrollees a directory of providers and a list of health care facilities that are

. A% __in its network.
(oux oy ekt @ (0 §) The bill also requires that a provider who is not in the network of the enrollee’s
T ~ plan but is providing a service at an in-network health carg facility must disclose v __
Z‘ ¥ that information to the enrollee, provide the enrollee a goodé%gith estimate of the cost )
R of services the enrollee may be responsible for, and inform the enrollee of the <
 availability of‘mediation to settle disputes over the cost of services. {In particular, the |
~~enrollee is entitled to mediation for a claim' if the amount that the enrollee is
financially responsible for, after copayments, deductibles, and coinsurance, is more
than $500. The enrollee is not entitled to mediation if the out-of-network provider |
provides the required disclosure and the amount the enrollee is financi/@lly.,f"
responsible for is less than the good-faith estimate provided by the providey The )
health care facility may opt to provide the notice for the provider: Qe
Under the bill, if an enrollee of a defined network plan or preferred "Iﬁ'r(_ﬁ,}idéfi\
plan requires medically necessary services that are not available from an
in-network provider within a reasonable time, then the plan must provide an
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out-of-network provider at the usual and customary rate or at a rate agreed to

between the provider and the plan and may not require the enrollee to pay more than .

the enrollee would have paid had the provider been in the plan’s network. The Dbill

requires the enrollee to provide the out-of-network provider an a881gnment of
=t benefits for any service, item,or supply provided by that provider.

B
opportunity for referral to an out-of-network provider. The plan must reimburse the j
Similarly, under the bill, if an enrollee of a defined network plan or preferred} i

7
/

the plan must reimburse the provider at the usual and customary rate or at a rate v
agreed to between the provider and the plan and may not require the enrollee to pay —
‘more than the enrollee Would have paid if the provider was in the plan’s network. N

e T B i i

or R s,

The\people gf/fhe\state of W's”cor}bn, represented }Kfenate and assemb d{)
enact.as follows yd e ) 3

\,,/ ' \"-~—«"/ -
- ,(.«-"’,"

SECTION 1. 609.07 of the statutes is created to read:

609.07 Balance billing. (1) DerINITIONS. In this section:

(a) “Assignment of benefits” means a written instrument signed by an insured
or the authorized representative of an insured that assigns to a provider the
insured’s claim for payment, reimbursement, or benefits under a disability
insurance policy as defined in s. 632.895 (1) (a).

(b) “Emergency services” means those services required to treat and stabilize
an emergency medical condition in accordance with 42 USC 1395dd and services
originating in a hospital emergency department, a freestanding emergency
department, or a similar facility following treatment or stabilization of an emergency
medical condition.

() “Network” means the providers that are under contract with a defined
network plan or preferred provider plan to provide services to enrollees at an agreed
price, for which the provider receives reimbursement in accordance with the

contract.
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ASSEMBLY BILL 329 SECTION 1

(2) NOTICEVOF NETWORK STATUS. (a) A defined network plan or preferred provider
plan shall provide, no less frequently than annually, a list of health care facilities
that have agreed to facilitate the usage of providers that are in the plan’s network.
The list shall specify the percentage of providers at those health care facilities that
are not in the plan’s network.

(b) A defined netWork plan or preferred provider plan shall provide, no less
frequently than annually, a directory of all providers that are in the plan’s network
and are under contract with health care facilities that are in the plan’s network. In
the directory, the defined network plan or preferred provider plan shall specify
health care facilities that do not have contracts with providers in a particular
specialty.

(8) DiscLoSURES. (a) A provider that is not in a defined network plan’s or
preferred provider plan’s network and is under contract to provide services at a
health care facility that is in the plan’s network shall provide, in writing, to an
enrollee of the defined network plan or preferred provider plan all of the following:

1. That the enrollee may receive services from a provider that is not in the
defined network plan’s or preferred provider plan’s network.

2. A good faith estimate of the enrollee’s financial responsibility for the gervices

provided under subd. 1. e {ﬁj{ brtralie ﬂj

f“f Ay

i

3. That the enrollee is entitled to mies Né’;é%under circumstances described in
aub. @y (@)

(b) In lieu of the provider providing the notice under par. (a)/, a health care
facility may provide the notice described under par. (a)v./

(4) EMERGENCY SERVICES. (a) If an enrollee of a preferred provider plan that

restricts or increases cost sharing for use of providers that are not in its network
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obtains emergency services from a provider not in the plan’s network, the preferred
provider plan shall do all of the following:

1. Allow the enrollee to obtain services from the provider until the enrollee can
be transferred to a provider that is in the preferred provider plan’s network in
accordance with 42 USC 1395dd.

2. Reimburse the provider at the usual and customary rate or at a rate agreed
to by the provider and the preferred provider plan.

3. Require the enrollee to pay an amount for the emergency services that is no
more than the enrollee would have paid if the provider had been in the preferred
provider plan’s network.

(b) If an enrollee of a defined network plan obtains emergency services from a
provider that is not in the plan’s network, the defined network plan shall do all of the
following:

1. Reimburse the provider at the usual and customary rate or at a rate agreed
to by the provider and the defined network plan.

2. Require the enrollee to pay an amount for the emergency services that is no
more than the enrollee would have paid if the provider had been in the defined
network plan’s network.

(5) MEDICALLY NECESSARY SERVICES. If an enrollee of a defined network plan or
a preferred provider plan that restricts or increases cost sharing for use of providers
that are not in its network is unable to obtain medically necessary services within
a reasonable time from a provider in the plan’s network, the plan shall, upon the
request of a provider that is in the plan’s network, do all of the following:

(a) Within a reasonable time, allow referral to a provider that is not within the

plan’s network.
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1 (b) Reimburse the provider that is not in the plan’s network at the usual and
2 customary rate or at a rate agreed to between the provider and the plan. The enrollee
3 shall provide to the provider under this paragraph an assignment of benefits from
4 the enrollee to the provider for any service, item, or supply that the provider provides
5 to the enrollee.
6 (c) Require the enrollee to pay an amount for the medically necessary services
7 that is no more than the enrollee would have paid if the provider had been in the
‘‘‘‘‘ 8 preferred provider plan’s or defined network plan S network (E/" ° { {‘3‘53 D
xﬁ{{g Tﬁ m p D B
(6) MEDIATION) (a) Except as prov1ded under Ppar. (b;% an enrollee of a defined
-~ nSubel - DY
(1@ network plan or preferred prov1der plan shall be entltled to @ﬁ@t” ””dhﬁon tch}

. N e T \0 ;V o 1 S'g? ) /‘("i 0
{11) {esolvela claim of a prov1deré£all of the followmg apply @ m r, S D
. e T bu h’aﬁ #’ D

éZ) @ @ The provider is not in the network of the enrollee S defmed network plan or
13 preferred provider plan.

( izl) @)‘ 1042, The provider is under contract to provide services at a health care facility
15 that is in the network of the enrollee’s defined network plan or preferred provider
16 plan.

@ (@VLQ/@ The enrollee is responsible for an amount, after copayments, deductibles,
18 and coinsurance, that exceeds $500. /”@f k;z ! W ﬁ«} ' 0’>

@ ( ”Q lil@y The enrollee is not entitled to request med diat1§ﬁ if all of the following apply:
?0 @U?»@ The provider or health care facility provided the information under sub. (3)

g21) (@ UL@ The amount that the enrollee is responsible for, after copayments,
22 deductibles, and coinsurance, is less than the good faith estimate provided under

23 sub. (3)(a)2.
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@ ((jc) The defined network plan or preferred provider plan shall include in an

2 explanation of benefits statement provided to an enrollee a notlce that the enrollee
NN _ oS
}; é) may be entitled to request gned;gtﬁ as prov1ded under thls subsectlon ‘i\&f sz .lmh oh

v

\ ~ (7 ) RULES 'I)h’e\comm1ssmx\1er may promulgate rules to establish procedures for /]
T

el \\\ //_ o PN\ N\ ) p \/ P AN AT
/ \/ ég Lxé"alg_tigﬂ undér this section. = \ e ' ‘ \
/]

f ﬁig 6 QW)%ONFLICTS To the extent that this section conflicts with s. 609.10, 609.91,
§ i E) f‘ﬂ‘o&

a
7 @6609.92, this section supersedes ss. 609.10, 609.91, and 609.92.

8 SECTION 2. Initial applicability.
9 (1) (a) For plans or contracts containing provisions inconsistent with this act,
10 the act first applies to plan or contract years beginning on January 1 of the year

. a.v"
@D following the year in which this paragraph takes effect, except as provided in par. (b)f’

12 (b) For plans or contracts that are affected by a collective bargaining agreement
13 containing provisions inconsistent with this act, this act first applies to plan or
14 contract years beginning on the effective date of this paragrglp_h or on the day on
15 which the collective bargaining agreement is newly established, extended, modified,
16 or renewed, whichever is later.

17 SEcTION 3. Effective date.

18 (1) This act takes effect on first day of the 7th month beginning after

1%}iﬂifﬂ)ﬁmw‘N__publitﬂ::f:\tion.

20 (END)



Lunder, Erika

From: Konecke, Maria

Sent: Thursday, October 10, 2019 3:59 PM
To: Lunder, Erika

Cc: Sovey, Meghan

Subject: LRB-4389

Hi Erika,

After looking over the re-draft with Sen. Smith’s office, we have a couple of questions:

1. On page 6, line 15: can this line be deleted without significant impact to the rest of the bill? This provision ~ +~
wasn’t in our last draft, and we would like to keep it out.

2. Page 2 (analysis, paragraph 2)-“Under the bill, an enrollee may not request arbitration if the amount for which
he or she is financially responsible does not exceed $500 or,” —can this sentence be changed to the language
from the original draft? The first draft reads as: “The enrollee is entitled to mediation (arbitration in the new
draft) for a claim if the amount that the enrollee is financially responsible for, after copayments, deductibles,
and coinsurance, is more than $500.”

Please et me know if these changes are possible, or if you have any questions.
Thanks again for your work on this!

Best,

Maria Konecke

Office of Rep. Debra Kolste

44th Assembly District
Phone: (608) 237-9144
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AN Act to/ A‘eate 609.07 of the statutes; relating to: imposing disclosure and

billing requirements for certain health care providers, creating an arbitration

process, and granting rule-making authority.

Analysis by the Legislative Reference Bureau

Thisbill creates disclosure, notice, billing, and arbitration requirements for the
situation in which an enrollee in a defined network or preferred provider plan
(“plan”) may receive services from a health care provider that is not in the plan’s
network.

Under the bill, a plan must annually provide to enrollees a directory of
providers and a list of health care facilities that are in its network. The bill also
requires that a provider who is not in the network of the enrollee’s plan but is
providing a service at an in-network health care facility must disclose that
information to the enrollee, provide the enrollee a good faith estimate of the cost of
services the enrollee may be responsible for, and inform the enrollee of the
availability of arbitration to settle disputes over the cost of services. The health care
facility may opt to provide the notice for the provider.

Under the bill, if an enrollee of a plan requires medically necessary services that
are not available from an in-network provider within a reasonable time, then the
plan must provide an opportunity for referral to an out-of-network provider. The
plan must reimburse the out-of-network provider at the usual and customary rate
or at a rate agreed to between the provider and the plan and may not require the
enrollee to pay more than the enrollee would have paid had the provider been in the
plan’s network. If there a dispute over the reimbursement, the plan or provider may
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submit the dispute using the arbitration process described below. The bill requires
the enrollee to provide the out-of-network provider an assignment of benefits for
any service, item, or supply provided by that provider.

Similarly, under the bill, if an enrollee of a plan receives emergency services
from an out-of-network provider, then the plan must reimburse the provider at the
usual and customary rate or at a rate agreed to between the provider and the plan
and may not require the enrollee to pay more than the enrollee would have paid if
the provider was in the plan’s network. If there a dispute over the reimbursement,
the plan or provider may submit the dispute using the arbitration process described
below.

The bill requires the commissioner of insurance to promulgate rules to
establish the arbitration process under which enrollees, plans, and out-of-network
providers may submit billing disputes to an 1ndependent dispute resolution entity,

arbitration process to dispute bills for certain emergency services that do not exceed
a specified amount or services for which provider fees are subject by law to monetary
limitations.

Once a dispute is filed, the independent dispute resolution entity has 30 days
to determine a reasonable fee for the services provided to the enrollee by the
out-of-network provider. If the dispute is between the plan and provider, each party
submits what it thinks is a reasonable fee for the services, and the independent
dispute resolution entity must choose one of those amounts. However, if the entity
finds that both sides’ amounts are unreasonable or that a settlement between the
parties is likely, it may direct the plan and provider to attempt a good faith
negotiation for settlement and, if they reach an agreement, the entity will select that
amount as its final determination. If the dispute is between the enrollee and
provider, the independent dispute resolution entity determines a reasonable fee
based upon factors that include whether there is a gross disparity between the fee
billed by the provider and other fees charged by that provider; the provider’s training
and experience; and the circumstances and complexity of the particular case. The
entity’s determination is binding on the parties.

The bill provides that the losing party must pay the costs of the arbitration with
two exceptions. First, if a settlement is reached between a plan and provider at the
direction of the independent dispute resolution entity, the costs are evenly divided
between the parties. Second, if the enrollee is the losing party and the commissioner
determines that paying the costs would be a hardship for the enrollee, the
commissioner provides for the payment of the costs.

o eroff@'“

or sheis f1nanc1ally responsible does not exceed $500 or, if the provider or health care
facility complied with the disclosures requirements described above,jis less than the -
good faith estimate provided by the provider. The plan or provider may not use the

£
i

[Under the bill, an enrollee may not request arbitration if the amount for which he ) p
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For further information see the stafe fiscal estimate, which will be printed as
an appendix to this bill.

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

SECTION 1. 609.07 of the statutes is created to read:

609.07 Balance billing. (1) DeriNiTIONS. In this section:

(a) “Assignment of benefits” means a written instrument signed by an insured
or the authorized representative of an insured that assigns to a provider the
insured’s claim for payment, reimbursement, or benefits under a disability
insurance policy as defined in s. 632.895 (1) (a).

(b) “Emergency services” means those services required to treat and stabilize
an emergency medical condition in accordance with 42 USC 1395dd and services
originating in a hospital emergency department, a freestanding emergency
department, or a similar facility following treatment or stabilization of an emergency
medical condition.

(c) “Network” means the providers that are under contract with a defined
network plan or preferred provider plan to provide services to enrollees at an agreed
price, for which the provider receives reimbursement in accordance with the
contract.

(2) NOTICE OF NETWORK STATUS. (a) A defined network plan or preferred provider
plan shall provide, no less frequently than annually, a list of health care facilities
that have agreed to facilitate the usage of providers that are in the plan’s network.
The list shall specify the percentage of providers at those health care facilities that

are not in the plan’s network.
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(b) A defined network plan or preferred provider plan shall provide, no less
frequently than annually, a directory of all providers that are in the plan’s network
and are under contract with health care facilities that are‘in the plan’s network. In
the directory, the defined network plan or preferred provider plan shall specify
health care facilities that do not have contracts with providers in a particular
specialty.

(3) DiscLOSURES. (a) A provider that is not in a defined network plan;s or
preferred provider plan’s network and is under contract to provide services at a
health care facility that is in the plan’s network shall provide, in writing, to an
enrollee of the defined network plan or preferred provider plan all of the following:

1. That the enrollee may receive services from a provider that is not in the
defined network plan’s or preferred provider plan’s network.

2. A good faith estimate of the enrollee’s financial responsibility for the services
provided under subd. 1.

3. That the enrollee is entitled to arbitration under circumstances described in
sub. (6) (a).

(b) In lieu of the provider providing the notice under par. (a), a health care
facility may provide the notice described under par. (a).

(4) EMERGENCY SERVICES. (a) If an enrollee of a preferred provider plan that
restricts or increases cost sharing for use of providers that are not in its network
obtains emergency services from a provider not in the plan’s network, the preferred
provider plan shall do all of the following:

1. Allow the enrollee to obtain services from the provider until the enrollee can
be transferred to a provider that is in the preferred provider plan’s network in

accordance with 42 USC 1395dd.
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2. Reimburse the provider at the usual and customary rate or at a rate agreed
to by the provider and the preferred provider plan.

3. Require the enrollee to pay an amount for the emergency services that is no
more than the enrollee would have paid if the provider had been in the preferred
provider plan’s network.

(b) If an enrollee of a defined network plan obtains emergency services from a
provider that is notin the plan’s network, the defined network plan shall do all of the
following:

1. Reimburse the provider at the usual and customary rate or at a rate agreed
to by the provider and the defined network plan.

2. Require the enrollee to pay an amount for the emergency services thatisno.
more than the enrollee would have paid if the provider had been in the defined
network plan’s network.

(5) MEDICALLY NECESSARY SERVICES. If an enrollee of a defined network plan or
a preferred provider plan that restricts or increases cost sharing for use of providers
that are not in its network is unable to obtain medically necessary services within
a reasonable time from a provider in the plan’s network, the plan shall, upon the
request of a provider that is in the plan’s network, do all of the following:

(a) Within a reasonable time, allow referral to a provider that is not within the
plan’s network. |

(b) Reimburse the provider that is not in the plan’s network at the usual and
customary rate or at arate agreed to between the provider and the plan. The em*ollee
shall provide to the provider under this paragraph an assignment of benefits from
the enrollee to the provider for any service, item, or supply that the provider provides

to the enrollee.



10
11
12
13

14/

16
18
19
20
21
22
23

24

colnsurance, that exceeds $500.

15 ,

2019 - 2020 Legislat -6 - LRB-4389/P1
ceisiature ("%«_.“_,/) EKL:ahe&cjs
SEcTION 1

(¢) Require the enrollee to pay an amount for the medically necessary services
that is no more than the enrollee would have paid if the provider had been in the
preferred provider plan’s or defined network plan’s network.

(6) ARBITRATION. (a) Enrollees. 1. Except as provided under subd. 2., an
enrollee of a defined network plan or preferred provider plan shall be entitled to
submit a dispute of a claim of a provider to arbitration if all of the following apply:

a. The provider is not in the network of the enrollee’s defined network plan or
preferred provider plan..

b. The provider is under contract to provide services at a health care facility
that is in the network of the enrollee’s defined network plan or preferred provider
plan.

c. The enrolleeisresponsible for an amount, after copayments, deductibles, and

2. The enrollee is not entitled to request arbltratmn Jé/ Lof the following apply:

| The prov1der or health care facﬂlty prowded the information under sub. 3.
QJ

. /%’lé: amount that the enrollee is responsible for, after copayments,
deductibleé, and coinsurance, is less than the good faith estimate provided under
sub. (3) (a) 2.

3. The defined network plan or preferred provider plan shall include in an
explanation of benefits statement provided to an enrollee a notice that the enrollee
may be entitled to request arbitration as provided under this subsection.

(b) Plans and providers. If there is a dispute over a payment under sub. (4) (a)
2. or (b) 1. or (5) (b), the plan or provider may submit the dispute for arbitration,

except that a dispute involving any of the following may not be submitted:
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1. Services for which provider fees are subject by law to schedules or other
monetary limitations.

2. Emergency services billed under American Medical Association Current
Procedural Terminology codes 99217 to 99220, 99224 to 99226, 99234 to 99236,
99281 to 99285, 99288, and 99291 to 99292 if the amount billed for a specific code
does not exceed 120 percent of the usual and customary cost for the code and does not
exceed the exemption amount. The exemption amount shall be $600 in 2020 and
shall be adjusted annually by the commissioner to reflect changes in the consumer
price index for all urban consumers, U.S. city average, for the medical care group, as
deterfnined by the U.S. department of labor, for the 12 months ending on December
31 of the preceding year, except that the exemption amount may not exceed $1,200.

(c) Establishment. The commissioner shall establish an arbitration process to
resolve disputes that are submitted under par. (a) or (b). The commissioner shall
certify at least one independent dispute resolution entity to conduct the arbitration
process. In order to obtain and maintain certification, an independent dispute
resolution entity shall use licensed providers who are in active practice in the same
or similar specialty as the provider providing the service subject to dispute and who,
to the extent practicable, are licensed in this state. The commissiéner shall, by rule,
establish a process for submitting a dispute for arbitration and standards for the
arbitration process, including a process for certifying an independent dispute
resolution entity and revoking the certification when appropriate.

(d) Arbitration process. When a party submits a dispute for arbitration under
par. (a) or (b), the independent dispute resolution entity shall determine the amount
of a reasonable fee for the services provided by the provider to the enrollee according

to the conditions of this paragraph. The independent dispute resolution entity shall



© 00 2 O Ot s W N e

N DN DD NN DN O = e i e
Ot = W N = O W g 0 Ul W N RO

+ 2019 - 2020 Legislature -8 - LRB-4389/P1

EKL:ahe&cjs

SECTION 1

provide the determination, in writing, to the parties and the commissioner no later
than 30 days after the dispute is submitted to the entity.

1. For a dispute submitted under par. (a), the independent dispute resolution
entity shall determine if the fee charged by the provider to the enrollee is reasonable
based on the factors in par. (e). If the entity determines the fee is reasonable, the
entity shall select that amount as its determination. If the entity determines the fee
is not reasonable, the entity shall determine a reasonable fee based on the factors in
par. (e).

2. For a dispute submitted under par. (b), the plan and provider shall each
submit an amount to the independent dispute resolution entity, and the entity shall
select one of the amounts based on the factors in par. (e); except that, if the entity
determines that the amounts submitted by the parties are unreasonable or that a
settlement between the parties is reasonably likely, the entity may direct the parties
to attempt a good faith negotiation for settlement. If the plan and provider agree to
an amount, the independent dispute resolution entity shall select that amount as its
determination.

(e) Reasonable fee criteria. The independent dispute resolution entity shall
consider all of the following factors when determining a reasonable fee under par. (d):

1. The provider’s usual charge for comparable services rendered to patients
covered by plans for which the provider is not in network.

2. Whether there is a gross disparity between the fee billed by the provider as
compared to fees paid to that‘ provider for the same services rendered to other
patients covered by plans for which the provider is not in network and, in the case
of a dispute submitted under par. (b), fees paid by the plan to reimburse similarly

qualified providers who are not in the plan’s network.
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3. The level of training, education, and experience of the provider.

4. The circumstances and complexity of the particular case, including time and
place of the service.

5. Individual characteristics of the enrollee.

6. The usual and customary cost of the service.

7. Any factors identified by the commissioner by rule.

8. Any factors the entity determines are relevant based on the specific facts and
circumstances of the dispute.

() Binding effect. The determination of the independent dispute resolution
entity shall be binding on the parties to the dispute and shall be admissible in a court
proceeding between them and in any administrative proceeding between this state
and the provider.

(g) Costs. For disputes submitted under par. (a), the costs for the arbitration
process shall be paid by the enrollee if the independent dispute resolution entity
determines that the fee charged by the provider to the enrollee is reasonable and by
the provider if the entity determines that the fee is not reasonable; except that the
commissioner may waive or reduce the costs charged to the enrollee if requiring full
payment would impose a hardship on the enrollee. The commissioner shall, by rule,
specify the factors to be considered in making the determination of hardship and
provide for the payment of costs in cases of hardship. For disputes submitted under
par. (b), the costs for the arbitration process shall be paid by the party whose amount
is not selected by the independent dispute resolution entity or, if a settlement is
reached, by both parties in equal amounts.

(7) Conrricts. To the extent that this section conflicts with s. 609.10, 609.91,

or 609.92, this section supersedes ss. 609.10, 609.91, and 609.92.
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SEcTION 2. Initial applicability.

(1) (a) For plans or contracts containing provisions inconsistent with this act,
the act first applies to plan or contract years beginning on January 1 of the year
following the year in which this paragraph takes effect, except as provided in par. (b).

(b) For plans or contracts that are affected by a collective bargaining agreement
containing provisions inconsistent with this act, this act first applies to plan or
contract years beginning on the effective date of this paragraph or on the day on
which the collective bargaining agreement is newly established, extended, modified,
or renewed, whichever is later. /

SEcTION 3. Effective date.

(1) This act takes effect on first day of the 7th month beginning after
publication.

(END)
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Hi Erika,

Here are the suggestions OCl sent me:

Thank you for the call back to talk through the response to your questions on drafting for page 9. To follow up

¢ Our attorneys noted that the arbitration cost might be prohibitive for anyone seeking to challenge a cost
assessed by a provider (even if there is an option to reduce it due to hardship/undue burden) and that it might

be best to outline a mechanism whereby OCI can pay for the arbitration costs through a fee or assessment on /y,
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/0 They also mentioned that you might be able to outline a fee to the enrollee if a cost is determined to be fair to
exceed no more than $100 (just as an example). With this, however, you could still allow OCl to determine if /

that $100 should be waived due to hardship.
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AN ACT ¢to create 609.07 of the statiites; relating to: imposing disclosure and

billing requirements for certain health care providers, creating an arbitration

process, and granting rule-making authority.

Analysis by the Legislative Reference Bureau

This bill creates disclosure, notice, billing, and arbitration requirements for the
situation in which an enrollee in a defined network or preferred provider plan
(“plan”) may receive services from a health care provider that is not in the plan’s
network.

Under the bill, a plan must annually provide to enrollees a directory of
providers and a list of health care facilities that are in its network. The bill also
requires that a provider who is not in the network of the enrollee’s plan but is
providing a service at an in-network health care facility must disclose that
information to the enrollee, provide the enrollee a good faith estimate of the cost of
services the enrollee may be responsible for, and inform the enrollee of the
availability of arbitration to settle disputes over the cost of services. The health care
facility may opt to provide the notice for the provider.

Under the bill, if an enrollee of a plan requires medically necessary services that
are not available from an in-network provider within a reasonable time, then the
plan must provide an opportunity for referral to an out-of-network provider. The
plan must reimburse the out-of-network provider at the usual and customary rate
or at a rate agreed to between the provider and the plan and may not require the
enrollee to pay more than the enrollee would have paid had the provider been in the
plan’s network. Ifthere a dispute over the reimbursement, the plan or provider may
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submit the dispute using the arbitration process described below. The bill requires
the enrollee to provide the out-of-network provider an assignment of benefits for
any service, item, or supply provided by that provider.

Similarly, under the bill, if an enrollee of a plan receives emergency services
from an out-of-network provider, then the plan must reimburse the provider at the
usual and customary rate or at a rate agreed to between the provider and the plan
and may not require the enrollee to pay more than the enrollee would have paid if
the provider was in the plan’s network. If there a dispute over the reimbursement,
the plan or provider may submit the dispute using the arbitration process described
below.

The bill requires the commissioner of insurance to promulgate rules to
establish the arbitration process under which enrollees, plans, and out-of-network
providers may submit billing disputes to an independent dispute resolution entity.
Under the bill, an enrollee may request arbitration for a claim if the amount that the
enrollee is financially responsible for, after copayments, deductibles, and
coinsurance, is more than $500, unless that amount is less than the good faith
estimate provided by the provider. The plan or provider may not use the arbitration
process to dispute bills for certain emergency services that do not exceed a specified
amount or services for which provider fees are subject by law to monetary
limitations.

Once a dispute is filed, the independent dispute resolution entity has 30 days
to determine a reasonable fee for the services provided to the enrollee by the
out-of-network provider. If the dispute is between the plan and provider, each party
submits what it thinks is a reasonable fee for the services, and the independent
dispute resolution entity must choose one of those amounts. However, if the entity
finds that both sides’ amounts are unreasonable or that a settlement between the
parties is likely, it may direct the plan and provider to attempt a good faith
negotiation for settlement and, if they reach an agreement, the entity will select that
amount as its final determination. If the dispute is between the enrollee and
provider, the independent dispute resolution entity determines a reasonable fee
based upon factors that include whether there is a gross disparity between the fee
billed by the provider and other fees charged by that provider; the provider’s training
and experience; and the circumstances and complexity of the particular case. The
entity’s determination is binding on the parties.

The bill provides that the losing party must pay the costs of the arbitration with
two exceptions. First, if a settlement is reached between a plan and provider at the
direction of the independent dispute resolution entity, the costs are evenly divided

, <"~ between the parties¥{Second; if the enrollee is the losing party and the commissioners”
TNS-HA determines that paying the costs would be a hardship for the enrollee, the )
\@\Q@Eissionel" provides for the payment of the costs, — T
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For further information see the state fiscal estimate, which will be printed as
an appendix to this bill.

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

SECTION 1. 609.07 of the statutes is created to read:

609.07 Balance billing. (1) DerINITIONS. In this section:

(a) “Assignment of benefits” means a written instrument signed by an insured
or the authorized representative of an insured that assigns to a provider the
insured’s claim for payment, reimbursement, or benefits under a disability
insurance policy as defined in s. 632.895 (1) (a).

| (b) “Emergency services” means those services required to treat and stabilize
an emergency medical condition in accordance with 42 USC 1395dd and services
originating in a hospital emergency department, a freestanding emergency
department, or a similar facility following treatment or stabilization of an emergency
medical condition.

(c) “Network” means the providers that are under contract with a defined
network plan or preferred provider plan to provide services to enrollees at an agreed
price, for which the provider receives reimbursement in accordance with the
contract.

(2) NOTICE OF NETWORK STATUS. (a) A defined network plan or preferred provider
plan shall provide, no less frequently than annually, a list of health care facilities
that have agreed to facilitate the usage of providers that are in the plan’s network.
The list shall specify the percentage of providers at those health care facilities that

are not in the plan’s network.
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(b) A defined network plan or preferred provider plan shall provide, no less
frequently than annually, a directory of all providers that are in the plan’s network
and are under contract with health care facilities that are in the plan’s network. In
the directory, the defined network plan or preferred provider plan shall specify
health care facilities that do not have contracts with providers in a particular
specialty.

(3) Discrosures. (a) A provider that is not in a defined network plan’s or
preferred provider plan’s network and is under contract to provide serviées at a
health care facility that is in the plan’s network shall provide, in writing, to an
enrollee of the defined network plan or preferred provider plan all of the following:

1. That the enrollee may receive services from a provider that is not in the
defined network plan’s or Preferred provider plan’s network.

2. A good faith estimate of the enrollee’s financial responsibility for the services
provided under subd. 1.

3. That the enrollee is entitled to arbitration under circumsténces described in
sub. (6) (a).

(b) In lieu‘of the provider providing the notice under par. (a), a health care
facility may provide the notice described under par. (a).

(4) EMERGENCY SERVICES. (a) If an enrollee of a preferred provider plan that
restricts or increases cost sharing for use of providers that are not in its network
obtains emergency services from a provider not in the plan’s network, the preferred
provider plan shall do all of the following:

1. Allow the enrollee to obtain services from the provider until the enrollee can
be transferred to a provider that is in the preferred provider plan’s network in

accordance with 42 USC 1395dd.
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2. Reimburse the provider at the usual and customary rate or at a rate agreed
to by the provider and the preferred provider plan.

3. Require the enrollee to pay an amount for the emergency services that is no
more than the enrollee would have paid if the provider had been in the preferred
provider plan’s network.

(b) If an enrollee of a defined network plan obtains emergency services from a
provider that isnot in the plan’s network, the defined network plan shall do all of the
following:

1. Reimburse the provider at the usual and customary rate or at a rate agreed
to by the provider and the defined network plan.

2. Require the enrollee to pay an amount for the emergency services that is no
more than the enrollee would have paid if the provider had been in the defined
network plan’s network.

(5) MEDICALLY NECESSARY SERVICES. If an enrollee of a defined network plan or
a preferred provider plan that restricts or increases cost sharing for use of providers
that are not in its network is unable to obtain medically necessary services within
a reasonable time from a provider in the plan’s network, the plan shall, upon the
request of a provider that is in the plan’s network, do all of the following:

(a) Within a reasonable ‘time, allow referral to a provider that is not within the
plan’s network.

(b) Reimburse the provider that is not in the plan’s network at the usual and
customary rate or at a rate agreed to between the provider and the plan. The enrollee
shall provide to the provider under this paragraph an assignment of benefits from
the enrollee to the provider for any service, item, or supply that the provider provides

to the enrollee.
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(¢) Require the enrollee to pay an amount for the medically necessary services
that is no more than the enrollee would have paid if the provider had been in the
prefei"red provider plan’s or defined network plan’s network.

(6) ARBITRATION. (a) Enrollees. 1. Except as provided under subd. 2., an
enrollee of a defined network plan or preferred provider plan shall be entitled to
submit a dispute of a claim of a provider to arbitration if all of the following apply:

a. The provider is not in the network of the enrollee’s defined network plan or
preferred provider plan.

b. The provider is under contract to pfovide services at a health care facility
that is in the network of the enrollee’s defined network plan or preferred provider
plan.

c. The enrolleeis responsible for an amount, after copayments, deductibles, and
coinsurance, that exceeds $500.

2. The enrollee is not entitled to request arbitration if the amount that the
enrollee is responsible for, after copayments, deductibles, and coinsurance, is less
than the good faith estimate provided under sub. (3) (a) 2.

3. The defined network plan or preferred provider plan shall include in an
explanation of benefits statement provided to an enrollee a notice that the enrollee
may be entitled to request arbitration as provided under this subsection.

(b) Plans and providers. If there is a dispute over a payment under sub. (4) (a)
2. or (b) 1. or (5) (b), the plan or provider may submit the dispute for arbitration,
except that a dispute involving any of the following may not be submitted:

1. Services for which provider fees are subject by law to schedules or other

monetary limitations.
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2. Emergency services billed under American Medical Association Current
Procedural Terminology codes 99217 to 99220, 99224 to 99226, 99234 to 99236,
99281 to 99285, 99288, and 99291 to 99292 if the amount billed for a specific code
does not exceed 120 percent of the usual and customary cost for the code and does not
exceed the exemption amount. The exemption amount shall be $600 in 2020 and
shall be adjusted annually by the commissioner to reflect changes in the consumer
price index for all urban consumers, U.S. city average, for the medical care group, as
determined by the U.S. department of labor, for the 12 months ending on December
31 of the preceding year, except that the exemption amount may not exceed $1,200.

(c) Establishment. The commissioner shall establish an arbitration process to
resolve disputes that are submitted under par. (a) or (b). The commissioner shall
certify at least one independent dispute resolution entity to conduct the arbitration
process. In order to obtain and maintain certification, an independent dispute
resolution entity shall use licensed providers who are in active practice in the same
or similar specialty as the provider providing the service subject to dispute and who,
to the extent practicable, are licensed in this state. The commissioner shall, by rule,
establish a process for submitting a dispute for arbitration and standards for the
arbitration process, including a process for certifying an independent dispute
resolution entity and revoking the certification when appropriate.

(d) Arbitration process. When a party submits a dispute for arbitration under
par. (&) or (b), the independent dispute resolution entity shall determine the amount
of a reasonable fee for the services provided by the provider to the enrollee according
to the conditions of this paragraph. The independent dispute resolution entity shall
provide the determination, in writing, to the parties and the commissioner no later

than 30 days after the dispute is submitted to the entity.
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1. For a dispute submitted under par. (a), the independent dispute resolution
entity shall determine if the fee charged by the provider to the enrollee is reasonable
based on the factors in par. (e). If the entity determines the fee is reasonable, the
entity shall select that amount as its determination. If the entity determines the fee
is not reasonable, the entity shall determine a reasonable fee based on the factors in
par. (e).

2. For a dispute submitted under par. (b), the plan and provider shall each
submit an amount to the independent dispute resolution entity, and the entity shall
select one of the amounts based on the factors in par. (e); except that, if the entity
determines that the amounts submitted by the parties are unreasonable or that a
settlement between the parties is reasonably likely, the entity may direct the parties
to attempt a good faith negotiation for settlement. If the plan and provider agree to
an amount, the independent dispute resolution entity shall select that amount as its
determination.

(e) Reasonable fee criteria. The independent dispute resolution entity shall
consider all of the following factors when determining a reasonable fee under par. (d):

1. The provider’s usual charge for comparable services rendered to patients
covered by plans for which the provider is not in network.

2. Whether there is a gross disparity between the fee billed by the provider as
compared to fees paid to that provider for the same services rendered to other
patients covered by plans for which the provider is not in network and, in the case
of a dispute submitted under par. (b), fees paid by the plan to reimburse similarly
qualified providers who are not in the plan’s network.

3. The level of training, education, and experience of the provider.
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1 4. The circumstances and complexity of the particular case, including time and

2 place of the service.

3 5. Individual characteristics of the enrollee.

4 6. The usual and customary cost of the service.

5 7. Any factors identified by the commissioner by rule.

6 8. Any factors the entity determines are relevant based on the specific facts and

7 circumstances of the dispute.

8 (f) Binding effect. The determination of the independent dispute resolution

9 entity shall be binding on the parties to the dispute and shall be admissible in a court
10 proceeding between them and in any administrative proceeding between this state
11 and the provider.

N T e
@\/12 (g) Costs. éFor disputes submitted under par. (a), the costs for the arbitration 2<

13 process shall be paid by the enrollee if the independent dispute resolution entity
14 determines that the fee charged by the provider to the enroliee is reasonable and by
15 the provider if the entity determines that the fee is not reasonable; except that the
o Wfé N VM) commissioner may waive or reduce the costs charged to the enrollee if requiring full
> 17 payment would impose a hardship on the enrollee. The commissioner shall, by rule, ) )
specify the factors to be considered in making the determination of hardshlp
% \pr0V1de for the payment of costs i in cases of hardshllyﬁg;wciléputes submltted &n&er Qj »»»»»
s Mp;a’lr (b), the costs for the arbltratlon process shall be paid by the party whose amount
is not selected by the independent dispute resolution entity or, if a settlement is
> 22 reached, by both parties in equal amounts.
\\ 23 (7) ConrLicts. To the extent that this section conflicts with s. 609.10, 609.91,
ifp 24 or 609.92, this section supersedes ss. 609.10, 609.91, and 609.92.
\\ 25 SECTION 2. Initial applicability.

/)
(

o

Z(gog/ac MM':{&% o an enrollee méay nok exceed ;ggw,”:/fhg



© 0w 8 o6 O ke W

10
11
12

aan
ey

£ 2019 - 2020 Legislature £ 19} LRB-4389/P2

EKI.:ahe&cjs
SECTION 2

e B
i&ga v e '

(1) (a) For plans or contracts containing provisions inconsistent with this act,

the act first applies to plan or contract years beginning on oJ ahuary 1 of the?year
following the year in which this paragraph takes effect, except as provided in para(b)

(b) For plans or contracts that are affected by a collective bargaining agreement
containing provisions inconsistent with this act, this act first applies to‘plan or
contract years beginning on thé effective date of this paragraph or on the day on
which the collective bargaining égreement ié newly established, extended, modified,
or renewed, whichever is later.

SEcTION 3. Effective date.

(1) This act takes effect on first day of the 7th month beginning after

publication.

(END)
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Second, if the enrollee is the losing party, the maximum amount the enrollee
may be charged is $100 and the commissioner may waive or reduce the charge if
requiring full payment would impose a hardship on the enrollee. The bill imposes
an annual fee on insurers that is used to pay the arbitration costs that are otherwise
unpaid by enrollees. The fee is established by the commissioner.

INS 3-1

SEcTION 1. 601.31 (1) (b) 1. of the statutes is amended to read:

v
determined under s. 609.07 (6) (g) 1.

History: 1971 c. 405s. 93; 1971 c. 125, 260, 307; 1975 c. 223, 371, 373, 374, 421; 1979 c. 102 ss. 63 to 65, 237; 1979 ¢. 261, 355; 1981 c. 20 ss. 1739 to 1748, 2202 (26)
(a); 1981 c. 38, 314; 1983 a, 358; 1985 a. 29; 1987 a. 27, 166; 1989 a. 31; 1991 a. 39; 1993 a. 112; 1995 a. 27, 371, 396; 1999 a. 9, 155; 2003 a. 261, 302; 2007 a. 169; 2009
a. 28, 342, 344; 2011 a, 209, 226; 2013 a. 20, 271; 2017 a. 59.

2
3
4 601.31 (1) (b) 1. Domestic and nondomestic insurers, $400 plus the amount
5

6 SECTION 2. 601.31 (1) (¢) 1. of the statutes is amended to read:
7 601.31 (1) (c) 1. Domestic and nondomestic insurers, $100 plus the amount
Voo

8 determined under s. 609.07 (6) (g) 1.

History: 1971 c. 40s. 93; 1971 c. 125, 260, 307; 1975 c. 223, 371, 373, 374, 421; 1979 c. 102 ss. 63 to 65, 237; 1979 c. 261, 355; 1981 c. 20 ss. 1739 to 1748, 2202 (26)
(a); 1981 c. 38, 314; 1983 a. 358; 1985 a. 29; 1987 a, 27, 166; 1989 a. 31; 1991 a. 39; 1993 a. 112; 1995 a. 27, 371, 396; 1999 a. 9, 155; 2003 a. 261, 302; 2007 a. 169; 2009
a, 28, 342, 344; 2011 a. 209, 226; 2013 a. 20, 271; 2017 a. 59.

9 INS 9-19
10 The commissioner shall pay the amount of arbitration costs that are otherwise
11 unpaid by enrollees under this subdivision from the appropriation under s. 20.145
12 1) i(,;) and shallincrease the fees required by s. 601.31 (1) (lg) 1.and (¢) Vi. to cover the
13 unpaid arbitration costs.
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Lunder, Erika

From: Konecke, Maria

Sent: Friday, November 22, 2019 8:12 AM
To: Lunder, Erika

Cc: Sovey, Meghan

Subject: FW: Follow up you requested

Hi Erika,

Below is OCl's message regarding their suggested change to the draft. I'm around all day if you want to give me a call
about it.

coltl w/ iz ria

Thanks, - Oleleie Lo fﬁé\» page
Maria Konecke ~ 001 clepimines Hew b
Office of Rep. Debra Kolste aise

44th Assembly District
Phone: (608) 237-9144

From: Hwang, Olivia C - OCl <olivia.hwang@wisconsin.gov>
Sent: Thursday, November 21, 2019 5:15 PM

To: Konecke, Maria <Maria.Konecke@legis.wisconsin.gov>
Cc: Stegall, Jennifer - OCl <Jennifer.Stegall@wisconsin.gov>
Subject: Follow up you requested

Maria,

After Jen and | spoke with you, you called back and asked if we could be more specific about the changes for the drafter.
The section that Jen referenced changing was this:

Page 9, Line 25 — Page 10, Line 3

The commissioner shall pay the amount of arbitration costs that are otherwise unpaid by enrollees under this subdivision

from the appropriation under s. 20.145 (1) (g) and shall, by rule, increase the fees required by s. 601.31 (1) (b) 1. and (c)
1. to cover the unpaid arbitration costs.

Jen, please correct me if | am wrong, but | believe what we’re saying is rather than specifically outlining that we’ll
increase fees required by s. 601.31 (1) (b) 1. and (c) 1., that we believe it would be best if OCI were given rulemaking
authority to determine a mechanism to cover unpaid arbitration costs.

Please let me know if that provides the clarity you requested.
Thanks,

Olivia

Olivia Hwang
Director of Public Affairs



W1 Office of the Commissioner of Insurance
608.209.6309

olivia.hwang@wisconsin.gov
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Commissioner of Insurance
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AN ACT to amend 601.31 (1) (b) 1. and 601.31 (1) (¢) 1.; and to creafe 609.07 of
the statutes; relating to: imposing disclosure and billing requirements for
certain health care providers, creating an arbitration process, and granting

rule-making authority.

Analysis by the Legislative Reference Bureau

This bill creates disclosure, notice, billing, and arbitration requirements for the
situation in which an enrollee in a defined network or preferred provider plan
(“plan”) may receive services from a health care provider that is not in the plan’s
network.

Under the bill, a plan must annually provide to enrollees a directory of
providers and a list of health care facilities that are in its network. The bill also
requires that a provider who is not in the network of the enrollee’s plan but is
providing a service at an in-network health care facility must disclose that
information to the enrollee, provide the enrollee a good faith estimate of the cost of
services the enrollee may be responsible for, and inform the enrollee of the
availability of arbitration to settle disputes over the cost of services. The health care
facility may opt to provide the notice for the provider.

Under the bill, if an enrollee of a plan requires medically necessary services that
are not available from an in-network provider within a reasonable time, then the
plan must provide an opportunity for referral to an out-of-network provider. The
plan must reimburse the out-of-network provider at the usual and customary rate
or at a rate agreed to between the provider and the plan and may not require the
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enrollee to pay more than the enrollee would have paid had the provider been in the

plan’s network. If there a dispute over the reimbursement, the plan or provider may

submit the dispute using the arbitration process described below. The bill requires

the enrollee to provide the out-of-network provider an assignment of benefits for
" any service, item, or supply provided by that provider.

Similarly, under the bill, if an enrollee of a plan receives emergency services
from an out-of-network provider, then the plan must reimburse the provider at the
usual and customary rate or at a rate agreed to between the provider and the plan
and may not require the enrollee to pay more than the enrollee would have paid if
the provider was in the plan’s network. If there a dispute over the reimbursement,
the plan or provider may submit the dispute using the arbitration process described
below.

The bill requires the commissioner of insurance to promulgate rules to
establish the arbitration process under which enrollees, plans, and out-of-network
providers may submit billing disputes to an independent dispute resolution entity.
Under the bill, an enrollee may request arbitration for a claim if the amount that the
enrollee is financially responsible for, after copayments, deductibles, and
coinsurance, is more than $500, unless that amount is less than the good faith
estimate provided by the provider. The plan or provider may not use the arbitration
process to dispute bills for certain emergency services that do not exceed a specified
amount or services for which provider fees are subject by law to monetary
limitations.

Once a dispute is filed, the independent dispute resolution entity has 30 days
to determine a reasonable fee for the services provided to the enrollee by the
out-of-network provider. If the dispute is between the plan and provider, each party
submits what it thinks is a reasonable fee for the services, and the independent
dispute resolution entity must choose one of those amounts. However, if the entity
finds that both sides’ amounts are unreasonable or that a settlement between the
parties is likely, it may direct the plan and provider to attempt a good faith
negotiation for settlement and, if they reach an agreement, the entity will select that
amount as its final determination. If the dispute is between the enrollee and
provider, the independent dispute resolution entity determines a reasonable fee
based upon factors that include whether there is a gross disparity between the fee
billed by the provider and other fees charged by that provider; the provider’s training
and experience; and the circumstances and complexity of the particular case. The
entity’s determination is binding on the parties.

The bill provides that the losing party must pay the costs of the arbitration with
two exceptions. First, if a settlement is reached between a plan and provider at the
direction of the independent dispute resolution entity, the costs are evenly divided
between the parties. Second, if the enrollee is the losing party, the maximum amount
the enrollee may be charged is $100 and the commissioner may waive or reduce the
charge if requiring full payment Would impose a hardship on the enrollee. The bill
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For further information see the state fiscal estimate, which will be printed as
an appendix to this bill.

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

e SECTION 1. 601.31 (1) (b) 1. of the statutes is amended to read:

/

/ 601.31 (1) (b) 1. Domestic and nondomestic insurers, $400 plus the amount
determined under s. 609.07 (6) (g) 1.

SECTION 2. 601.31 (1) (c) 1. of the statutes is amended to read:

601.31 (1) (c¢) 1. Domestic and nondomestic insurers, $100 plus the amount ///

,/ g

determined under s. 609.07 (6) (g) 1. I

SECTION 3. 609.07 of the statutes is creya’ted’t(’)r read:

609.07 Balance billing. (1) DerFINITIONS. In this section:

(a) “Assignment of benefits” means a written instrument signed by an insured
or the authorized representative of an insured that assigns to a provider the
insured’s claim for payment, reimbursement, or benefits under a oiisability
insurance policy as defined in s. 632.895 (1) (a).

(b) “Emergency services” means those services required to treat and stabilize
an emergency medical condition in accordance with 42 USC 1395dd and services
originating in a hospital emergency department, a freestanding emergency
department, or a similar facility following treatment or stabilization of an emergency
medical condition.

(¢) “Network” means the providers that are under contract with a defined
network plan or preferred provider plan to provide services to enrollees at an agreed
price, for which the provider receives reimbursement in accordance with the

contract.
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SECTION 3

(2) NOTICE OF NETWORK STATUS. (a) A defined network plan or preferred provider
plan shall provide, no less frequently than annually, a list of health care facilities
that have agreed to facilitate the usage of providers that are in the plan’s network.
The list shall specify the percentage of providers at those health care facilities that
are not in the plan’s network.

(b) A defined network plan or preferred provider plan shall provide, no less
frequently than annually, a directory of all providers that are in the plan’s network
and are under contract with health care facilities that are in the plan’s network. In
the directory, the defined network plan or preferred provider plan shall specify
health care facilities that do not have contracts with providers in a particular
specialty.

(3) DiISCLOSURES. (a) A provider that is not in a defined network plan’s or
preferred provider plan’s network and is under contract to provide services at a
health care facility that is in the plan’s network shall provide, in writing, to an
enrollee of the defined network plan or preferred provider plan all of the following:

1. That the enrollee may receive services from a provider that is not in the
defined network plan’s or preferred provider plan’s network.

2. A good faith estimate of the enrollee’s financial responsibility for the services
provided under subd. 1.

3. That the enrollee is entitled to arbitration under circumstances described in
sub. (6) (a).

(b) In lieu of the provider providing the notice under par. (a), a health care
facility may provide the notice described under par. (a).

(4) EMERGENCY SERVICES. (a) If an enrollee of a preferred provider plan that

restricts or increases cost sharing for use of providers that are not in its network
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SECTION 3

obtains emergency services from a provider not in the plan’s network, the preferred
provider plan shall do all of the following:

1. Allow the enrollee to obtain services from the provider until the enrollee can
be transferred to a provider that is in the preferred provider plan’s network in
accordance with 42 USC 1395dd.

2. Reimburse the provider at the usual and customary rate or at a rate agreed
to by the provider and the preferred provider plan.

3. Require the enrollee to pay an amount for the emergency services that is no
more than the enrollee would have paid if the provider had been in the preferred
provider plan’s network.

(b) If an enrollee of a defined network plan obtains emergency services from a
provider that is not in the plan’s network, the defined network plan shall do all of the
following:

1. Reimburse the provider at the usual and customary rate or at a rate agreed
to by the provider and the defined network plan.

2. Require the enrollee to pay an amount for the emergency services that is no
more than the enrollee would have paid if the provider had been in the defined
network plan’s network.

(5) MEDICALLY NECESSARY SERVICES. If an enrollee of a defined network plan or
a preferred provider plan that restricts or increases cost sharing for use of providers
that are not in its network is unable to obtain medically necessary services within
a reasonable time from a provider in the plan’s network, the plan shall, upon the
request of a provider that is in the plan’s network, do all of the following:

(a) Within a reasonable time, allow referral to a provider that is not within the

plan’s network.
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SEcCTION 3

(b) Reimburse the provider that is not in the plan’s network at the usual and
customary rate or at a rate agreed to between the provider and the plan. The enrollee
shall provide to the provider under this paragraph an assignment of benefits from
the enrollee to the provider for any service, item, or supply that the provider provides
to the enrollee.

(¢) Require the enrollee to pay an amount for the medically necessary services
that is no more than the enrollee would have paid if the provider had been in the
preferred provider plan’s or defined network plan’s network.

(6) ARBITRATION. (a) Enrollees. 1. Except as provided under subd. 2., an
enrollee of a defined network plan or preferred provider plan shall be entitled to
submit a dispute of a claim of a provider to arbitration if all of the following apply:

a. The provider is not in the network of the enrollee’s defined network plan or
preferred provider plan.

b. The provider is under contract to provide services at a health care facility
that is in the network of the enrollee’s defined network plan or preferred provider
plan.

c. The enrollee is responsible for an amount, after copayments, deductibles, and
coinsurance, that exceeds $500.

2. The enrollee is not entitled to request arbitration if the amount that the
enrollee is responsible for, after copayments, deductibles, and coinsurance, is less
than the good faith estimate provided under sub. (3) (a) 2.

3. The defined network plan or preferred provider plan shall include in an
explanation of benefits statement provided to an enrollee a notice that the enrollee

may be entitled to request arbitration as provided under this subsection.
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SECTION 3

(b) Plans and providers. If there is a dispute over a payment under sub. (4) (a)
2. or (b) 1. or (5) (b), the plan or provider may submit the dispute for arbitration,
except that a dispute involving any of the following may not be submitted:

1. Services for which provider fees are subject by law to schedules or other
monetary limitations.

2. Emergency services billed under American Medical Association Current
Procedural Terminology codes 99217 to 99220, 99224 to 99226, 99234 to 99236,
99281 to 99285, 99288, and 99291 to 99292 if the amount billed for a specific code
does not exceed 120 percent of the usual and customary cost for the code and does not
exceed the exemption amount. The exemption amount shall be $600 in 2020 and
shall be adjusted annually by the commissioner to reflect changes in the consumer
price index for all urban consumers, U.S. city average, for the medical care group, as
determined by the U.S. department of labor, for the 12 months ending on December
31 of the preceding year, except that the exemption amount may not exceed $1,200.

(c) Establishment. The commissioner shall establish an arbitration process to
resolve disputes that are submitted under par. (a) or (b). The commissioner shall
certify at least one independent dispute resolution entity to conduct the arbitration
process. In order to obtain and maintain certification, an independent dispute
resolution entity shall use licensed providers who are in active practice in the same
or similar specialty as the provider providing the service subject to dispute and who,
to the extent practicable, are licensed in this state. The commissioner shall, by rule,
establish a process for submitting a dispute for arbitration and standards for the
arbitration process, including a process for certifying an independent dispute

resolution entity and revoking the certification when appropriate.
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SECTION 3

(d) Arbitration process. When a party submits a dispute for arbitration under
par. (a) or (b), the independent dispute resolution entity shall determine the amount
ofa reasdnable fee for the services provided by the provider to the enrollee according
to the conditions of this paragraph. The independent dispute resolution entity shall
provide the determination, in writing, to the parties and the commissioner no later
than 30 days after the dispute is submitted to the entity.

1. For a dispute submitted under par. (a), the independent dispute resolution
entity shall determine if the fee charged by the provider to the enrollee is reasonable
based on the factors in par. (e). If the entity determines the fee is reasonable, the
entity shall select that amount as its determination. If the entity determines the fee
is not reasonable, the entity shall determine a reasonable fee based on the factors in
par. (e).

2. For a dispute submitted under par. (b), the plan and provider shall each
submit an amount to the independent dispute resolution entity, and the entity shall
select one of the amounts based on the factors in par. (e); except that, if the entity
determines that the amounts submitted by the parties are unreasonable or that a
settlement between the parties is reasonably likely, the entity may direct the parties
to attempt a good faith negotiation for settlement. If the plan and provider agree to
an amount, the independent dispute resolution entity shall select that amount as its
determination.

(e) Reasonable fee criteria. The independent dispute resolution entity shall
consider all of the following factors when determining a reasonable fee under par. (d):

1. The provider’s usual charge for comparable services rendered to patients

covered by plans for which the provider is not in network.
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SECTION 3

2. Whether there is a gross disparity between the fee billed by the provider as
compared to fees paid to that provider for the same services rendered to other
patients covered by plans for which the provider is not in network and, in the case
of a dispute submitted under par. (b), fees paid by the plan to reimburse similarly
qualified providers who are not in the plan’s network.

3. The level of training, education, and experience of the provider.

4. The circumstances and complexity of the particular case, including time and
place of the service.

5. Individual characteristics of the enrollee.

6. The usual and customary cost of the service.

7. Any factors identified by the commissioner by rule.

8. Any factors the entity determines are relevant based on the specific facts and
circumstances of the dispute.

() Binding effect. The determination of the ihdependent dispute resolution
entity shall be binding on the parties to the dispute and shall be admissible in a court
proceeding between them and in any administrative proceeding between this state
and the provider.

(g) Costs. 1. For disputes submitted under par. (a), the costs for the arbitration
process shall be paid by the enrollee if the independent dispute resolution entity
determines that the fee charged by the provider to the enrollee is reasonable and by
the provider if the entity determines that the fee is not reasonable; except that the
costs charged to an enrollee may not exceed $100. The commissioner may waive or
reduce the costs charged to the enrollee if requiring full payment would impose a
hardship on the enrollee. The commissioner shall, by rule, specify the factors to be

considered in making the determination of hardship(Tﬁé ‘commissioner shallpés;)
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subd1v1s1on )from the appropriation under s. 20 145 (1) (g) and shall by rule increase

Cche fees requlred by s. 601.31 (1) (b) 1. and (c) 1. to cover the unpaid arbltratlon costs/

2. For disputes submitted under par. (b), the costs for the arbitration process
shall be paid by the party whose amount is not selected by the independent dispute
resolution entity or, if a settlement is reached, by both parties in equal amounts.

(7) ConruicTs. To the extent that this section conflicts with s. 609.10, 609.91,
or 609.92, this section supersedes ss. 609.10, 609.91, and 609.92.

SECTION 4. Initial applicability.

(1) (a) For plans or contracts containing provisions inconsistent with this act,
the act first applies to plan or contract years beginning on January 1 of the 2nd year
following the year in which this paragraph takes effect, except as provided in par. (b).

(b) For plans or contracts that are affected by a collective bargaining agreement
containing provisions inconsistent with this act, this act first applies to plan or
contract years beginning on the effective date of this paragraph or on the day on
which the collective bargaining agreement is newly established, extended, modified,
or renewed, whichever is later.

SEcTION 5. Effective date.

(1) This act takes effect on first day of the 7th month beginning after
publication.

(END)
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AN ACT to create 609.07 of the statutes; relating to: imposing disclosure and

billing requirements for certain health care providers, creating an arbitration

process, and granting rule-making authority.

Analysis by the Legislative Reference Bureau

This bill creates disclosure, notice, billing, and arbitration requirements for the
situation in which an enrollee in a defined network or preferred provider plan
(“plan”) may receive services from a health care provider that is not in the plan’s
network.

Under the bill, a plan must annually provide to enrollees a directory of
providers and a list of health care facilities that are in its network. The bill also
requires that a provider who is not in the network of the enrollee’s plan but is
providing a service at an in-network health care facility must disclose that
information to the enrollee, provide the enrollee a good faith estimate of the cost of
services the enrollee may be responsible for, and inform the enrollee of the
availability of arbitration to settle disputes over the cost of services. The health care
facility may opt to provide the notice for the provider.

Under thebill, if an enrollee of a plan requires medically necessary services that
are not available from an in-network provider within a reasonable time, then the
plan must provide an opportunity for referral to an out-of-network provider. The
plan must reimburse the out-of-network provider at the usual and customary rate
or at a rate agreed to between the provider and the plan and may not require the
enrollee to pay more than the enrollee would have paid had the provider been in the
plan’s network. Ifthere a dispute over the reimbursement, the plan or provider may
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SECTION 1

(7) Conrricts. To the extent that this section conflicts with s. 609.10, 609.91,
or 609.92, this section supersedes ss. 609.10, 609.91, and 609.92.

SECTION 2. Initial applicability.

(1) (a) For plans or contracts containing provisions inconsistent with this act,
the act first applies to plan or contract years beginning on January 1 of the 2nd year
following the year in which this paragraph takes effect, except as provided in par. (b).

(b) For plans or contracts that are affected by a collective bargaining agreement
containing provisions inconsistent with this act, this act first applies to plan or
contract years beginning on the effective date of this paragraph or on the day on
which the collective bargaining agreement is newly established, extended, modified,
or renewed, whichever is later.

SecTiON 3. Effective date.

(1) This act takes effect on first day of the 7th month beginning after
publication.

(END)
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