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AN ACT intentionally omitted (Part A); to amend the public health law,

S.

in relation to extending and enhancing the Medicaid drug cap and to
reduce unnecessary pharmacy benefit manager costs to the Medicaid
program (Part B); to amend the social services law, in relation to
extension of the National Diabetes Prevention Program (Part C); to
amend chapter 59 of the laws of 2011 amending the public health law
and other laws relating to known and projected department of health
state fund medicaid expenditures, in relation to extending the medi-
caid global cap (Part D); to amend chapter 505 of the laws of 1995,
amending the public health law relating to the operation of department
of health facilities, in relation to extending the provisions thereof;
to amend chapter 56 of the laws of 2013, amending the social services
law relating to eligibility conditions, in relation to extending the
provisions thereof; to amend chapter 884 of the laws of 1990, amending
the public health law relating to authorizing bad debt and charity
care allowances for certified home health agencies, in relation to
extending the provisions thereof; to amend chapter 303 of the laws of
1999, amending the New York state medical care facilities finance
agency act relating to financing health facilities, in relation to the
effectiveness thereof; to amend chapter 109 of the laws of 2010,
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amending the social services law relating to transportation costs, in
relation to the effectiveness thereof; to amend chapter 58 of the laws
of 2009, amending the public health law relating to payment by govern-
mental agencies for general hospital inpatient services, in relation
to the effectiveness thereof; to amend chapter 56 of the laws of 2013,
amending the public health law relating to the general public health
work program, in relation to the effectiveness thereof; to amend chap-
ter 59 of the laws of 2011, amending the public health law and other
laws relating to known and projected department of health state fund
medical expenditures, in relation to extending the provisions thereof;
to amend the public health law, in relation to hospital assessments;
to amend chapter 474 of the laws of 1996, amending the education law
and other laws relating to rates for residential health care facili-
ties, in relation to the effectiveness thereof; to amend chapter 58 of
the laws of 2007, amending the social services law and other laws
relating to enacting the major components of legislation necessary to
implement the health and mental hygiene budget for the 2007-2008 state
fiscal year, in relation to delay of certain administrative costs; to
amend chapter 81 of the laws of 1995, amending the public health law
and other laws relating to medical reimbursement and welfare reform,
in relation to the effectiveness thereof; to amend chapter 56 of the
laws of 2013, amending chapter 59 of the laws of 2011 amending the
public health 1law and other laws relating to general hospital
reimbursement for annual rates, in relation to rates of payments; to
amend the public health law, in relation to reimbursement rate promul-
gation for residential health care facilities; to amend the public
health law, in relation to residential health care facility, and
certified home health agency services payments; to amend chapter 81 of
the laws of 1995, amending the public health law and other laws relat-
ing to medical reimbursement and welfare reform, in relation to the
effectiveness thereof; to amend chapter 56 of the laws of 2013 amend-



S.

ing chapter 59 of the laws of 2011 amending the public health law and
other laws relating to general hospital reimbursement for annual
rates, in relation to extending government rates for behavioral
services and adding an alternative payment methodology requirement; to
amend chapter 111 of the laws of 2010 relating to increasing Medicaid
payments to providers through managed care organizations and providing
equivalent fees through an ambulatory patient group methodology, in
relation to extending government rates for behavioral services and
adding an alternative payment methodology requirement; to amend
section 2 of part H of chapter 111 of the laws of 2010, relating to
increasing Medicaid payments to providers through managed care organ-
izations and providing equivalent fees through an ambulatory patient
group methodology, in relation to transfer of funds and the effective-
ness thereof; and to amend chapter 649 of the laws of 1996, amending
the public health law, the mental hygiene law and the social services
law relating to authorizing the establishment of special needs plans,
in relation to the effectiveness thereof (Part E); to amend chapter
266 of the laws of 1986, amending the civil practice law and rules and
other laws relating to malpractice and professional medical conduct,
in relation to apportioning premium for certain policies; to amend
part J of chapter 63 of the laws of 2001 amending chapter 266 of the
laws of 1986, amending the civil practice law and rules and other laws
relating to malpractice and professional medical conduct, relating to
the effectiveness of certain provisions of such chapter, in relation
to extending certain provisions concerning the hospital excess liabil-
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ity pool; and to amend part H of chapter 57 of the 1laws of 2017,
amending the New York Health Care Reform Act of 1996 and other laws
relating to extending certain provisions relating thereto, in relation
to extending provisions relating to excess coverage (Part F); to amend
the social services law, in relation to fiscal intermediary services
for the consumer directed personal assistance program; to amend the
public health 1law, in relation to payments to home care aides; to
establish a residential health care facilities case mix adjustment
workgroup; and to repeal certain provisions of the social services law
relating thereto (Part G); to amend the public health law, in relation
to waiver of certain regulations; to amend the public health law, in

relation to certain rates and payment methodologies; and to repeal
certain provisions of such law relating thereto (Part H); inten-
tionally omitted (Part I); to amend the insurance law and the public
health 1law, in relation to guaranteed availability and pre-existing

conditions; and to repeal certain provisions of the insurance law
relating thereto (Subpart A); to amend the insurance law, in relation
to actuarial value requirements and essential health benefits (Subpart
B); to amend the insurance 1law, 1in relation to ©prescription drug
coverage (Subpart C); and to amend the insurance law, in relation to
discrimination based on sex and gender identity (Subpart D) (Part J);
to amend the public health law, in relation to the medical indemnity
fund; to amend chapter 517 of the laws of 2016 amending the public
health law relating to payments from the New York state medical indem-
nity fund, in relation to the effectiveness thereof; and to amend the
state finance law, in relation to the New York state medical indemnity
fund account (Part K); to amend the insurance law, in relation to
in-vitro fertilization (Part L); to amend the insurance law, in
relation to requiring medical, major medical, or similar comprehensive
type coverage health insurance policies to include certain reproduc-
tive health coverage; and clarifying the definition of voluntary ster-
ilization procedures and over-the-counter contraceptive products (Part
M); intentionally omitted (Part N); to amend the public health law, in
relation to the general public health work program (Part O); to amend
the public health law, in relation to lead 1levels in residential
rental properties (Part P); to amend the public health law, in
relation to the healthcare facility transformation program state III
authorizing additional awards for statewide II applications (Part Q);
intentionally omitted (Part R); intentionally omitted (Part S); to
amend the public health law, in relation to codifying the creation of
NY State of Health, the official Health Plan Marketplace within the
department of health (Part T); to amend the elder law, in relation to
the private pay program (Part U); to amend the social services law, in
relation to compliance of managed care organizations and providers
participating in the Medicaid program (Part V); to amend part D of
chapter 111 of the laws of 2010 relating to the recovery of exempt
income Dby the office of mental health for community residences and
family-based treatment programs, 1in relation to the effectiveness
thereof (Part W); intentionally omitted (Part X); to amend part C of
chapter 57 of the laws of 2006, relating to establishing a cost of
living adjustment for designated human services programs, in relation
to the inclusion and development of certain cost of living adjustments
(Part Y); to amend the public health law and the mental hygiene law,
in relation to integrated services (Part Z); intentionally omitted
(Part AA); to amend the insurance law, in relation to mental health
and substance wuse disorder health insurance parity; to amend the
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public health law, in relation to health maintenance organizations;
and to repeal certain provisions of the insurance law relating thereto
(Subpart A); to amend the public health law, in relation to general
hospital policies for substance use disorder treatment (Subpart B);
intentionally omitted (Subpart C); to amend the social services law,
in relation to court ordered substance use disorder treatment (Subpart
D); and intentionally omitted (Subpart E) (Part BB); intentionally
omitted (Part CC); intentionally omitted (Part DD); to amend the
public health law, in relation to direct observation and evaluation of
certain temporary employees (Part EE); to amend chapter 495 of the
laws of 2004, amending the insurance law and the public health law
relating to the New York state health insurance continuation assist-
ance demonstration project, in relation to the effectiveness thereof
(Part FF); to provide funding to programs providing opioid treatment,
recovery and prevention and education services operated by the New
York state office of alcoholism and substance abuse services or
certain agencies (Part GG); to amend the elder law, in relation to
grants awarded for classic NORC programs (Part HH); to amend chapter
141 of the laws of 1994, amending the legislative law and the state
finance law relating to the operation and administration of the legis-
lature, in relation to extending such provisions (Part II); to amend
the public health law, 1in relation to authorizing the dormitory
authority to transfer certain funds repaid by borrowers relating to
restructuring pool loans (Part JJ); and directing the department of
health to <conduct a study in relation to staffing enhancement and
patient safety (Part KK)

THE PEOPLE OF THE STATE OF NEW YORK, REPRESENTED IN SENATE AND ASSEM-
BLY, DO ENACT AS FOLLOWS:

Section 1. This act enacts into law major components of legislation
which are necessary to implement the state fiscal plan for the 2019-2020
state fiscal year. Each component is wholly contained within a Part
identified as Parts A through KK. The effective date for each particular
provision contained within such Part is set forth in the last section of

such Part. Any provision in any section contained within a Part,
including the effective date of the Part, which makes reference to a
section "of this act", when used in connection with that particular

component, shall be deemed to mean and refer to the corresponding
section of the Part in which it is found. Section three of this act sets
forth the general effective date of this act.

PART A
Intentionally Omitted
PART B

Section 1. Intentionally omitted.

§ 2. Intentionally omitted.

§ 3. Intentionally omitted.

§ 4. Intentionally omitted.

§ 5. Paragraphs (b) and (c) of subdivision 2 of section 280 of the
public health law, paragraph (b) as amended and paragraph (c) as added
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by section 8 of part D of chapter 57 of the laws of 2018, are amended
and a new paragraph (d) is added to read as follows:

(b) for state fiscal year two thousand eighteen--two thousand nine-
teen, be limited to the ten-year rolling average of the medical compo-
nent of the consumer price index plus four percent and minus a pharmacy
savings target of eighty-five million dollars; [and]

(c) for state fiscal year two thousand nineteen--two thousand twenty,
be limited to the ten-year rolling average of the medical component of
the consumer price index plus four percent and minus a pharmacy savings
target of eighty-five million dollars[.]; AND

(D) FOR STATE FISCAL YEAR TWO THOUSAND TWENTY--TWO THOUSAND TWENTY-
ONE, BE LIMITED TO THE TEN-YEAR ROLLING AVERAGE OF THE MEDICAL COMPONENT
OF THE CONSUMER PRICE INDEX PLUS FOUR PERCENT AND MINUS A PHARMACY
SAVINGS TARGET OF EIGHTY-FIVE MILLION DOLLARS.

§ 6. Subdivision 3 of section 280 of the public health law, as amended
by section 8 of part D of chapter 57 of the laws of 2018, is amended to
read as follows:

3. The department and the division of the budget shall assess on a
quarterly basis the projected total amount to be expended in the year on
a cash Dbasis Dby the Medicaid program for each drug, and the projected
annual amount of state funds Medicaid drug expenditures on a cash basis
for all drugs, which shall be a component of the projected department of
health state funds Medicaid expenditures calculated for purposes of
sections ninety-one and ninety-two of part H of chapter fifty-nine of
the 1laws of two thousand eleven. For purposes of this section, state
funds Medicaid drug expenditures include amounts expended for drugs in
both the Medicaid fee-for-service program and Medicaid managed care
programs, minus the amount of any drug rebates or supplemental drug
rebates received by the department, including rebates pursuant to subdi-
vision five of this section with respect to rebate targets. The depart-



ment and the division of the budget shall report [quarterly] IN DECEMBER
OF EACH YEAR, FOR THE PRIOR APRIL THROUGH OCTOBER, to the drug utiliza-
tion review Dboard the projected state funds Medicaid drug expenditures
including the amounts, in aggregate thereof, attributable to the net
cost of: <changes in the utilization of drugs by Medicaid recipients;
changes in the number of Medicaid recipients; changes to the cost of
brand name drugs and changes to the cost of generic drugs. The informa-
tion contained in the report shall not be publicly released in a manner
that allows for the identification of an individual drug or manufacturer
or that 1is likely to compromise the financial competitive, or proprie-
tary nature of the information.

(a) In the event the director of the budget determines, based on Medi-
cald drug expenditures for the previous quarter or other relevant infor-
mation, that the total department of health state funds Medicaid drug
expenditure 1is projected to exceed the annual growth limitation imposed
by subdivision two of this section, the commissioner may identify and
refer drugs to the drug utilization review board established by section
three hundred sixty-nine-bb of the social services law for a recommenda-
tion as to whether a target supplemental Medicaid rebate should be paid
by the manufacturer of the drug to the department and the target amount
of the rebate.

(b) If the department intends to refer a drug to the drug utilization
review Dboard pursuant to paragraph (a) of this subdivision, the depart-
ment shall notify the manufacturer of such drug and shall attempt to
reach agreement with the manufacturer on a rebate for the drug prior to
referring the drug to the drug wutilization review board for review.
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SUCH REBATE MAY BE BASED ON EVIDENCE-BASED RESEARCH, INCLUDING, BUT NOT
LIMITED TO, SUCH RESEARCH OPERATED OR CONDUCTED BY OR FOR OTHER STATE
GOVERNMENTS, THE FEDERAL GOVERNMENT, THE GOVERNMENTS OF OTHER NATIONS,
AND THIRD PARTY PAYERS OR MULTI-STATE COALITIONS, PROVIDED HOWEVER THAT
THE DEPARTMENT SHALL ACCOUNT FOR THE EFFECTIVENESS OF THE DRUG IN TREAT-
ING THE CONDITIONS FOR WHICH IT IS PRESCRIBED OR IN IMPROVING A
PATIENT'S HEALTH, QUALITY OF LIFE, OR OVERALL HEALTH OUTCOMES, AND THE
LIKELIHOOD THAT USE OF THE DRUG WILL REDUCE THE NEED FOR OTHER MEDICAL
CARE, INCLUDING HOSPITALIZATION.

(c) In the event that the commissioner and the manufacturer have
previously agreed to a supplemental rebate for a drug pursuant to para-
graph (b) of this subdivision or paragraph (e) of subdivision seven of
section three hundred sixty-seven-a of the social services law, the drug
shall not be referred to the drug wutilization review board for any
further supplemental rebate for the duration of the previous rebate
agreement, PROVIDED HOWEVER, THE COMMISSIONER MAY REFER A DRUG TO THE
DRUG UTILIZATION REVIEW BOARD IF THE COMMISSIONER DETERMINES THERE ARE
SIGNIFICANT AND SUBSTANTIATED UTILIZATION OR MARKET CHANGES, NEW
EVIDENCE-BASED RESEARCH, OR STATUTORY OR FEDERAL REGULATORY CHANGES THAT
WARRANT ADDITIONAL REBATES. IN SUCH CASES, THE DEPARTMENT SHALL NOTIFY
THE MANUFACTURER AND PROVIDE EVIDENCE OF THE CHANGES OR RESEARCH THAT
WOULD WARRANT ADDITIONAL REBATES, AND SHALL ATTEMPT TO REACH AGREEMENT
WITH THE MANUFACTURER ON A REBATE FOR THE DRUG PRIOR TO REFERRING THE
DRUG TO THE DRUG UTILIZATION REVIEW BOARD FOR REVIEW.

(d) The department shall consider a drug's actual cost to the state,
including current rebate amounts, prior to seeking an additional rebate
pursuant to paragraph (b) or (c) of this subdivision [and shall take
into consideration whether the manufacturer of the drug 1is providing
significant discounts relative to other drugs covered by the Medicaid
program] .

(e) The commissioner shall be authorized to take the actions described
in this section only so long as total Medicaid drug expenditures are
projected to exceed the annual growth limitation imposed by subdivision
two of this section.

§ 6-a. Subparagraph (iii) of paragraph (e) of subdivision 5 of section
280 of the public health law, as amended by section 8 of part D of chap-
ter 57 of the laws of 2018, is amended to read as follows:

(iii) information relating to value-based pricing PROVIDED, HOWEVER,
IF THE DEPARTMENT DIRECTLY INVITES ANY THIRD PARTY TO PROVIDE COST-EF-
FECTIVENESS ANALYSIS OR RESEARCH RELATED TO VALUE-BASED PRICING, AND THE
DEPARTMENT RECEIVES AND CONSIDERS SUCH ANALYSIS OR RESEARCH FOR USE BY
THE BOARD, SUCH THIRD PARTY SHALL DISCLOSE ANY FUNDING SOURCES. THE
DEPARTMENT SHALL, IF REASONABLY POSSIBLE, MAKE PUBLICLY AVAILABLE THE
FOLLOWING DOCUMENTS IN ITS POSSESSION THAT IT RELIES UPON TO PROVIDE
COST EFFECTIVENESS ANALYSES OR RESEARCH RELATED TO VALUE-BASED PRICING:
(A) DESCRIPTIONS OF UNDERLYING METHODOLOGIES; (B) ASSUMPTIONS AND LIMI-
TATIONS OF RESEARCH FINDINGS; AND (C) IF AVAILABLE, DATA THAT PRESENTS
RESULTS 1IN A WAY THAT REFLECTS DIFFERENT OUTCOMES FOR AFFECTED SUBPOPU-
LATIONS;

§ 7. Paragraph (a) of subdivision 5 of section 280 of the public
health 1law, as amended by section 8 of part D of chapter 57 of the laws
of 2018, is amended to read as follows:

(a) If the drug utilization review board recommends a target rebate
amount on a drug referred by the commissioner, the [commissioner shall
require] DEPARTMENT SHALL NEGOTIATE WITH THE DRUG'S MANUFACTURER FOR a
supplemental rebate to be paid by the [drug's] manufacturer in an amount
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not to exceed such target rebate amount. [With respect to a] A rebate
[required in state fiscal year two thousand seventeen--two thousand
eighteen, the rebate] requirement shall apply beginning with the [month
of April, two thousand seventeen,] FIRST DAY OF THE STATE FISCAL YEAR
DURING WHICH THE REBATE WAS REQUIRED without regard to the date the
department enters into the rebate agreement with the manufacturer.

§ 8. Paragraph (a) of subdivision 7 of section 280 of the public
health law, as amended by section 8 of part D of chapter 57 of the laws
of 2018, is amended to read as follows:

(a) If, after taking into account all rebates and supplemental rebates
received by the department, including rebates received to date pursuant
to this section, total Medicaid drug expenditures are still projected to
exceed the annual growth limitation imposed by subdivision two of this
section, the commissioner may: subject any drug of a manufacturer
referred to the drug utilization review Dboard wunder this section to
prior approval in accordance with existing processes and procedures when
such manufacturer has not entered into a supplemental rebate agreement
as required by this section; [directing] DIRECT managed care plans to
remove from their Medicaid formularies those drugs that the drug utili-
zation review board recommends a target rebate amount for and the
manufacturer has failed to enter into a rebate agreement required by
this section; [promoting] PROMOTE the use of cost effective and clin-
ically appropriate drugs other than those of a manufacturer who has a
drug that the drug utilization review board recommends a target rebate
amount and the manufacturer has failed to enter into a rebate agreement
required by this section; [allowing] ALLOW manufacturers to accelerate
rebate payments under existing rebate contracts; and such other actions
as authorized by law. The commissioner shall provide written notice to
the legislature thirty days prior to taking action pursuant to this
paragraph, unless action is necessary in the fourth quarter of a fiscal
year to prevent total Medicaid drug expenditures from exceeding the
limitation imposed by subdivision two of this section, in which case
such notice to the legislature may be less than thirty days.

S 9. Subdivision 8 of section 280 of the public health law, as added
by section 8 of part D of chapter 57 of the laws of 2018, is amended to
read as follows:

8. The commissioner shall report by [February] JULY first annually to
the drug utilization review board on savings achieved through the drug
cap in the last FISCAL vyear. Such report shall provide data on what
savings were achieved through actions pursuant to subdivisions three,
five and seven of this section, respectively, and what savings were
achieved through other means and how such savings were calculated and
implemented.

§ 10. Section 4406-c of the public health law is amended by adding a
new subdivision 10 to read as follows:

10. (A) ANY CONTRACT OR OTHER ARRANGEMENT ENTERED INTO BY A HEALTH
CARE PLAN FOR THE PROVISION AND ADMINISTRATION OF PHARMACY BENEFIT
MANAGEMENT SERVICES ON BEHALF OF INDIVIDUALS ENROLLED IN A MANAGED CARE
PROVIDER, AS DEFINED IN SECTION THREE HUNDRED SIXTY-FOUR-J OF THE SOCIAL
SERVICES LAW, SHALL BE BASED ON A PASS-THROUGH PRICING MODEL AND INCLUDE
THE FOLLOWING REQUIREMENTS:

(I) PAYMENT TO THE PHARMACY BENEFIT MANAGER FOR PHARMACY BENEFIT
MANAGEMENT SERVICES SHALL BE LIMITED TO THE ACTUAL INGREDIENT COSTS,
DISPENSING FEES PAID TO PHARMACIES, AND AN ADMINISTRATIVE FEE THAT
COVERS THE COST OF PROVIDING PHARMACY BENEFIT MANAGEMENT SERVICES PURSU-
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ANT TO A CONTRACT DESCRIBED IN THIS PARAGRAPH. THE DEPARTMENT MAY ESTAB-
LISH A MAXIMUM ADMINISTRATIVE FEE;

(I1) THE PHARMACY BENEFIT MANAGER SHALL IDENTIFY ALL SOURCES AND
AMOUNTS OF INCOME, PAYMENTS, AND FINANCIAL BENEFITS TO THE PHARMACY
BENEFIT MANAGER RELATED TO THE PROVISION AND ADMINISTRATION OF PHARMACY
BENEFIT MANAGEMENT SERVICES ON BEHALF OF THE HEALTH CARE PLAN, INCLUD-
ING, BUT NOT LIMITED TO, ANY PRICING DISCOUNTS, REBATES OF ANY KIND,
INFLATIONARY PAYMENTS, CREDITS, CLAWBACKS, FEES, GRANTS, CHARGEBACKS,
REIMBURSEMENTS, OR OTHER BENEFITS AND SHALL ENSURE THAT ANY PORTION OF
SUCH INCOME, PAYMENTS, AND FINANCIAL BENEFITS IS PASSED THROUGH TO THE
HEALTH CARE PLAN IN FULL TO REDUCE THE REPORTABLE INGREDIENT COST;

(III) THE PHARMACY BENEFIT MANAGER SHALL FULLY DISCLOSE TO THE DEPART-
MENT AND TO THE HEALTH CARE PLAN THE SOURCES AND AMOUNTS OF ALL INCOME,
PAYMENTS, AND FINANCIAL BENEFITS REFERRED TO IN SUBPARAGRAPH (II) OF
THIS PARAGRAPH RECEIVED BY THE PHARMACY BENEFIT MANAGER;

(IV) THE PHARMACY BENEFIT MANAGER SHALL IDENTIFY ALL INGREDIENT COSTS
AND DISPENSING FEES OR SIMILAR PAYMENTS MADE BY THE PHARMACY BENEFIT
MANAGER TO ANY PHARMACY IN CONNECTION WITH THE CONTRACT OR OTHER
ARRANGEMENT;

(V) THE PHARMACY BENEFIT MANAGER SHALL NOT UTILIZE ANY FORM OF SPREAD
PRICING IN ANY CONTRACT OR OTHER ARRANGEMENT WITH HEALTH CARE PLANS. FOR
PURPOSES OF THIS SUBDIVISION "SPREAD PRICING" MEANS ANY AMOUNT CHARGED
OR CLAIMED BY THE PHARMACY BENEFIT MANAGER IN EXCESS OF THE AMOUNT PAID
TO PHARMACIES ON BEHALF OF THE HEALTH CARE PLAN LESS AN ADMINISTRATIVE
FEE AS DESCRIBED IN THIS PARAGRAPH. ANY SUCH EXCESS AMOUNT SHALL BE
REMITTED TO THE HEALTH CARE PLAN ON A QUARTERLY BASIS;

(VI) PHARMACY BENEFIT MANAGERS SHALL MAKE THEIR PAYMENT MODEL FOR
ADMINISTRATIVE FEES AVAILABLE TO THE HEALTH CARE PLAN AND TO THE DEPART-



MENT. THE HEALTH CARE PLAN SHALL, IF SO DIRECTED BY THE DEPARTMENT,
MAKE CHANGES TO THE PAYMENT MODEL AND RESUBMIT AN AMENDED CONTRACT OR
CONTRACTS TO THE DEPARTMENT FOR REVIEW AND APPROVAL.

(B) ANY CHANGES TO PREMIUMS RESULTING FROM SUCH CONTRACTS SHALL BE
SUBJECT TO CERTIFICATION BY THE STATE'S ACTUARY AS ACTUARIALLY APPROPRI-
ATE.

(C) CONTRACTS OR OTHER ARRANGEMENTS SUBJECT TO THIS SUBDIVISION SHALL
BE SUBMITTED TO THE DEPARTMENT FOR REVIEW AND APPROVAL AS REQUIRED BY
AND IN ACCORDANCE WITH STATE LAW AND THE REGULATIONS OF THE DEPARTMENT.
CONTRACTS OR OTHER ARRANGEMENTS SUBJECT TO THIS SUBDIVISION EXISTING
AND IN FORCE AT THE TIME OF ENACTMENT OF THIS SUBDIVISION SHALL BE
SUBMITTED TO THE DEPARTMENT FOR REVIEW AND APPROVAL ON OR BEFORE JULY
FIRST, TWO THOUSAND NINETEEN.

§ 10-a. Section 364-j of the social services law is amended by adding
a new subdivision 37 to read as follows:

37. MANAGED CARE PROVIDERS SHALL REPORT TO THE DEPARTMENT ALL SOURCES
AND AMOUNTS OF INCOME, PAYMENTS, AND FINANCIAL BENEFITS RELATED TO THE
PROVISION OF PHARMACY BENEFITS, INCLUDING, BUT NOT LIMITED TO, ANY PRIC-
ING DISCOUNTS, REBATES OF ANY KIND, INFLATIONARY PAYMENTS, CREDITS,
CLAWBACKS, FEES, GRANTS, CHARGEBACKS, REIMBURSEMENTS, OR OTHER BENEFITS
WHETHER SUCH INCOME, PAYMENTS, OR FINANCIAL BENEFITS ARE RECEIVED
DIRECTLY BY THE MANAGED CARE PROVIDER OR PASSED THROUGH FROM A PHARMACY
BENEFIT MANAGER OR OTHER ENTITY. MANAGED CARE PROVIDERS SHALL ALSO
REPORT TO THE DEPARTMENT THE AMOUNTS OF ANY ADMINISTRATIVE FEES PAID TO
COVER THE COST OF PROVIDING PHARMACY BENEFIT MANAGEMENT SERVICES. THE
REPORTING REQUIRED IN THIS SUBDIVISION SHALL BE SUPPLEMENTAL TO AND
INCLUDED WITH OTHER EXISTING REPORTING REQUIREMENTS, INCLUDING BUT NOT
LIMITED TO ANY QUARTERLY REPORTING REQUIREMENTS.
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§ 11. This act shall take effect immediately and shall be deemed to
have been in full force and effect on and after April 1, 2019; provided,
further that the amendments to section 364-j of the social services law
made by section 10-a of this act shall not affect the repeal of such
section and shall be deemed repealed therewith.

PART C

Section 1. Subdivision 2 of section 365-a of the social services law
is amended by adding a new paragraph (ff) to read as follows:

(FF) EVIDENCE-BASED PREVENTION AND SUPPORT SERVICES RECOGNIZED BY THE
FEDERAL CENTERS FOR DISEASE CONTROL (CDC), PROVIDED BY A COMMUNITY-BASED
ORGANIZATION, AND DESIGNED TO PREVENT INDIVIDUALS AT RISK OF DEVELOPING
DIABETES FROM DEVELOPING TYPE 2 DIABETES.

§ 2. Intentionally omitted.

§ 3. Intentionally omitted.

§ 4. This act shall take effect July 1, 2019.

PART D

Section 1. Subdivision 1 of section 92 of part H of chapter 59 of the
laws of 2011, amending the public health law and other laws relating to
known and projected department of health state fund medicaid expendi-
tures, as amended by section 2 of part K of chapter 57 of the laws of
2018, is amended to read as follows:

1. For state fiscal years 2011-12 through [2019-20] 2020-2021, the
director of the budget, in consultation with the commissioner of health
referenced as "commissioner" for purposes of this section, shall assess
on a monthly basis, as reflected in monthly reports pursuant to subdivi-
sion five of this section known and projected department of health state
funds medicaid expenditures by category of service and by geographic
regions, as defined by the commissioner, and if the director of the
budget determines that such expenditures are expected to cause medicaid
disbursements for such period to exceed the projected department of
health medicaid state funds disbursements in the enacted budget finan-
cial plan pursuant to subdivision 3 of section 23 of the state finance
law, the commissioner of health, in consultation with the director of
the budget, shall develop a medicaid savings allocation plan to limit
such spending to the aggregate 1limit level specified in the enacted
budget financial plan, provided, however, such projections may be
adjusted by the director of the budget to account for any changes in the
New York state federal medical assistance percentage amount established
pursuant to the federal social security act, changes in provider reven-
ues, reductions to local social services district medical assistance
administration, minimum wage increases, and beginning April 1, 2012 the
operational costs of the New York state medical indemnity fund and state
costs or savings from the basic health plan. Such projections may be
adjusted by the director of the budget to account for increased or expe-
dited department of health state funds medicaid expenditures as a result
of a natural or other type of disaster, including a governmental decla-
ration of emergency.

§ 2. This act shall take effect immediately and shall be deemed to
have been in full force and effect on and after April 1, 2019.

PART E
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Section 1. Section 4 of chapter 505 of the laws of 1995, amending the
public health law relating to the operation of department of health
facilities, as amended by section 27 of part D of chapter 57 of the laws
of 2015, is amended to read as follows:

§ 4. This act shall take effect immediately; provided, however, that
the provisions of paragraph (b) of subdivision 4 of section 409-c of the
public health law, as added by section three of this act, shall take
effect January 1, 1996 and shall expire and be deemed repealed [twenty-
four] TWENTY-EIGHT years from the effective date thereof.

§ 2. Subdivision p of section 76 of part D of chapter 56 of the laws
of 2013, amending the social services law relating to eligibility condi-
tions, is amended to read as follows:

p. the amendments [made] to subparagraph [(7)] 7 of paragraph (b) of
subdivision 1 of section 366 of the social services law made by section
one of this act shall expire and be deemed repealed October 1, [2019]
2024.

§ 3. Section 11 of chapter 884 of the laws of 1990, amending the
public health 1law relating to authorizing bad debt and charity care
allowances for certified home health agencies, as amended by section 1
of part I of chapter 57 of the laws of 2017, is amended to read as
follows:

§ 11. This act shall take effect immediately and:

(a) sections one and three shall expire on December 31, 1996,

(b) sections four through ten shall expire on June 30, [2019] 2021,
and

(c) provided that the amendment to section 2807-b of the public health
law by section two of this act shall not affect the expiration of such
section 2807-b as otherwise provided by law and shall be deemed to
expire therewith.

§ 4. Section 3 of chapter 303 of the laws of 1999, amending the New
York state medical care facilities finance agency act relating to
financing health facilities, as amended by section 16 of part D of chap-
ter 57 of the laws of 2015, is amended to read as follows:

§ 3. This act shall take effect immediately, provided, however, that
subdivision 15-a of section 5 of section 1 of chapter 392 of the laws of
1973, as added by section one of this act, shall expire and be deemed
repealed June 30, [2019] 2023; and provided further, however, that the
expiration and repeal of such subdivision 15-a shall not affect or
impair in any manner any health facilities bonds issued, or any lease or
purchase of a health facility executed, pursuant to such subdivision
15-a prior to its expiration and repeal and that, with respect to any
such bonds issued and outstanding as of June 30, [2019] 2023, the
provisions of such subdivision 15-a as they existed immediately prior to
such expiration and repeal shall continue to apply through the latest
maturity date of any such bonds, or their earlier retirement or redemp-
tion, for the sole purpose of authorizing the issuance of refunding
bonds to refund bonds previously issued pursuant thereto.

§ 5. Subdivision (a) of section 40 of part B of chapter 109 of the
laws of 2010, amending the social services law relating to transporta-
tion costs, as amended by section 8 of part I of chapter 57 of the laws
of 2017, is amended to read as follows:

(a) sections two, three, three-a, three-b, three-c, three-d, three-e
and twenty-one of this act shall take effect July 1, 2010; sections
fifteen, sixteen, seventeen, eighteen and nineteen of this act shall
take effect January 1, 2011; and provided further that section twenty of
this act shall be deemed repealed [eight] TEN years after the date the

S. 1507--C 11 A. 2007--C

contract entered into pursuant to section 365-h of the social services
law, as amended by section twenty of this act, is executed; provided
that the commissioner of health shall notify the legislative bill draft-
ing commission upon the execution of the contract entered into pursuant
to section 367-h of the social services law in order that the commission
may maintain an accurate and timely effective data base of the official
text of the laws of the state of New York in furtherance of effectuating
the provisions of section 44 of the legislative law and section 70-b of
the public officers law;

§ 6. Subdivision (f) of section 129 of part C of chapter 58 of the
laws of 2009, amending the public health law relating to payment by
governmental agencies for general hospital inpatient services, as
amended by section 4 of part D of chapter 59 of the laws of 2016, is
amended to read as follows:

(f) section twenty-five of this act shall expire and be deemed
repealed April 1, [2019] 2022;

s 7. Subdivision (c) of section 122 of part E of chapter 56 of the
laws of 2013 amending the public health law relating to the general
public health work program, as amended by section 5 of part D of chapter
59 of the laws of 2016, is amended to read as follows:

(c) section fifty of this act shall take effect immediately and shall
expire [six] NINE years after it becomes law;

§ 8. Subdivision (i) of section 111 of part H of chapter 59 of the
laws of 2011, amending the public health law and other laws relating to
known and projected department of health state fund medical expendi-
tures, as amended by section 19 of part D of chapter 57 of the laws of



2015, is amended to read as follows:

(i) the amendments to paragraph (b) and subparagraph (i) of paragraph
(g) of subdivision 7 of section 4403-f of the public health law made by
section forty-one-b of this act shall expire and be repealed April 1,
[2019] 2023;

§ 9. Subparagraph (vi) of paragraph (b) of subdivision 2 of section
2807-d of the public health law, as amended by section 3 of part I of
chapter 57 of the laws of 2017, is amended to read as follows:

(vi) Notwithstanding any contrary provision of this paragraph or any
other provision of law or regulation to the contrary, for residential
health care facilities the assessment shall be six percent of each resi-
dential health care facility's gross receipts received from all patient
care services and other operating income on a cash basis for the period
April first, two thousand two through March thirty-first, two thousand
three for hospital or health-related services, including adult day
services; provided, however, that residential health care facilities'
gross receipts attributable to payments received pursuant to title XVIII
of the federal social security act (medicare) shall be excluded from the
assessment; provided, however, that for all such gross receipts received
on or after April first, two thousand three through March thirty-first,

two thousand five, such assessment shall be five percent, and further
provided that for all such gross receipts received on or after April
first, two thousand five through March thirty-first, two thousand nine,

and on or after April first, two thousand nine through March thirty-
first, two thousand eleven such assessment shall be six percent, and
further provided that for all such gross receipts received on or after
April first, two thousand eleven through March thirty-first, two thou-
sand thirteen such assessment shall be six percent, and further provided
that for all such gross receipts received on or after April first, two
thousand thirteen through March thirty-first, two thousand fifteen such
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assessment shall be six percent, and further provided that for all such

gross receipts received on or after April first, two thousand fifteen
through March thirty-first, two thousand seventeen such assessment shall

be six percent, and further provided that for all such gross receipts
received on or after April first, two thousand seventeen through March
thirty-first, two thousand nineteen such assessment shall be six

percent, AND FURTHER PROVIDED THAT FOR ALL SUCH GROSS RECEIPTS RECEIVED
ON OR AFTER APRIL FIRST, TWO THOUSAND NINETEEN THROUGH MARCH THIRTY-
FIRST, TWO THOUSAND TWENTY-ONE SUCH ASSESSMENT SHALL BE SIX PERCENT.

§ 10. Subdivision 1 of section 194 of chapter 474 of the laws of 1996,
amending the education law and other laws relating to rates for residen-
tial health care facilities, as amended by section 4 of part I of chap-
ter 57 of the laws of 2017, is amended to read as follows:

1. Notwithstanding any inconsistent provision of law or regulation,
the trend factors used to project reimbursable operating costs to the
rate period for ©purposes of determining rates of payment pursuant to
article 28 of the public health law for residential health care facili-
ties for reimbursement of inpatient services provided to patients eligi-
ble for payments made by state governmental agencies on and after April
1, 1996 through March 31, 1999 and for payments made on and after July
1, 1999 through March 31, 2000 and on and after April 1, 2000 through
March 31, 2003 and on and after April 1, 2003 through March 31, 2007 and
on and after April 1, 2007 through March 31, 2009 and on and after April
1, 2009 through March 31, 2011 and on and after April 1, 2011 through
March 31, 2013 and on and after April 1, 2013 through March 31, 2015,
and on and after April 1, 2015 through March 31, 2017, and on and after
April 1, 2017 through March 31, 2019, AND ON AND AFTER APRIL 1, 2019
THROUGH MARCH 31, 2021 shall reflect no trend factor projections or
adjustments for the period April 1, 1996, through March 31, 1997.

§ 11. Subdivision 1 of section 89-a of part C of chapter 58 of the
laws of 2007, amending the social services law and other laws relating
to enacting the major components of legislation necessary to implement
the health and mental hygiene budget for the 2007-2008 state fiscal
year, as amended by section 5 of part I of chapter 57 of the laws of
2017, is amended to read as follows:

1. Notwithstanding paragraph (c) of subdivision 10 of section 2807-c
of the public health 1law and section 21 of chapter 1 of the laws of
1999, as amended, and any other inconsistent provision of law or regu-
lation to the contrary, 1in determining rates of payments by state
governmental agencies effective for services provided beginning April 1,
2006, through March 31, 2009, and on and after April 1, 2009 through
March 31, 2011, and on and after April 1, 2011 through March 31, 2013,
and on and after April 1, 2013 through March 31, 2015, and on and after
April 1, 2015 through March 31, 2017, and on and after April 1, 2017
through March 31, 2019, AND ON AND AFTER APRIL 1, 2019 THROUGH MARCH 31,
2021 for inpatient and outpatient services provided by general hospitals
and for inpatient services and outpatient adult day health care services
provided by residential health care facilities pursuant to article 28 of
the public health law, the commissioner of health shall apply a trend
factor projection of two and twenty-five hundredths percent attributable
to the period January 1, 2006 through December 31, 2006, and on and
after January 1, 2007, provided, however, that on reconciliation of such
trend factor for the period January 1, 2006 through December 31, 2006
pursuant to paragraph (c) of subdivision 10 of section 2807-c of the



public health law, such trend factor shall be the final US Consumer

Price Index (CPI) for all wurban consumers, as published by the US
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Department of Labor, Bureau of Labor Statistics less twenty-five

hundredths of a percentage point.

§ 12. Subdivision ©5-a of section 246 of chapter 81 of the laws of
1995, amending the public health law and other laws relating to medical
reimbursement and welfare reform, as amended by section 6 of part I of
chapter 57 of the laws of 2017, is amended to read as follows:

5-a. Section sixty-four-a of this act shall be deemed to have been in
full force and effect on and after April 1, 1995 through March 31, 1999
and on and after July 1, 1999 through March 31, 2000 and on and after
April 1, 2000 through March 31, 2003 and on and after April 1, 2003
through March 31, 2007, and on and after April 1, 2007 through March 31,
2009, and on and after April 1, 2009 through March 31, 2011, and on and
after April 1, 2011 through March 31, 2013, and on and after April 1,
2013 through March 31, 2015, and on and after April 1, 2015 through
March 31, 2017 and on and after April 1, 2017 through March 31, 2019,
AND ON AND AFTER APRIL 1, 2019 THROUGH MARCH 31, 2021;

§ 13. Section 64-b of chapter 81 of the laws of 1995, amending the
public health 1law and other laws relating to medical reimbursement and
welfare reform, as amended by section 7 of part I of chapter 57 of the
laws of 2017, 1is amended to read as follows:

§ 64-b. Notwithstanding any inconsistent provision of 1law, the
provisions of subdivision 7 of section 3614 of the public health law, as
amended, shall remain and be in full force and effect on April 1, 1995
through March 31, 1999 and on July 1, 1999 through March 31, 2000 and on
and after April 1, 2000 through March 31, 2003 and on and after April 1,
2003 through March 31, 2007, and on and after April 1, 2007 through
March 31, 2009, and on and after April 1, 2009 through March 31, 2011,
and on and after April 1, 2011 through March 31, 2013, and on and after
April 1, 2013 through March 31, 2015, and on and after April 1, 2015
through March 31, 2017 and on and after April 1, 2017 through March 31,
2019, AND ON AND AFTER APRIL 1, 2019 THROUGH MARCH 31, 2021.

§ 14. Section 4-a of part A of chapter 56 of the laws of 2013, amend-
ing chapter 59 of the laws of 2011 amending the public health law and
other laws relating to general hospital reimbursement for annual rates,
as amended by section 5 of part T of chapter 57 of the laws of 2018, is
amended to read as follows:

§ 4-a. Notwithstanding paragraph (c) of subdivision 10 of section
2807-c of the public health law, section 21 of chapter 1 of the laws of
1999, or any other contrary provision of law, in determining rates of
payments by state governmental agencies effective for services provided
on and after January 1, 2017 through March 31, [2019] 2021, for inpa-
tient and outpatient services provided by general hospitals, for inpa-
tient services and adult day health care outpatient services provided by
residential health care facilities pursuant to article 28 of the public
health 1law, except for residential health care facilities or units of
such facilities providing services primarily to children wunder twenty-
one vyears of age, for home health care services provided pursuant to
article 36 of the public health law by certified home health agencies,
long term home health care programs and AIDS home care programs, and for
personal care services provided pursuant to section 365-a of the social
services law, the commissioner of health shall apply no greater than
zero trend factors attributable to the 2017, 2018, [and] 2019, 2020, AND
2021 calendar years in accordance with paragraph (c) of subdivision 10
of section 2807-c of the public health law, provided, however, that such
no greater than zero trend factors attributable to such 2017, 2018,
[and] 2019, 2020, AND 2021 calendar years shall also be applied to rates
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of payment provided on and after January 1, 2017 through March 31,
[2019] 2021 for personal care services provided in those 1local social
services districts, including New York city, whose rates of payment for
such services are established by such local social services districts
pursuant to a rate-setting exemption issued by the commissioner of
health to such local social services districts in accordance with appli-
cable regulations; and provided further, however, that for rates of
payment for assisted living program services provided on and after Janu-
ary 1, 2017 through March 31, [2019] 2021, such trend factors attribut-
able to the 2017, 2018, [and] 2019, 2020, AND 2021 calendar years shall
be established at no greater than zero percent.

§ 15. Paragraph (b) of subdivision 17 of section 2808 of the public
health law, as amended by section 21 of part D of chapter 57 of the laws
of 2015, 1is amended to read as follows:

(b) Notwithstanding any inconsistent provision of law or regulation to
the contrary, for the state fiscal years beginning April first, two
thousand ten and ending March thirty-first, two thousand [nineteen]
TWENTY-THREE, the commissioner shall not be required to revise certified
rates of payment established pursuant to this article for rate periods
prior to April first, two thousand [nineteen] TWENTY-THREE, based on
consideration of rate appeals filed by residential health care facili-
ties or based upon adjustments to capital cost reimbursement as a result
of approval by the commissioner of an application for construction under



section twenty-eight hundred two of this article, in excess of an aggre-
gate annual amount of eighty million dollars for each such state fiscal
year provided, however, that for the period April first, two thousand
eleven through March thirty-first, two thousand twelve such aggregate
annual amount shall be fifty million dollars. In revising such rates
within such fiscal limit, the commissioner shall, in prioritizing such
rate appeals, include consideration of which facilities the commissioner
determines are facing significant financial hardship as well as such
other considerations as the commissioner deems appropriate and, further,
the commissioner is authorized to enter into agreements with such facil-
ities or any other facility to resolve multiple pending rate appeals
based wupon a negotiated aggregate amount and may offset such negotiated
aggregate amounts against any amounts owed by the facility to the
department, including, but not limited to, amounts owed pursuant to
section twenty-eight hundred seven-d of this article; provided, however,
that the commissioner's authority to negotiate such agreements resolving
multiple pending rate appeals as hereinbefore described shall continue
on and after April first, two thousand [nineteen] TWENTY-THREE. Rate
adjustments made pursuant to this paragraph remain fully subject to
approval by the director of the budget in accordance with the provisions
of subdivision two of section twenty-eight hundred seven of this arti-
cle.

§ 16. Paragraph (a) of subdivision 13 of section 3614 of the public
health law, as amended by section 22 of part D of chapter 57 of the laws
of 2015, 1is amended to read as follows:

(a) Notwithstanding any inconsistent provision of law or regulation
and subject to the availability of federal financial participation,
effective April first, two thousand twelve through March thirty-first,
two thousand [nineteen] TWENTY-THREE, payments by government agencies
for services provided by certified home health agencies, except for such
services provided to children wunder eighteen years of age and other
discreet groups as may be determined by the commissioner pursuant to
regulations, shall be based on episodic payments. In establishing such
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payments, a statewide base price shall be established for each sixty day
episode of care and adjusted by a regional wage index factor and an
individual patient case mix index. Such episodic payments may be further
adjusted for low utilization cases and to reflect a percentage limita-
tion of the cost for high-utilization cases that exceed outlier thresh-
olds of such payments.

§ 17. Subdivision 2 of section 246 of chapter 81 of the laws of 1995,
amending the public health law and other laws relating to medical
reimbursement and welfare reform, as amended by section 18 of part I of
chapter 57 of the laws of 2017, is amended to read as follows:

2. Sections five, seven through nine, twelve through fourteen, and
eighteen of this act shall be deemed to have been in full force and
effect on and after April 1, 1995 through March 31, 1999 and on and
after July 1, 1999 through March 31, 2000 and on and after April 1, 2000
through March 31, 2003 and on and after April 1, 2003 through March 31,
2006 and on and after April 1, 2006 through March 31, 2007 and on and
after April 1, 2007 through March 31, 2009 and on and after April 1,
2009 through March 31, 2011 and sections twelve, thirteen and fourteen
of this act shall be deemed to be in full force and effect on and after
April 1, 2011 through March 31, 2015 and on and after April 1, 2015
through March 31, 2017 and on and after April 1, 2017 through March 31,
2019, AND ON AND AFTER APRIL 1, 2019 THROUGH MARCH 31, 2021;

§ 18. Section 48-a of part A of chapter 56 of the laws of 2013 amend-
ing chapter 59 of the laws of 2011 amending the public health law and
other laws relating to general hospital reimbursement for annual rates,
as amended by section 1 of part P of chapter 57 of the laws of 2017, is
amended to read as follows:

§ 48-a. 1. Notwithstanding any contrary provision of law, the commis-
sioners of the office of alcoholism and substance abuse services and the
office of mental health are authorized, subject to the approval of the
director of the budget, to transfer to the commissioner of health state
funds to be wutilized as the state share for the purpose of increasing
payments under the medicaid program to managed care organizations
licensed wunder article 44 of the public health law or under article 43
of the insurance law. Such managed care organizations shall utilize such
funds for the purpose of reimbursing providers licensed pursuant to
article 28 of the public health law or article 31 or 32 of the mental
hygiene law for ambulatory behavioral health services, as determined by
the commissioner of health, in consultation with the commissioner of
alcoholism and substance abuse services and the commissioner of the
office of mental health, provided to medicaid enrolled outpatients and
for all other behavioral health services except inpatient included in
New York state's Medicaid redesign waiver approved by the centers for
medicare and Medicaid services (CMS). Such reimbursement shall be in
the form of fees for such services which are equivalent to the payments
established for such services under the ambulatory patient group (APG)
rate-setting methodology as wutilized by the department of health, the
office of alcoholism and substance abuse services, or the office of
mental health for rate-setting purposes or any such other fees pursuant
to the Medicaid state plan or otherwise approved by CMS in the Medicaid
redesign waiver; provided, however, that the increase to such fees that



shall result from the provisions of this section shall not, in the
aggregate and as determined by the commissioner of health, in consulta-
tion with the commissioner of alcoholism and substance abuse services
and the commissioner of the office of mental health, be greater than the
increased funds made available pursuant to this section. The increase
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of such ambulatory behavioral health fees to providers available wunder
this section shall Dbe for all rate periods on and after the effective
date of section [29] 1 of part [B] P of chapter [59] 57 of the laws of
[2016] 2017 through March 31, [2020] 2023 for patients in the city of
New York, for all rate periods on and after the effective date of
section [29] 1 of part [B] P of chapter [59] 57 of the laws of [2016]
2017 through [March 31, 2020] MARCH 31, 2023 for patients outside the
city of New York, and for all rate periods on and after the effective
date of such chapter through [March 31, 2020] MARCH 31, 2023 for all
services provided to persons under the age of twenty-one; provided,
however, the commissioner of health, in consultation with the commis-
sioner of alcoholism and substance abuse services and the commissioner
of mental health, may require, as a condition of approval of such ambu-
latory Dbehavioral health fees, that aggregate managed care expenditures
to eligible providers meet the alternative payment methodology require-
ments as set forth 1in attachment I of the New York state medicaid
section one thousand one hundred fifteen medicaid redesign team waiver
as approved by the centers for medicare and medicaid services. The
commissioner of health shall, in consultation with the commissioner of
alcoholism and substance abuse services and the commissioner of mental
health, waive such conditions if a sufficient number of providers, as
determined by the commissioner, suffer a financial hardship as a conse-
quence of such alternative payment methodology requirements, or if he or
she shall determine that such alternative payment methodologies signif-
icantly threaten individuals access to ambulatory behavioral health
services. Such waiver may be applied on a provider specific or industry
wide basis. Further, such conditions may be waived, as the commissioner
determines necessary, to comply with federal rules or regulations
governing these payment methodologies. Nothing in this section shall
prohibit managed care organizations and providers from negotiating
different rates and methods of payment during such periods described
above, subject to the approval of the department of health. The depart-
ment of health shall consult with the office of alcoholism and substance
abuse services and the office of mental health in determining whether
such alternative rates shall be approved. The commissioner of health
may, in consultation with the commissioner of alcoholism and substance
abuse services and the commissioner of the office of mental health,
promulgate regulations, including emergency regulations promulgated
prior to October 1, 2015 to establish rates for ambulatory behavioral
health services, as are necessary to implement the provisions of this
section. Rates promulgated under this section shall be included in the
report required under section 45-c of part A of this chapter.

2. Notwithstanding any contrary provision of law, the fees paid by
managed care organizations licensed under article 44 of the public
health law or under article 43 of the insurance law, to providers
licensed pursuant to article 28 of the public health law or article 31
or 32 of the mental hygiene law, for ambulatory behavioral health
services provided to patients enrolled in the child health insurance
program pursuant to title [one-A] 1-A of article 25 of the public health
law, shall be in the form of fees for such services which are equivalent
to the payments established for such services under the ambulatory
patient group (APG) rate-setting methodology or any such other fees
established pursuant to the Medicaid state plan. The commissioner of
health shall consult with the commissioner of alcoholism and substance
abuse services and the commissioner of the office of mental health in
determining such services and establishing such fees. Such ambulatory
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behavioral health fees to providers available under this section shall
be for all rate periods on and after the effective date of this chapter
through [March 31, 2020] MARCH 31, 2023, provided, however, that managed
care organizations and providers may negotiate different rates and meth-
ods of payment during such periods described above, subject to the
approval of the department of health. The department of health shall
consult with the office of alcoholism and substance abuse services and
the office of mental health in determining whether such alternative
rates shall be approved. The report required under section 16-a of part
C of chapter 60 of the laws of 2014 shall also include the population of
patients enrolled in the <child health insurance program pursuant to
title [one-A] 1-A of article 25 of the public health law in its examina-
tion on the transition of behavioral health services into managed care.

§ 19. Section 1 of part H of chapter 111 of the laws of 2010 relating
to increasing Medicaid payments to providers through managed care organ-
izations and providing equivalent fees through an ambulatory patient
group methodology, as amended by section 2 of part P of chapter 57 of
the laws of 2017, is amended to read as follows:

Section 1. a. Notwithstanding any contrary provision of law, the
commissioners of mental health and alcoholism and substance abuse



services are authorized, subject to the approval of the director of the
budget, to transfer to the commissioner of health state funds to be
utilized as the state share for the purpose of increasing payments under
the medicaid program to managed care organizations licensed under arti-
cle 44 of the public health law or under article 43 of the insurance
law. Such managed care organizations shall utilize such funds for the
purpose of reimbursing providers licensed pursuant to article 28 of the
public health law, or pursuant to article 31 or article 32 of the mental
hygiene 1law for ambulatory behavioral health services, as determined by
the commissioner of health in consultation with the commissioner of
mental health and commissioner of alcoholism and substance abuse
services, provided to medicaid enrolled outpatients and for all other
behavioral health services except inpatient included in New York state's
Medicaid redesign waiver approved by the centers for medicare and Medi-
caid services (CMS). Such reimbursement shall be in the form of fees for
such services which are equivalent to the payments established for such
services under the ambulatory patient group (APG) rate-setting methodol-
ogy as utilized by the department of health or by the office of mental
health or office of alcoholism and substance abuse services for rate-
setting purposes or any such other fees pursuant to the Medicaid state
plan or otherwise approved by CMS in the Medicaid redesign waiver;
provided, however, that the increase to such fees that shall result from
the provisions of this section shall not, in the aggregate and as deter-
mined by the commissioner of health in consultation with the commission-
ers of mental health and alcoholism and substance abuse services, be
greater than the increased funds made available pursuant to this
section. The increase of such behavioral health fees to providers avail-
able under this section shall be for all rate periods on and after the
effective date of section [30] 2 of part [B] P of chapter [59] 57 of the
laws of [2016] 2017 through March 31, [2020] 2023 for patients 1in the
city of New York, for all rate periods on and after the effective date
of section [30] 2 of part [B] P of chapter [59] 57 of the laws of [2016]
2017 through March 31, [2020] 2023 for patients outside the city of New
York, and for all rate periods on and after the effective date of
section [30] 2 of part [B] P of chapter [59] 57 of the laws of [2016]
2017 through March 31, [2020] 2023 for all services provided to persons
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under the age of twenty-one; provided, however, the commissioner of
health, in consultation with the commissioner of alcoholism and

substance abuse services and the commissioner of mental health, may
require, as a condition of approval of such ambulatory behavioral health
fees, that aggregate managed care expenditures to eligible providers
meet the alternative payment methodology requirements as set forth in
attachment I of the New York state medicaid section one thousand one
hundred fifteen medicaid redesign team waiver as approved by the centers
for medicare and medicaid services. The commissioner of health shall, in
consultation with the commissioner of alcoholism and substance abuse
services and the commissioner of mental health, waive such conditions if
a sufficient number of providers, as determined by the commissioner,
suffer a financial hardship as a consequence of such alternative payment
methodology requirements, or if he or she shall determine that such
alternative payment methodologies significantly threaten individuals
access to ambulatory behavioral health services. Such waiver may be
applied on a provider specific or industry wide basis. Further, such
conditions may be waived, as the commissioner determines necessary, to
comply with federal rules or regulations governing these payment method-
ologies. Nothing in this section shall prohibit managed care organiza-
tions and providers from negotiating different rates and methods of
payment during such periods described, subject to the approval of the
department of health. The department of health shall consult with the
office of alcoholism and substance abuse services and the office of
mental health in determining whether such alternative rates shall be
approved. The commissioner of health may, in consultation with the
commissioners of mental health and alcoholism and substance abuse
services, promulgate regulations, 1including emergency regulations
promulgated prior to October 1, 2013 that establish rates for behavioral
health services, as are necessary to implement the provisions of this
section. Rates promulgated under this section shall be included in the
report required under section 45-c of part A of chapter 56 of the laws
of 2013.

b. Notwithstanding any contrary provision of law, the fees paid by
managed care organizations licensed wunder article 44 of the public
health law or under article 43 of the insurance law, to providers
licensed pursuant to article 28 of the public health law or article 31
or 32 of the mental hygiene law, for ambulatory behavioral health
services provided to patients enrolled in the <child health insurance
program pursuant to title [one-A] 1-A of article 25 of the public health
law, shall be in the form of fees for such services which are equivalent
to the payments established for such services under the ambulatory
patient group (APG) rate-setting methodology. The commissioner of health
shall consult with the commissioner of alcoholism and substance abuse
services and the commissioner of the office of mental health in deter-
mining such services and establishing such fees. Such ambulatory behav-
ioral health fees to providers available under this section shall be for
all rate periods on and after the effective date of this chapter through



March 31, [2020] 2023, provided, however, that managed care organiza-
tions and providers may negotiate different rates and methods of payment
during such periods described above, subject to the approval of the
department of health. The department of health shall consult with the
office of alcoholism and substance abuse services and the office of
mental health in determining whether such alternative rates shall be
approved. The report required under section 1l6-a of part C of chapter
60 of the laws of 2014 shall also include the population of patients
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enrolled in the child health insurance program pursuant to title [one-A]
1-A of article 25 of the public health law in 1its examination on the
transition of behavioral health services into managed care.

§ 20. Section 2 of part H of chapter 111 of the laws of 2010, relating
to increasing Medicaid payments to providers through managed care organ-
izations and providing equivalent fees through an ambulatory patient
group methodology, as amended by section 16 of part C of chapter 60 of
the laws of 2014, is amended to read as follows:

§ 2. This act shall take effect immediately and shall be deemed to
have been in full force and effect on and after April 1, 2010, and shall
expire on [January 1, 2018] MARCH 31, 2023.

§ 21. Section 10 of chapter 649 of the laws of 1996, amending the
public health law, the mental hygiene law and the social services law
relating to authorizing the establishment of special needs plans, as
amended by section 2 of part D of chapter 59 of the laws of 2016, is
amended to read as follows:

§ 10. This act shall take effect immediately and shall be deemed to
have Dbeen in full force and effect on and after July 1, 1996; provided,
however, that sections one, two and three of this act shall expire and
be deemed repealed on March 31, [2020] 2025 provided, however that the
amendments to section 364-j of the social services law made by section
four of this act shall not affect the expiration of such section and
shall be deemed to expire therewith and provided, further, that the
provisions of subdivisions 8, 9 and 10 of section 4401 of the public
health law, as added by section one of this act; section 4403-d of the
public health law as added by section two of this act and the provisions
of section seven of this act, except for the provisions relating to the
establishment of no more than twelve comprehensive HIV special needs
plans, shall expire and be deemed repealed on July 1, 2000.

§ 22. Paragraph (a) of subdivision 1 of section 212 of chapter 474 of
the laws of 1996, amending the education law and other laws relating to
rates for residential healthcare facilities, as amended by section 1 of
part D of chapter 59 of the laws of 2016, is amended to read as follows:

(a) Notwithstanding any inconsistent provision of law or regulation to
the contrary, effective beginning August 1, 1996, for the period April
1, 1997 through March 31, 1998, April 1, 1998 for the period April 1,
1998 through March 31, 1999, August 1, 1999, for the period April 1,
1999 through March 31, 2000, April 1, 2000, for the period April 1, 2000
through March 31, 2001, April 1, 2001, for the period April 1, 2001
through March 31, 2002, April 1, 2002, for the period April 1, 2002
through March 31, 2003, and for the state fiscal year beginning April 1,
2005 through March 31, 2006, and for the state fiscal year beginning
April 1, 2006 through March 31, 2007, and for the state fiscal year
beginning April 1, 2007 through March 31, 2008, and for the state fiscal
year beginning April 1, 2008 through March 31, 2009, and for the state
fiscal year beginning April 1, 2009 through March 31, 2010, and for the
state fiscal year Dbeginning April 1, 2010 through March 31, 2016, and
for the state fiscal year beginning April 1, 2016 through March 31,
2019, AND FOR THE STATE FISCAL YEAR BEGINNING APRIL 1, 2019 THROUGH
MARCH 31, 2022, the department of health is authorized to pay public
general hospitals, as defined in subdivision 10 of section 2801 of the
public health law, operated by the state of New York or by the state
university of New York or by a county, which shall not include a city
with a population of over one million, of the state of New York, and
those public general hospitals located in the county of Westchester, the
county of Erie or the county of Nassau, additional payments for inpa-
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tient hospital services as medical assistance payments pursuant to title
11 of article 5 of the social services law for patients eligible for
federal financial ©participation wunder title XIX of the federal social
security act in medical assistance pursuant to the federal laws and
regulations governing disproportionate share payments to hospitals up to
one hundred percent of each such public general hospital's medical
assistance and uninsured patient losses after all other medical assist-
ance, including disproportionate share payments to such public general
hospital for 1996, 1997, 1998, and 1999, based initially for 1996 on
reported 1994 reconciled data as further reconciled to actual reported
1996 reconciled data, and for 1997 based initially on reported 1995
reconciled data as further reconciled to actual reported 1997 reconciled
data, for 1998 based initially on reported 1995 reconciled data as
further reconciled to actual reported 1998 reconciled data, for 1999
based initially on reported 1995 reconciled data as further reconciled
to actual reported 1999 reconciled data, for 2000 based initially on
reported 1995 reconciled data as further reconciled to actual reported



2000 data, for 2001 based initially on reported 1995 reconciled data as
further reconciled to actual reported 2001 data, for 2002 based initial-
ly on reported 2000 reconciled data as further reconciled to actual
reported 2002 data, and for state fiscal years beginning on April 1,
2005, based initially on reported 2000 reconciled data as further recon-

ciled to actual reported data for 2005, and for state fiscal vyears
beginning on April 1, 2006, based initially on reported 2000 reconciled
data as further reconciled to actual reported data for 2006, for state

fiscal years Dbeginning on and after April 1, 2007 through March 31,
2009, based initially on reported 2000 reconciled data as further recon-
ciled to actual reported data for 2007 and 2008, respectively, for state
fiscal years beginning on and after April 1, 2009, based initially on
reported 2007 reconciled data, adjusted for authorized Medicaid rate
changes applicable to the state fiscal year, and as further reconciled
to actual reported data for 2009, for state fiscal years beginning on
and after April 1, 2010, based initially on reported reconciled data
from the base year two years prior to the payment year, adjusted for
authorized Medicaid rate changes applicable to the state fiscal vyear,
and further reconciled to actual reported data from such payment year,
and to actual reported data for each respective succeeding year. The
payments may be added to rates of payment or made as aggregate payments
to an eligible public general hospital.

§ 23. This act shall take effect immediately and shall be deemed to
have Dbeen in full force and effect on and after April 1, 2019; provided
that the amendments to section 1 of part H of chapter 111 of the laws of
2010 made by section nineteen of this act shall not affect the expira-
tion of such section and shall expire therewith; and provided further
that section twenty of this act shall be deemed to have Dbeen in full
force and effect on and after January 1, 2018.

PART F

Section 1. Paragraph (a) of subdivision 1 of section 18 of chapter 266
of the laws of 1986, amending the civil practice law and rules and other
laws relating to malpractice and professional medical conduct, as
amended by section 1 of part M of chapter 57 of the laws of 2018, 1is
amended to read as follows:

(a) The superintendent of financial services and the commissioner of
health or their designee shall, from funds available in the hospital
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excess liability pool created pursuant to subdivision 5 of this section,
purchase a policy or policies for excess insurance coverage, as author-
ized by paragraph 1 of subsection (e) of section 5502 of the insurance
law; or from an insurer, other than an insurer described in section 5502
of the insurance law, duly authorized to write such coverage and actual-
ly writing medical malpractice insurance in this state; or shall
purchase equivalent excess coverage in a form previously approved by the
superintendent of financial services for purposes of providing equiv-
alent excess coverage 1in accordance with section 19 of chapter 294 of
the laws of 1985, for medical or dental malpractice occurrences between
July 1, 1986 and June 30, 1987, between July 1, 1987 and June 30, 1988,
between July 1, 1988 and June 30, 1989, between July 1, 1989 and June
30, 1990, Dbetween July 1, 1990 and June 30, 1991, between July 1, 1991
and June 30, 1992, between July 1, 1992 and June 30, 1993, between July
1, 1993 and June 30, 1994, between July 1, 1994 and June 30, 1995,
between July 1, 1995 and June 30, 1996, between July 1, 1996 and June
30, 1997, Dbetween July 1, 1997 and June 30, 1998, between July 1, 1998
and June 30, 1999, between July 1, 1999 and June 30, 2000, between July
1, 2000 and June 30, 2001, Dbetween July 1, 2001 and June 30, 2002,
between July 1, 2002 and June 30, 2003, between July 1, 2003 and June
30, 2004, Dbetween July 1, 2004 and June 30, 2005, between July 1, 2005
and June 30, 2006, between July 1, 2006 and June 30, 2007, between July
1, 2007 and June 30, 2008, Dbetween July 1, 2008 and June 30, 2009,
between July 1, 2009 and June 30, 2010, between July 1, 2010 and June
30, 2011, Dbetween July 1, 2011 and June 30, 2012, between July 1, 2012
and June 30, 2013, between July 1, 2013 and June 30, 2014, between July
1, 2014 and June 30, 2015, between July 1, 2015 and June 30, 20le,
between July 1, 2016 and June 30, 2017, between July 1, 2017 and June
30, 2018, [and] between July 1, 2018 and June 30, 2019, AND BETWEEN JULY
1, 2019 AND JUNE 30, 2020 or reimburse the hospital where the hospital

purchases equivalent excess coverage as defined in subparagraph (i) of
paragraph (a) of subdivision 1-a of this section for medical or dental
malpractice occurrences between July 1, 1987 and June 30, 1988, between

July 1, 1988 and June 30, 1989, between July 1, 1989 and June 30, 1990,
between July 1, 1990 and June 30, 1991, between July 1, 1991 and June
30, 1992, between July 1, 1992 and June 30, 1993, between July 1, 1993
and June 30, 1994, between July 1, 1994 and June 30, 1995, between July
1, 1995 and June 30, 1996, between July 1, 1996 and June 30, 1997,
between July 1, 1997 and June 30, 1998, between July 1, 1998 and June
30, 1999, between July 1, 1999 and June 30, 2000, between July 1, 2000
and June 30, 2001, between July 1, 2001 and June 30, 2002, between July
1, 2002 and June 30, 2003, Dbetween July 1, 2003 and June 30, 2004,
between July 1, 2004 and June 30, 2005, between July 1, 2005 and June
30, 2006, Dbetween July 1, 2006 and June 30, 2007, between July 1, 2007
and June 30, 2008, between July 1, 2008 and June 30, 2009, between July



1, 2009 and June 30, 2010, between July 1, 2010 and June 30, 2011,
between July 1, 2011 and June 30, 2012, between July 1, 2012 and June
30, 2013, between July 1, 2013 and June 30, 2014, between July 1, 2014
and June 30, 2015, between July 1, 2015 and June 30, 2016, between July
1, 2016 and June 30, 2017, between July 1, 2017 and June 30, 2018, [and]
between July 1, 2018 and June 30, 2019, AND BETWEEN JULY 1, 2019 AND
JUNE 30, 2020 for physicians or dentists certified as eligible for each
such period or periods pursuant to subdivision 2 of this section by a
general hospital licensed pursuant to article 28 of the public health
law; provided that no single insurer shall write more than fifty percent
of the total excess premium for a given policy year; and provided,

S. 1507--C 22 A. 2007--C

however, that such eligible physicians or dentists must have in force an
individual policy, from an insurer licensed in this state of primary
malpractice insurance coverage 1in amounts of no less than one million
three hundred thousand dollars for each claimant and three million nine
hundred thousand dollars for all claimants under that policy during the
period of such excess coverage for such occurrences or be endorsed as
additional insureds under a hospital professional liability policy which
is offered through a voluntary attending physician ("channeling")
program previously permitted by the superintendent of financial services
during the period of such excess coverage for such occurrences. During
such period, such policy for excess coverage or such equivalent excess
coverage shall, when combined with the physician's or dentist's primary
malpractice insurance coverage or coverage provided through a voluntary
attending physician ("channeling") program, total an aggregate level of
two million three hundred thousand dollars for each claimant and six
million nine hundred thousand dollars for all claimants from all such
policies with respect to occurrences in each of such years provided,
however, if the cost of primary malpractice insurance coverage in excess
of one million dollars, but below the excess medical malpractice insur-
ance coverage provided pursuant to this act, exceeds the rate of nine
percent per annum, then the required level of primary malpractice insur-
ance coverage 1in excess of one million dollars for each claimant shall
be in an amount of not less than the dollar amount of such coverage
available at nine percent per annum; the required level of such coverage
for all claimants under that policy shall be in an amount not less than
three times the dollar amount of coverage for each claimant; and excess
coverage, when combined with such primary malpractice insurance cover-
age, shall increase the aggregate level for each claimant by one million
dollars and three million dollars for all claimants; and provided
further, that, with respect to policies of primary medical malpractice
coverage that include occurrences between April 1, 2002 and June 30,
2002, such requirement that coverage be in amounts no less than one
million three hundred thousand dollars for each claimant and three
million nine hundred thousand dollars for all claimants for such occur-
rences shall be effective April 1, 2002.

§ 2. Subdivision 3 of section 18 of chapter 266 of the laws of 1986,
amending the c¢ivil practice law and rules and other laws relating to
malpractice and professional medical conduct, as amended by section 2 of
part M of chapter 57 of the laws of 2018, is amended to read as follows:

(3) (a) The superintendent of financial services shall determine and
certify to each general hospital and to the commissioner of health the
cost of excess malpractice insurance for medical or dental malpractice
occurrences between July 1, 1986 and June 30, 1987, between July 1, 1988
and June 30, 1989, between July 1, 1989 and June 30, 1990, between July
1, 1990 and June 30, 1991, between July 1, 1991 and June 30, 1992,
between July 1, 1992 and June 30, 1993, between July 1, 1993 and June
30, 1994, between July 1, 1994 and June 30, 1995, between July 1, 1995
and June 30, 1996, between July 1, 1996 and June 30, 1997, between July
1, 1997 and June 30, 1998, between July 1, 1998 and June 30, 1999,
between July 1, 1999 and June 30, 2000, between July 1, 2000 and June
30, 2001, between July 1, 2001 and June 30, 2002, between July 1, 2002
and June 30, 2003, between July 1, 2003 and June 30, 2004, between July
1, 2004 and June 30, 2005, between July 1, 2005 and June 30, 2006,
between July 1, 2006 and June 30, 2007, between July 1, 2007 and June
30, 2008, between July 1, 2008 and June 30, 2009, between July 1, 2009
and June 30, 2010, between July 1, 2010 and June 30, 2011, between July
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1, 2011 and June 30, 2012, between July 1, 2012 and June 30, 2013, and
between July 1, 2013 and June 30, 2014, between July 1, 2014 and June
30, 2015, between July 1, 2015 and June 30, 2016, and Dbetween July 1,
2016 and June 30, 2017, between July 1, 2017 and June 30, 2018, [and]
between July 1, 2018 and June 30, 2019, AND BETWEEN JULY 1, 2019 AND
JUNE 30, 2020 allocable to each general hospital for physicians or
dentists certified as eligible for purchase of a policy for excess
insurance coverage by such general hospital in accordance with subdivi-
sion 2 of this section, and may amend such determination and certif-
ication as necessary.

(b) The superintendent of financial services shall determine and
certify to each general hospital and to the commissioner of health the
cost of excess malpractice insurance or equivalent excess coverage for
medical or dental malpractice occurrences between July 1, 1987 and June



30, 1988, between July 1, 1988 and June 30, 1989, between July 1, 1989
and June 30, 1990, between July 1, 1990 and June 30, 1991, between July
1, 1991 and June 30, 1992, Dbetween July 1, 1992 and June 30, 1993,
between July 1, 1993 and June 30, 1994, between July 1, 1994 and June
30, 1995, Dbetween July 1, 1995 and June 30, 1996, between July 1, 1996
and June 30, 1997, between July 1, 1997 and June 30, 1998, between July
1, 1998 and June 30, 1999, between July 1, 1999 and June 30, 2000,
between July 1, 2000 and June 30, 2001, between July 1, 2001 and June
30, 2002, Dbetween July 1, 2002 and June 30, 2003, between July 1, 2003
and June 30, 2004, between July 1, 2004 and June 30, 2005, between July
1, 2005 and June 30, 2006, Dbetween July 1, 2006 and June 30, 2007,
between July 1, 2007 and June 30, 2008, between July 1, 2008 and June
30, 2009, Dbetween July 1, 2009 and June 30, 2010, between July 1, 2010
and June 30, 2011, between July 1, 2011 and June 30, 2012, between July
1, 2012 and June 30, 2013, Dbetween July 1, 2013 and June 30, 2014,
between July 1, 2014 and June 30, 2015, between July 1, 2015 and June
30, 2016, between July 1, 2016 and June 30, 2017, between July 1, 2017
and June 30, 2018, [and] between July 1, 2018 and June 30, 2019, AND
BETWEEN JULY 1, 2019 AND JUNE 30, 2020 allocable to each general hospi-
tal for physicians or dentists certified as eligible for purchase of a
policy for excess 1insurance coverage or equivalent excess coverage by
such general hospital in accordance with subdivision 2 of this section,
and may amend such determination and certification as necessary. The
superintendent of financial services shall determine and certify to each
general hospital and to the commissioner of health the ratable share of
such cost allocable to the period July 1, 1987 to December 31, 1987, to
the period January 1, 1988 to June 30, 1988, to the period July 1, 1988
to December 31, 1988, to the period January 1, 1989 to June 30, 1989, to
the period July 1, 1989 to December 31, 1989, to the period January 1,
1990 to June 30, 1990, to the period July 1, 1990 to December 31, 1990,
to the period January 1, 1991 to June 30, 1991, to the period July 1,
1991 to December 31, 1991, to the period January 1, 1992 to June 30,
1992, to the period July 1, 1992 to December 31, 1992, to the period
January 1, 1993 to June 30, 1993, to the period July 1, 1993 to December
31, 1993, to the period January 1, 1994 to June 30, 1994, to the period
July 1, 1994 to December 31, 1994, to the period January 1, 1995 to June
30, 1995, to the period July 1, 1995 to December 31, 1995, to the period
January 1, 1996 to June 30, 1996, to the period July 1, 1996 to December
31, 1996, to the period January 1, 1997 to June 30, 1997, to the period
July 1, 1997 to December 31, 1997, to the period January 1, 1998 to June
30, 1998, to the period July 1, 1998 to December 31, 1998, to the period
January 1, 1999 to June 30, 1999, to the period July 1, 1999 to December
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31, 1999, to the period January 1, 2000 to June 30, 2000, to the period
July 1, 2000 to December 31, 2000, to the period January 1, 2001 to June
30, 2001, to the period July 1, 2001 to June 30, 2002, to the period
July 1, 2002 to June 30, 2003, to the period July 1, 2003 to June 30,
2004, to the period July 1, 2004 to June 30, 2005, to the period July 1,
2005 and June 30, 2006, to the period July 1, 2006 and June 30, 2007, to
the period July 1, 2007 and June 30, 2008, to the period July 1, 2008
and June 30, 2009, to the period July 1, 2009 and June 30, 2010, to the
period July 1, 2010 and June 30, 2011, to the period July 1, 2011 and
June 30, 2012, to the period July 1, 2012 and June 30, 2013, to the
period July 1, 2013 and June 30, 2014, to the period July 1, 2014 and
June 30, 2015, to the period July 1, 2015 and June 30, 2016, [and
between] TO THE PERIOD July 1, 2016 and June 30, 2017, [and] to the
period July 1, 2017 to June 30, 2018, [and] to the period July 1, 2018
to June 30, 2019, AND TO THE PERIOD JULY 1, 2019 TO JUNE 30, 2020.

§ 3. Paragraphs (a), (b), (c), (d) and (e) of subdivision 8 of section
18 of chapter 266 of the laws of 1986, amending the civil practice law
and rules and other laws relating to malpractice and professional
medical conduct, as amended by section 3 of part M of chapter 57 of the
laws of 2018, are amended to read as follows:

(a) To the extent funds available to the hospital excess liability
pool pursuant to subdivision 5 of this section as amended, and pursuant
to section 6 of part J of chapter 63 of the laws of 2001, as may from
time to time be amended, which amended this subdivision, are insuffi-
cient to meet the costs of excess insurance coverage or equivalent
excess coverage for coverage periods during the period July 1, 1992 to
June 30, 1993, during the period July 1, 1993 to June 30, 1994, during
the period July 1, 1994 to June 30, 1995, during the period July 1, 1995
to June 30, 1996, during the period July 1, 1996 to June 30, 1997,
during the period July 1, 1997 to June 30, 1998, during the period July
1, 1998 to June 30, 1999, during the period July 1, 1999 to June 30,
2000, during the period July 1, 2000 to June 30, 2001, during the period
July 1, 2001 to October 29, 2001, during the period April 1, 2002 to
June 30, 2002, during the period July 1, 2002 to June 30, 2003, during
the period July 1, 2003 to June 30, 2004, during the period July 1, 2004
to June 30, 2005, during the period July 1, 2005 to June 30, 2006,
during the period July 1, 2006 to June 30, 2007, during the period July
1, 2007 to June 30, 2008, during the period July 1, 2008 to June 30,
2009, during the period July 1, 2009 to June 30, 2010, during the period
July 1, 2010 to June 30, 2011, during the period July 1, 2011 to June
30, 2012, during the period July 1, 2012 to June 30, 2013, during the
period July 1, 2013 to June 30, 2014, during the period July 1, 2014 to



June 30, 2015, during the period July 1, 2015 to June 30, 2016, during
the period July 1, 2016 to June 30, 2017, during the period July 1, 2017
to June 30, 2018, [and] during the period July 1, 2018 to June 30, 2019,
AND DURING THE PERIOD JULY 1, 2019 TO JUNE 30, 2020 allocated or reallo-
cated in accordance with paragraph (a) of subdivision 4-a of this
section to rates of payment applicable to state governmental agencies,
each physician or dentist for whom a policy for excess insurance cover-
age or equivalent excess coverage is purchased for such period shall be
responsible for payment to the provider of excess insurance coverage or
equivalent excess coverage of an allocable share of such insufficiency,
based on the ratio of the total cost of such coverage for such physician
to the sum of the total cost of such coverage for all physicians applied
to such insufficiency.
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(b) Each provider of excess insurance coverage or equivalent excess
coverage covering the period July 1, 1992 to June 30, 1993, or covering
the period July 1, 1993 to June 30, 1994, or covering the period July 1,
1994 to June 30, 1995, or covering the period July 1, 1995 to June 30,
1996, or covering the period July 1, 1996 to June 30, 1997, or covering
the period July 1, 1997 to June 30, 1998, or covering the period July 1,
1998 to June 30, 1999, or covering the period July 1, 1999 to June 30,
2000, or covering the period July 1, 2000 to June 30, 2001, or covering
the period July 1, 2001 to October 29, 2001, or covering the period
April 1, 2002 to June 30, 2002, or covering the period July 1, 2002 to
June 30, 2003, or covering the period July 1, 2003 to June 30, 2004, or
covering the period July 1, 2004 to June 30, 2005, or covering the peri-
od July 1, 2005 to June 30, 2006, or covering the period July 1, 2006 to
June 30, 2007, or covering the period July 1, 2007 to June 30, 2008, or
covering the period July 1, 2008 to June 30, 2009, or covering the peri-
od July 1, 2009 to June 30, 2010, or covering the period July 1, 2010 to
June 30, 2011, or covering the period July 1, 2011 to June 30, 2012, or
covering the period July 1, 2012 to June 30, 2013, or covering the peri-
od July 1, 2013 to June 30, 2014, or covering the period July 1, 2014 to
June 30, 2015, or covering the period July 1, 2015 to June 30, 2016, or
covering the period July 1, 2016 to June 30, 2017, or covering the peri-
od July 1, 2017 to June 30, 2018, or covering the period July 1, 2018 to
June 30, 2019, OR COVERING THE PERIOD JULY 1, 2019 TO JUNE 30, 2020
shall notify a covered physician or dentist by mail, mailed to the
address shown on the last application for excess insurance coverage oOr
equivalent excess coverage, of the amount due to such provider from such
physician or dentist for such coverage period determined in accordance
with paragraph (a) of this subdivision. Such amount shall be due from
such physician or dentist to such provider of excess insurance coverage
or equivalent excess coverage in a time and manner determined by the
superintendent of financial services.

(c) If a physician or dentist liable for payment of a portion of the
costs of excess insurance coverage or equivalent excess coverage cover-
ing the period July 1, 1992 to June 30, 1993, or covering the period
July 1, 1993 to June 30, 1994, or covering the period July 1, 1994 to
June 30, 1995, or covering the period July 1, 1995 to June 30, 1996, or
covering the period July 1, 1996 to June 30, 1997, or covering the peri-
od July 1, 1997 to June 30, 1998, or covering the period July 1, 1998 to
June 30, 1999, or covering the period July 1, 1999 to June 30, 2000, or
covering the period July 1, 2000 to June 30, 2001, or covering the peri-
od July 1, 2001 to October 29, 2001, or covering the period April 1,
2002 to June 30, 2002, or covering the period July 1, 2002 to June 30,
2003, or covering the period July 1, 2003 to June 30, 2004, or covering
the period July 1, 2004 to June 30, 2005, or covering the period July 1,
2005 to June 30, 2006, or covering the period July 1, 2006 to June 30,
2007, or covering the period July 1, 2007 to June 30, 2008, or covering
the period July 1, 2008 to June 30, 2009, or covering the period July 1,
2009 to June 30, 2010, or covering the period July 1, 2010 to June 30,
2011, or covering the period July 1, 2011 to June 30, 2012, or covering
the period July 1, 2012 to June 30, 2013, or covering the period July 1,
2013 to June 30, 2014, or covering the period July 1, 2014 to June 30,
2015, or covering the period July 1, 2015 to June 30, 2016, or covering
the period July 1, 2016 to June 30, 2017, or covering the period July 1,
2017 to June 30, 2018, or covering the period July 1, 2018 to June 30,
2019, OR COVERING THE PERIOD JULY 1, 2019 TO JUNE 30, 2020 determined in
accordance with paragraph (a) of this subdivision fails, refuses or
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neglects to make payment to the provider of excess insurance coverage or
equivalent excess coverage in such time and manner as determined by the
superintendent of financial services pursuant to paragraph (b) of this
subdivision, excess 1insurance coverage or equivalent excess coverage
purchased for such physician or dentist in accordance with this section
for such coverage period shall be cancelled and shall be null and void
as of the first day on or after the commencement of a policy period
where the 1liability for payment pursuant to this subdivision has not
been met.

(d) Each provider of excess insurance coverage or equivalent excess
coverage shall notify the superintendent of financial services and the
commissioner of health or their designee of each physician and dentist



eligible for purchase of a policy for excess insurance coverage or
equivalent excess coverage covering the period July 1, 1992 to June 30,
1993, or covering the period July 1, 1993 to June 30, 1994, or covering
the period July 1, 1994 to June 30, 1995, or covering the period July 1,
1995 to June 30, 1996, or covering the period July 1, 1996 to June 30,
1997, or covering the period July 1, 1997 to June 30, 1998, or covering
the period July 1, 1998 to June 30, 1999, or covering the period July 1,
1999 to June 30, 2000, or covering the period July 1, 2000 to June 30,
2001, or covering the period July 1, 2001 to October 29, 2001, or cover-
ing the period April 1, 2002 to June 30, 2002, or covering the period
July 1, 2002 to June 30, 2003, or covering the period July 1, 2003 to
June 30, 2004, or covering the period July 1, 2004 to June 30, 2005, or
covering the period July 1, 2005 to June 30, 2006, or covering the peri-
od July 1, 2006 to June 30, 2007, or covering the period July 1, 2007 to
June 30, 2008, or covering the period July 1, 2008 to June 30, 2009, or
covering the period July 1, 2009 to June 30, 2010, or covering the peri-
od July 1, 2010 to June 30, 2011, or covering the period July 1, 2011 to
June 30, 2012, or covering the period July 1, 2012 to June 30, 2013, or
covering the period July 1, 2013 to June 30, 2014, or covering the peri-
od July 1, 2014 to June 30, 2015, or covering the period July 1, 2015 to
June 30, 2016, or covering the period July 1, 2016 to June 30, 2017, or
covering the period July 1, 2017 to June 30, 2018, or covering the peri-
od July 1, 2018 to June 30, 2019, OR COVERING THE PERIOD JULY 1, 2019 TO
JUNE 30, 2020 that has made payment to such provider of excess insurance
coverage or equivalent excess coverage in accordance with paragraph (b)
of this subdivision and of each physician and dentist who has failed,
refused or neglected to make such payment.

(e) A provider of excess 1insurance coverage or equivalent excess
coverage shall refund to the hospital excess liability pool any amount
allocable to the period July 1, 1992 to June 30, 1993, and to the period
July 1, 1993 to June 30, 1994, and to the period July 1, 1994 to June
30, 1995, and to the period July 1, 1995 to June 30, 1996, and to the
period July 1, 1996 to June 30, 1997, and to the period July 1, 1997 to
June 30, 1998, and to the period July 1, 1998 to June 30, 1999, and to
the period July 1, 1999 to June 30, 2000, and to the period July 1, 2000
to June 30, 2001, and to the period July 1, 2001 to October 29, 2001,
and to the period April 1, 2002 to June 30, 2002, and to the period July
1, 2002 to June 30, 2003, and to the period July 1, 2003 to June 30,
2004, and to the period July 1, 2004 to June 30, 2005, and to the period
July 1, 2005 to June 30, 2006, and to the period July 1, 2006 to June
30, 2007, and to the period July 1, 2007 to June 30, 2008, and to the
period July 1, 2008 to June 30, 2009, and to the period July 1, 2009 to
June 30, 2010, and to the period July 1, 2010 to June 30, 2011, and to
the period July 1, 2011 to June 30, 2012, and to the period July 1, 2012
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to June 30, 2013, and to the period July 1, 2013 to June 30, 2014, and
to the period July 1, 2014 to June 30, 2015, and to the period July 1,
2015 to June 30, 2016, to the period July 1, 2016 to June 30, 2017, and
to the period July 1, 2017 to June 30, 2018, and to the period July 1,
2018 to June 30, 2019, AND TO THE PERIOD JULY 1, 2019 TO JUNE 30, 2020
received from the hospital excess liability pool for purchase of excess
insurance coverage or equivalent excess coverage covering the period
July 1, 1992 to June 30, 1993, and covering the period July 1, 1993 to
June 30, 1994, and covering the period July 1, 1994 to June 30, 1995,
and covering the period July 1, 1995 to June 30, 1996, and covering the
period July 1, 1996 to June 30, 1997, and covering the period July 1,
1997 to June 30, 1998, and covering the period July 1, 1998 to June 30,
1999, and covering the period July 1, 1999 to June 30, 2000, and cover-
ing the period July 1, 2000 to June 30, 2001, and covering the period
July 1, 2001 to October 29, 2001, and covering the period April 1, 2002
to June 30, 2002, and covering the period July 1, 2002 to June 30, 2003,
and covering the period July 1, 2003 to June 30, 2004, and covering the
period July 1, 2004 to June 30, 2005, and covering the period July 1,
2005 to June 30, 2006, and covering the period July 1, 2006 to June 30,
2007, and covering the period July 1, 2007 to June 30, 2008, and cover-
ing the period July 1, 2008 to June 30, 2009, and covering the period
July 1, 2009 to June 30, 2010, and covering the period July 1, 2010 to
June 30, 2011, and covering the period July 1, 2011 to June 30, 2012,
and covering the period July 1, 2012 to June 30, 2013, and covering the
period July 1, 2013 to June 30, 2014, and covering the period July 1,
2014 to June 30, 2015, and covering the period July 1, 2015 to June 30,
2016, and covering the period July 1, 2016 to June 30, 2017, and cover-
ing the period July 1, 2017 to June 30, 2018, and covering the period
July 1, 2018 to June 30, 2019, AND COVERING THE PERIOD JULY 1, 2019 TO
JUNE 30, 2020 for a physician or dentist where such excess insurance
coverage or equivalent excess coverage is cancelled in accordance with
paragraph (c) of this subdivision.

§ 4. Section 40 of chapter 266 of the laws of 1986, amending the civil
practice law and rules and other laws relating to malpractice and
professional medical conduct, as amended by section 4 of part M of chap-
ter 57 of the laws of 2018, is amended to read as follows:

§ 40. The superintendent of financial services shall establish rates
for policies providing coverage for physicians and surgeons medical
malpractice for the periods commencing July 1, 1985 and ending June 30,
[2019;]1 2020; provided, however, that notwithstanding any other



provision of law, the superintendent shall not establish or approve any
increase in rates for the period commencing July 1, 2009 and ending June
30, 2010. The superintendent shall direct insurers to establish segre-
gated accounts for premiums, payments, reserves and investment income
attributable to such premium periods and shall require periodic reports
by the insurers regarding claims and expenses attributable to such peri-
ods to monitor whether such accounts will be sufficient to meet incurred
claims and expenses. On or after July 1, 1989, the superintendent shall
impose a surcharge on premiums to satisfy a projected deficiency that is
attributable to the premium levels established pursuant to this section
for such periods; provided, however, that such annual surcharge shall
not exceed eight percent of the established rate until July 1, [2019,]
2020, at which time and thereafter such surcharge shall not exceed twen-
ty-five percent of the approved adequate rate, and that such annual
surcharges shall continue for such period of time as shall be sufficient
to satisfy such deficiency. The superintendent shall not impose such
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surcharge during the period commencing July 1, 2009 and ending June 30,
2010. On and after July 1, 1989, the surcharge prescribed by this
section shall be retained by insurers to the extent that they insured
physicians and surgeons during the July 1, 1985 through June 30, [2019]
2020 policy periods; in the event and to the extent physicians and
surgeons were insured by another insurer during such periods, all or a
pro rata share of the surcharge, as the case may be, shall be remitted
to such other insurer in accordance with rules and regulations to be
promulgated by the superintendent. Surcharges collected from physicians
and surgeons who were not insured during such policy periods shall be
apportioned among all insurers in proportion to the premium written by
each insurer during such policy periods; if a physician or surgeon was
insured by an insurer subject to rates established by the superintendent
during such policy periods, and at any time thereafter a hospital,
health maintenance organization, employer or institution is responsible
for responding in damages for liability arising out of such physician's
or surgeon's practice of medicine, such responsible entity shall also
remit to such prior insurer the equivalent amount that would then be
collected as a surcharge if the physician or surgeon had continued to
remain insured by such prior insurer. In the event any insurer that
provided coverage during such policy periods 1is in liquidation, the
property/casualty insurance security fund shall receive the portion of
surcharges to which the insurer in liquidation would have been entitled.
The surcharges authorized herein shall be deemed to be income earned for
the purposes of section 2303 of the insurance law. The superintendent,
in establishing adequate rates and in determining any projected defi-
ciency pursuant to the requirements of this section and the insurance
law, shall give substantial weight, determined in his discretion and
judgment, to the prospective anticipated effect of any regulations
promulgated and laws enacted and the public benefit of stabilizing
malpractice rates and minimizing rate level fluctuation during the peri-
od of time necessary for the development of more reliable statistical
experience as to the efficacy of such laws and regulations affecting
medical, dental or podiatric malpractice enacted or promulgated in 1985,
1986, by this act and at any other time. Notwithstanding any provision
of the insurance law, rates already established and to be established by
the superintendent pursuant to this section are deemed adequate if such
rates would be adequate when taken together with the maximum authorized
annual surcharges to be imposed for a reasonable period of time whether
or not any such annual surcharge has been actually imposed as of the
establishment of such rates.

§ 5. Section 5 and subdivisions (a) and (e) of section 6 of part J of
chapter 63 of the laws of 2001, amending chapter 266 of the laws of
1986, amending the civil practice law and rules and other laws relating
to malpractice and professional medical conduct, relating to the effec-
tiveness of certain provisions of such chapter, as amended by section 5
of part M of chapter 57 of the laws of 2018, are amended to read as
follows:

§ 5. The superintendent of financial services and the commissioner of
health shall determine, no later than June 15, 2002, June 15, 2003, June
15, 2004, June 15, 2005, June 15, 2006, June 15, 2007, June 15, 2008,
June 15, 2009, June 15, 2010, June 15, 2011, June 15, 2012, June 15,
2013, June 15, 2014, June 15, 2015, June 15, 2016, June 15, 2017, June
15, 2018, [and] June 15, 2019, AND JUNE 15, 2020 the amount of funds
available in the hospital excess liability pool, created pursuant to
section 18 of chapter 266 of the laws of 1986, and whether such funds
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are sufficient for purposes of purchasing excess insurance coverage for
eligible participating physicians and dentists during the period July 1,
2001 to June 30, 2002, or July 1, 2002 to June 30, 2003, or July 1, 2003
to June 30, 2004, or July 1, 2004 to June 30, 2005, or July 1, 2005 to
June 30, 2006, or July 1, 2006 to June 30, 2007, or July 1, 2007 to June
30, 2008, or July 1, 2008 to June 30, 2009, or July 1, 2009 to June 30,
2010, or July 1, 2010 to June 30, 2011, or July 1, 2011 to June 30,
2012, or July 1, 2012 to June 30, 2013, or July 1, 2013 to June 30,
2014, or July 1, 2014 to June 30, 2015, or July 1, 2015 to June 30,



2016, or July 1, 2016 to June 30, 2017, or July 1, 2017 to June 30,
2018, or July 1, 2018 to June 30, 2019, OR JULY 1, 2019 TO JUNE 30, 2020
as applicable.

(a) This section shall be effective only upon a determination, pursu-
ant to section five of this act, by the superintendent of financial
services and the commissioner of health, and a certification of such
determination to the state director of the budget, the <chair of the
senate committee on finance and the chair of the assembly committee on
ways and means, that the amount of funds in the hospital excess liabil-
ity pool, <created pursuant to section 18 of chapter 266 of the laws of
1986, 1is insufficient for purposes of purchasing excess insurance cover-
age for eligible participating physicians and dentists during the period
July 1, 2001 to June 30, 2002, or July 1, 2002 to June 30, 2003, or July
1, 2003 to June 30, 2004, or July 1, 2004 to June 30, 2005, or July 1,
2005 to June 30, 2006, or July 1, 2006 to June 30, 2007, or July 1, 2007
to June 30, 2008, or July 1, 2008 to June 30, 2009, or July 1, 2009 to
June 30, 2010, or July 1, 2010 to June 30, 2011, or July 1, 2011 to June
30, 2012, or July 1, 2012 to June 30, 2013, or July 1, 2013 to June 30,
2014, or July 1, 2014 to June 30, 2015, or July 1, 2015 to June 30,
2016, or July 1, 2016 to June 30, 2017, or July 1, 2017 to June 30,
2018, or July 1, 2018 to June 30, 2019, OR JULY 1, 2019 TO JUNE 30, 2020
as applicable.

(e) The commissioner of health shall transfer for deposit to the
hospital excess liability pool created pursuant to section 18 of chapter
266 of the laws of 1986 such amounts as directed by the superintendent
of financial services for the purchase of excess liability insurance
coverage for eligible participating physicians and dentists for the
policy year July 1, 2001 to June 30, 2002, or July 1, 2002 to June 30,
2003, or July 1, 2003 to June 30, 2004, or July 1, 2004 to June 30,
2005, or July 1, 2005 to June 30, 2006, or July 1, 2006 to June 30,
2007, as applicable, and the cost of administering the hospital excess
liability pool for such applicable policy year, pursuant to the program
established in chapter 266 of the laws of 1986, as amended, no later
than June 15, 2002, June 15, 2003, June 15, 2004, June 15, 2005, June
15, 20006, June 15, 2007, June 15, 2008, June 15, 2009, June 15, 2010,
June 15, 2011, June 15, 2012, June 15, 2013, June 15, 2014, June 15,
2015, June 15, 2016, June 15, 2017, June 15, 2018, [and] June 15, 2019,
AND JUNE 15, 2020 as applicable.

§ 6. Section 20 of part H of chapter 57 of the laws of 2017, amending
the New York Health Care Reform Act of 1996 and other laws relating to
extending certain provisions thereto, as amended by section 6 of part M
of chapter 57 of the laws of 2018, is amended to read as follows:

§ 20. Notwithstanding any law, rule or regulation to the contrary,
only physicians or dentists who were eligible, and for whom the super-
intendent of financial services and the commissioner of health, or their
designee, purchased, with funds available in the hospital excess liabil-
ity pool, a full or partial policy for excess coverage or equivalent
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excess coverage for the coverage period ending the thirtieth of June,
two thousand [eighteen,] NINETEEN, shall be eligible to apply for such
coverage for the coverage period beginning the first of July, two thou-
sand [eighteen;] NINETEEN; provided, however, if the total number of
physicians or dentists for whom such excess coverage or equivalent
excess coverage was purchased for the policy year ending the thirtieth
of June, two thousand [eighteen] NINETEEN exceeds the total number of
physicians or dentists certified as eligible for the coverage period
beginning the first of July, two thousand [eighteen,] NINETEEN, then the
general hospitals may certify additional eligible physicians or dentists
in a number equal to such general hospital's proportional share of the
total number of physicians or dentists for whom excess coverage or
equivalent excess coverage was purchased with funds available in the
hospital excess liability pool as of the thirtieth of June, two thousand
[eighteen, ] NINETEEN, as applied to the difference between the number of
eligible physicians or dentists for whom a policy for excess coverage or
equivalent excess coverage was purchased for the coverage period ending
the thirtieth of June, two thousand [eighteen] NINETEEN and the number
of such eligible physicians or dentists who have applied for excess
coverage or equivalent excess coverage for the coverage period beginning
the first of July, two thousand [eighteen] NINETEEN.

§ 7. This act shall take effect immediately and shall be deemed to
have been in full force and effect on and after April 1, 2019.

PART G

Section 1. Intentionally omitted.

§ 2. Paragraphs (c), (d), (e), (f), (g) and (h) of subdivision 4-a and
subdivision 4-c of section 365-f of the social services law are
REPEALED, and paragraph (i) of subdivision 4-a is relettered paragraph
(c).

§ 3. Subparagraphs (i) and (ii) of paragraph (a) of subdivision 4-a of
section 365-f of the social services law, as added by section 1 of part
E of chapter 57 of the laws of 2017, are amended to read as follows:

(i) "Fiscal intermediary" means an entity that provides fiscal inter-
mediary services and has a contract for providing such services with[:

(A) a local department of social services;



(B) an organization licensed under article forty-four of the public
health law; or

(C) an accountable care organization certified under article twenty-
nine-E of the public health 1law or an integrated delivery system
composed primarily of health care providers recognized by the department
as a performing provider system under the delivery system reform incen-
tive payment program] THE DEPARTMENT OF HEALTH AND IS SELECTED THROUGH
THE PROCUREMENT PROCESS DESCRIBED IN PARAGRAPH (B) OF THIS SUBDIVISION.
ELIGIBLE APPLICANTS FOR CONTRACTS SHALL BE ENTITIES THAT ARE CAPABLE OF
APPROPRIATELY PROVIDING FISCAL INTERMEDIARY SERVICES, PERFORMING THE
RESPONSIBILITIES OF A FISCAL INTERMEDIARY, AND COMPLYING WITH THIS
SECTION, INCLUDING BUT NOT LIMITED TO ENTITIES THAT:

(A) ARE A SERVICE CENTER FOR INDEPENDENT LIVING UNDER SECTION ONE
THOUSAND ONE HUNDRED TWENTY-ONE OF THE EDUCATION LAW; OR

(B) HAVE BEEN ESTABLISHED AS FISCAL INTERMEDIARIES PRIOR TO JANUARY
FIRST, TWO THOUSAND TWELVE AND HAVE BEEN CONTINUOUSLY PROVIDING SUCH
SERVICES FOR ELIGIBLE INDIVIDUALS UNDER THIS SECTION.
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(ii) Fiscal intermediary services shall include the following
services, performed on behalf of the consumer to facilitate his or her
role as the employer:

(A) wage and benefit processing for consumer directed personal assist-
ants;

(B) processing all income tax and other required wage withholdings;

(C) complying with workers' compensation, disability and unemployment
requirements;

(D) maintaining personnel records for each consumer directed personal
assistant, including time [sheets] RECORDS and other documentation need-
ed for wages and benefit processing and a copy of the medical documenta-
tion required pursuant to regulations established by the commissioner;

(E) ensuring that the health status of each consumer directed personal
assistant 1s assessed prior to service delivery pursuant to regulations
issued by the commissioner;

(F) maintaining records of service authorizations or reauthorizations;

(G) monitoring the consumer's or, if applicable, the designated repre-
sentative's continuing ability to fulfill the consumer's responsibil-
ities under the program and promptly notifying the authorizing entity of
any circumstance that may affect the consumer's or, if applicable, the
designated representative's ability to fulfill such responsibilities;

(H) complying with regulations established by the commissioner speci-
fying the responsibilities of fiscal intermediaries providing services
under this title; [and]

(I) entering into a department approved memorandum of understanding
with the consumer that describes the parties' responsibilities under
this program; AND

(J) OTHER RELATED RESPONSIBILITIES WHICH MAY INCLUDE, AS DETERMINED BY
THE COMMISSIONER, ASSISTING CONSUMERS TO PERFORM THE CONSUMERS' RESPON-
SIBILITIES UNDER THIS SECTION AND DEPARTMENT REGULATIONS IN A MANNER
THAT DOES NOT INFRINGE UPON THE CONSUMER'S RESPONSIBILITIES AND SELF-DI-
RECTION.

§ 4. Paragraph (b) of subdivision 4-a of section 365-f of the social
services law, as added by section 1 of part E of chapter 57 of the laws
of 2017, is amended to read as follows:

(b) [No entity shall provide, directly or through contract, fiscal
intermediary services without an authorization as a fiscal intermediary
issued by the commissioner in accordance with this subdivision] NOTWITH-
STANDING ANY INCONSISTENT PROVISION OF SECTION ONE HUNDRED SIXTY-THREE
OF THE STATE FINANCE LAW, OR SECTION ONE HUNDRED FORTY-TWO OF THE
ECONOMIC DEVELOPMENT LAW THE COMMISSIONER SHALL ENTER INTO CONTRACTS
UNDER THIS SUBDIVISION WITH ELIGIBLE CONTRACTORS THAT SUBMIT AN OFFER
FOR A CONTRACT, PROVIDED, HOWEVER, THAT:

(I) THE DEPARTMENT SHALL POST ON ITS WEBSITE:

(A) A DESCRIPTION OF THE PROPOSED SERVICES TO BE PROVIDED PURSUANT TO
CONTRACTS IN ACCORDANCE WITH THIS SUBDIVISION;

(B) THAT THE SELECTION OF CONTRACTORS SHALL BE BASED ON CRITERIA
REASONABLY RELATED TO THE CONTRACTORS' ABILITY TO PROVIDE FISCAL INTER-
MEDIARY SERVICES INCLUDING BUT NOT LIMITED TO: ABILITY TO APPROPRIATELY
SERVE INDIVIDUALS PARTICIPATING IN THE PROGRAM, GEOGRAPHIC DISTRIBUTION
THAT WOULD ENSURE ACCESS IN RURAL AND UNDERSERVED AREAS, DEMONSTRATED
CULTURAL AND LANGUAGE COMPETENCIES SPECIFIC TO THE POPULATION OF CONSUM-
ERS AND THOSE OF THE AVAILABLE WORKFORCE, ABILITY TO PROVIDE TIMELY
CONSUMER ASSISTANCE, EXPERIENCE SERVING INDIVIDUALS WITH DISABILITIES,
THE AVAILABILITY OF CONSUMER PEER SUPPORT, AND DEMONSTRATED COMPLIANCE
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WITH ALL APPLICABLE FEDERAL AND STATE LAWS AND REGULATIONS, INCLUDING
BUT NOT LIMITED TO THOSE RELATING TO WAGES AND LABOR;

(C) THE MANNER BY WHICH PROSPECTIVE CONTRACTORS MAY SEEK SUCH
SELECTION, WHICH MAY INCLUDE SUBMISSION BY ELECTRONIC MEANS;

(IT) ALL REASONABLE AND RESPONSIVE OFFERS THAT ARE RECEIVED FROM
PROSPECTIVE CONTRACTORS IN TIMELY FASHION SHALL BE REVIEWED BY THE
COMMISSIONER;

(ITII) THE COMMISSIONER SHALL AWARD SUCH CONTRACTS TO THE CONTRACTORS
THAT BEST MEET THE CRITERIA FOR SELECTION AND ARE BEST SUITED TO SERVE



THE PURPOSES OF THIS SECTION AND THE NEEDS OF CONSUMERS;

(IV) ALL ENTITIES PROVIDING FISCAL INTERMEDIARY SERVICES ON OR BEFORE
APRIL FIRST, TWO THOUSAND NINETEEN, SHALL SUBMIT AN OFFER FOR A CONTRACT
UNDER THIS SECTION WITHIN SIXTY DAYS AFTER THE COMMISSIONER PUBLISHES
THE INITIAL OFFER ON THE DEPARTMENT'S WEBSITE. SUCH ENTITIES SHALL BE
DEEMED AUTHORIZED TO PROVIDE SUCH SERVICES UNLESS: (A) THE ENTITY FAILS
TO SUBMIT AN OFFER FOR A CONTRACT UNDER THIS SECTION WITHIN THE SIXTY
DAYS; OR (B) THE ENTITY'S OFFER FOR A CONTRACT UNDER THIS SECTION IS
DENIED;

(V) ALL DECISIONS MADE AND APPROACHES TAKEN PURSUANT TO THIS PARAGRAPH
SHALL BE DOCUMENTED IN A PROCUREMENT RECORD AS DEFINED IN SECTION ONE
HUNDRED SIXTY-THREE OF THE STATE FINANCE LAW; AND

(VI) THE COMMISSIONER IS AUTHORIZED TO REOFFER CONTRACTS UNDER THE
SAME TERMS OF THIS SUBDIVISION, IF DETERMINED NECESSARY BY THE COMMIS-
SIONER.

§ 5. Subparagraph (i) of paragraph (c) of subdivision 4-a of section
365-f of the social services law, as added by section 1l-a of part K of
chapter ©57 of the laws of 2018 and as relettered by section two of this
act, 1s amended to read as follows:

(i) The commissioner [may] SHALL require a fiscal intermediary to
report ANNUALLY on the direct care and administrative costs of personal
assistance services as accounted for by the fiscal intermediary. The
department [may] SHALL specify the [frequency and] format of such
reports, determine the type and amount of information to be submitted,
and require the submission of supporting documentation, provided, howev-
er, that the department shall provide no less than ninety calendar days'
notice before such reports are due.

§ 6. Section 365-f of the social services law is amended by adding a
new subdivision 4-c to read as follows:

4-C. THE COMMISSIONER SHALL CONVENE AND CHAIR A STAKEHOLDER WORKGROUP
PERTAINING TO FISCAL INTERMEDIARY SERVICES AND THE NEEDS OF CONSUMERS.
THE WORKGROUP SHALL CONSIST OF, AT A MINIMUM, REPRESENTATIVES OF SERVICE
CENTERS FOR INDEPENDENT LIVING; STATEWIDE ASSOCIATIONS OF FISCAL INTER-
MEDIARIES; REPRESENTATIVES OF MANAGED CARE ENTITIES UNDER ARTICLE
FORTY-FOUR OF THE PUBLIC HEALTH LAW AND LOCAL SOCIAL SERVICE DISTRICTS;
CONSUMERS; AND REPRESENTATIVES OF ADVOCACY GROUPS REPRESENTING CONSUMERS
OF SERVICES UNDER THIS SECTION. THE WORKGROUP SHALL BE ESTABLISHED NO
LATER THAN MAY FIFTEENTH, TWO THOUSAND NINETEEN. THE WORKGROUP SHALL
IDENTIFY AND DEVELOP BEST PRACTICES PERTAINING TO THE DELIVERY OF FISCAL
INTERMEDIARY SERVICES; INFORM THE CRITERIA FOR USE BY THE DEPARTMENT FOR
THE SELECTION OF ENTITIES UNDER SUBDIVISION FOUR-A OF THIS SECTION;
IDENTIFY WHETHER SERVICES DIFFER FOR CERTAIN CONSUMERS AND UNDER WHAT
CIRCUMSTANCES; INFORM CRITERIA IN RELATION TO THE DEVELOPMENT OF QUALITY
REPORTING REQUIREMENTS; AND WORK WITH THE DEPARTMENT TO DEVELOP TRANSI-
TION PLANS FOR CONSUMERS THAT MAY NEED TO TRANSITION TO ANOTHER FISCAL
INTERMEDIARY.
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§ 7. Section 365-f of the social services law is amended by adding a
new subdivision 4-d to read as follows:
4-D. FISCAL INTERMEDIARIES CEASING OPERATION. (A) WHERE A FISCAL

INTERMEDIARY IS CEASING OPERATION OR WILL NO LONGER SERVE THE CONSUMER'S
AREA, THE FISCAL INTERMEDIARY SHALL:

(I) DELIVER WRITTEN NOTICE FORTY-FIVE CALENDAR DAYS IN ADVANCE TO THE
AFFECTED CONSUMERS, CONSUMER REPRESENTATIVES, PERSONAL ASSISTANTS, THE
DEPARTMENT, AND ANY LOCAL SOCIAL SERVICES DISTRICTS OR MANAGED CARE
PLANS WITH WHICH THE FISCAL INTERMEDIARY CONTRACTS. WITHIN FIVE BUSINESS
DAYS OF RECEIPT OF THE NOTICE, THE LOCAL SOCIAL SERVICES DISTRICT OR
MANAGED CARE PLAN SHALL ACKNOWLEDGE THE NOTICE AND PROVIDE THE AFFECTED
CONSUMERS WITH A LIST OF OTHER FISCAL INTERMEDIARIES OPERATING IN THE
SAME COUNTY OR MANAGED CARE PLAN NETWORK AS APPROPRIATE;

(IT) NOT TAKE ANY ACTION THAT WOULD PREVENT A PERSONAL ASSISTANT FROM
MOVING TO A NEW FISCAL INTERMEDIARY OF THE CONSUMER'S CHOICE, NOR
REQUIRE THE CONSUMER OR THE PERSONAL ASSISTANT TO SWITCH TO A PERSONAL
CARE OR HOME HEALTH CARE PROGRAM NOT UNDER THIS SECTION; AND

(ITII) UPON REQUEST AND CONSENT, PROMPTLY TRANSFER ALL RECORDS RELATING
TO THE INDIVIDUAL'S HEALTH AND CARE AUTHORIZATIONS, AND PERSONNEL DOCU-
MENTS TO THE FISCAL INTERMEDIARY OR PERSONAL CARE OR HOME HEALTH CARE
PROVIDER CHOSEN BY THE CONSUMER AND ASSUME ALL LIABILITY FOR OMISSIONS
OR ERRORS IN SUCH RECORDS.

(B) WHERE A CONSUMER IS ELECTING TO TRANSFER HIS OR HER SERVICES TO A
NEW FISCAL INTERMEDIARY OR A PERSONAL CARE OR HOME HEALTH CARE PROVIDER
BY THE CONSUMER'S INDEPENDENT CHOICE, THE FISCAL INTERMEDIARY BEING
DISCONTINUED SHALL COMPLY WITH SUBPARAGRAPHS (II) AND (III) OF PARAGRAPH
(A) OF THIS SUBDIVISION.

(C) WHERE A FISCAL INTERMEDIARY IS SUSPENDING OR CEASING OPERATION
PURSUANT TO AN ORDER UNDER SUBDIVISION FOUR-B OF THIS SECTION, OR HAS
FAILED TO SUBMIT AN OFFER FOR A CONTRACT, OR HAS BEEN DENIED A CONTRACT
UNDER THIS SECTION, ALL THE PROVISIONS OF THIS SUBDIVISION SHALL APPLY
EXCEPT SUBPARAGRAPH (I) OF PARAGRAPH (A) OF THIS SUBDIVISION, NOTICE OF
WHICH TO ALL PARTIES SHALL BE PROVIDED BY THE DEPARTMENT AS APPROPRIATE.

(D) THE LOCAL SOCIAL SERVICES DISTRICT OR MANAGED CARE PLAN, AS APPRO-
PRIATE, SHALL SUPERVISE THE TRANSITION OF SERVICES AND TRANSFER OF
RECORDS AND MAINTAIN PROVISION OF SERVICES BY THE PERSONAL ASSISTANT (S)
CHOSEN BY THE INDIVIDUAL.

(E) ANY TRANSFER UNDER THIS SUBDIVISION SHALL NOT DIMINISH ANY OF AN



INDIVIDUAL'S RIGHTS RELATING TO CONTINUITY OF CARE, UTILIZATION REVIEW
OR FAIR HEARING APPEALS AND AID CONTINUING.

§ 8. Subdivision 4-b of section 365-f of the social services law, as
added by section 1 of part E of chapter 57 of the laws of 2017, is
amended to read as follows:

4-pb. Actions involving the authorization of a fiscal intermediary.

(a) [A fiscal intermediary's authorization may be revoked, suspended,
limited or annulled wupon thirty day's written notice to the fiscal
intermediary, if the commissioner finds that the fiscal intermediary has
failed to comply with the provisions of this subdivision or regulations
promulgated hereunder.] THE DEPARTMENT MAY TERMINATE A FISCAL INTERME-
DIARY'S CONTRACT UNDER THIS SECTION OR SUSPEND OR LIMIT THE FISCAL
INTERMEDIARY'S RIGHTS AND PRIVILEGES UNDER THE CONTRACT UPON THIRTY
DAY'S WRITTEN NOTICE TO THE FISCAL INTERMEDIARY, IF THE COMMISSIONER
FINDS THAT THE FISCAL INTERMEDIARY HAS FAILED TO COMPLY WITH THE
PROVISIONS OF THIS SECTION OR REGULATIONS PROMULGATED HEREUNDER. THE
WRITTEN NOTICE SHALL INCLUDE:
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(I) A DESCRIPTION OF THE CONDUCT AND THE ISSUES RELATED THERETO THAT
HAVE BEEN IDENTIFIED AS FAILURE OF COMPLIANCE; AND

(II) THE TIME FRAME OF THE CONDUCT THAT FAILS COMPLIANCE.

(B) Notwithstanding the foregoing, upon determining that the public
health or safety would be imminently endangered by the continued
[authorization] OPERATION OR ACTIONS of the fiscal intermediary, the
commissioner may [revoke, suspend, limit or annul the fiscal interme-
diary's authorization immediately.

(b) ] TERMINATE THE FISCAL INTERMEDIARY'S CONTRACT OR SUSPEND OR LIMIT
THE FISCAL INTERMEDIARY'S RIGHTS AND PRIVILEGES UNDER THE CONTRACT IMME-
DIATELY UPON WRITTEN NOTICE.

(C) All orders or determinations under this subdivision shall be
subject to review as provided 1in article seventy-eight of the civil
practice law and rules.

§ 9. Residential health care facilities case mix adjustment workgroup.
The commissioner of health or his or her designee shall convene and
chair a workgroup on the implementation of the change in case mix
adjustments to Medicaid rates of payment of residential health care
facilities that will take effect on July 1, 2019. The workgroup shall be
comprised of residential health care facilities or representatives from
such facilities, representatives from the statewide associations and
other such experts on case mix as required by the commissioner or his or
her designee. The workgroup shall review recent case mix data and
related analyses conducted by the department with respect to the depart-
ment's implementation of the July 1, 2019 change in methodology, the
department's minimum data set collection process, and case mix adjust-
ments authorized under subparagraph (ii) of paragraph (b) of subdivision
2-b of section 2808 of the public health law. Such review shall seek to
promote a higher degree of accuracy in the minimum data set data, and
target abuses. The workgroup may offer recommendations on how to improve
future practice regarding accuracy in the minimum data set collection
process and how to reduce or eliminate abusive practices. In developing
such recommendations, the workgroup shall ensure that the collection
process and case mix adjustment recognizes the appropriate acuity for
residential health care residents. The workgroup may provide recommenda-
tions regarding the proposed patient driven payment model and the admin-
istrative complexity in revising the minimum data set collection and
rate promulgation processes. The commissioner shall not modify the meth-
od wused to determine the case mix adjustment for periods prior to June
30, 2019. Notwithstanding any changes 1in federal law or regulation
relating to nursing home acuity reimbursement, the workgroup shall
report its recommendations no later than June 30, 2019.

§ 10. Subdivision 2 of section 3614-c of the public health law, as
amended by section 5 of part S of chapter 57 of the laws of 2017, is
amended to read as follows:

2. Notwithstanding any inconsistent provision of law, rule or regu-
lation, no payments by government agencies shall be made to certified
home health agencies, long term home health care programs, managed care
plans, [or] the consumer directed personal assistance program under
section three hundred sixty-five-f of the social services law, THE NURS-
ING HOME TRANSITION AND DIVERSION WAIVER PROGRAM UNDER SECTION THREE
HUNDRED SIXTY-SIX OF THE SOCIAL SERVICES LAW, OR THE TRAUMATIC BRAIN
INJURY WAIVER PROGRAM UNDER SECTION TWO THOUSAND SEVEN HUNDRED FORTY OF
THIS CHAPTER for any episode of care furnished, in whole or in part, by
any home care aide who is compensated at amounts less than the applica-
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ble minimum rate of home care aide total compensation established pursu-
ant to this section.

§ 11. This act shall take effect immediately and shall be deemed to
have been in full force and effect on and after April 1, 2019; provided
however, that sections three, four, five, seven and eight of this act
shall take effect January 1, 2020; and provided further that effective
immediately, the commissioner of health is authorized to request offers
for contracts in accordance with section four of this act, to facilitate
execution of such contracts on and after January 1, 2020.



PART H

Section 1. Subparagraph (v) of paragraph (b) of subdivision 5-b of
section 2807-k of the public health law is REPEALED.

§ 2. Section 2807 of the public health law is amended by adding a new
subdivision 20-a to read as follows:

20-A. NOTWITHSTANDING ANY PROVISION OF LAW TO THE CONTRARY, THE
COMMISSIONERS OF THE DEPARTMENT OF HEALTH, THE OFFICE OF MENTAL HEALTH,
THE OFFICE OF PEOPLE WITH DEVELOPMENTAL DISABILITIES, AND THE OFFICE OF
ALCOHOLISM AND SUBSTANCE ABUSE SERVICES ARE AUTHORIZED TO WAIVE ANY
REGULATORY REQUIREMENTS AS ARE NECESSARY, CONSISTENT WITH APPLICABLE
LAW, TO ALLOW PROVIDERS THAT ARE INVOLVED IN DSRIP PROJECTS OR REPLI-
CATION AND SCALING ACTIVITIES, AS APPROVED BY THE AUTHORIZING COMMIS-
SIONER, TO AVOID DUPLICATION OF REQUIREMENTS AND TO ALLOW THE EFFICIENT
SCALING AND REPLICATION OF DSRIP PROMISING PRACTICES, AS DETERMINED BY
THE AUTHORIZING COMMISSIONER; PROVIDED HOWEVER, THAT REGULATIONS
PERTAINING TO PATIENT SAFETY, PATIENT AUTONOMY, PATIENT PRIVACY, PATIENT
RIGHTS, DUE PROCESS, SCOPE OF PRACTICE, PROFESSIONAL LICENSURE, ENVI-
RONMENTAL PROTECTIONS, PROVIDER REIMBURSEMENT METHODOLOGIES, OR OCCUPA-
TIONAL STANDARDS AND EMPLOYEE RIGHTS MAY NOT BE WAIVED, NOR SHALL ANY
REGULATIONS BE WAIVED IF SUCH WAIVER WOULD RISK PATIENT SAFETY. ANY
REGULATORY ACTION UNDER THIS SUBDIVISION SHALL BE PUBLISHED ON THE
APPLICABLE WEBSITE OF THE AUTHORIZING COMMISSIONER AND SHALL INCLUDE A
DESCRIPTION OF EACH WAIVER, INCLUDING A CITATION OF EACH REGULATION

WAIVED, AND A DESCRIPTION OF THE PROJECT OF WHICH SUCH RELIEF WAS
GRANTED.
§ 3. Subparagraph (i) of paragraph (e-1) of subdivision 4 of section

2807-c of the public health law, as amended by section 29 of part C of
chapter 60 of the laws of 2014, is amended to read as follows:

(1) For rate periods on [and] OR after April first, two thousand ten,
the commissioner, in consultation with the commissioner of the office of
mental health, shall promulgate regulations, and may promulgate emergen-
cy regulations, establishing methodologies for determining the operating
cost components of rates of payments for services described in this
paragraph. [Such regulations shall utilize two thousand five operating
costs as submitted to the department prior to July first, two thousand
nine and shall provide for methodologies establishing per diem inpatient
rates that wutilize case mix adjustment mechanisms. Such regulations
shall contain criteria for adjustments based on length of stay and may
also provide for a base year update, provided, however, that such base
year update shall take effect no earlier than April first, two thousand
fifteen, and provided further, however, that the] THE commissioner may
make such adjustments to [such utilization and to] the methodology for
computing such rates as 1is necessary to achieve no aggregate, net growth
in overall Medicaid expenditures related to such rates, as compared to
such aggregate expenditures from the prior year. In determining the
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updated base year to Dbe utilized pursuant to this subparagraph, the
commissioner shall take into account the base year determined in accord-
ance with paragraph (c) of subdivision thirty-five of this section.

FURTHERMORE, THE COMMISSIONER SHALL ESTABLISH SUCH RATES IN CONSULTA-
TION WITH INDUSTRY REPRESENTATIVES TO ACHIEVE AN APPROPRIATE BASE YEAR
UPDATE TO THE OPERATING COST COMPONENTS OF RATES OF PAYMENT FOR SERVICES
DESCRIBED IN THIS PARAGRAPH AND THAT TAKES INTO ACCOUNT FACILITY COST,
MIX OF SERVICES, AND PATIENT SPECIFIC CONDITIONS.

§ 4. Intentionally omitted.

§ 5. Intentionally omitted.

§ 6. Subdivision 5-d of section 2807-k of the public health law, as
amended by section 2 of part A of chapter 57 of the laws of 2018, is
amended to read as follows:

5-d. (a) Notwithstanding any inconsistent provision of this section,
section twenty-eight hundred seven-w of this article or any other
contrary provision of law, and subject to the availability of federal
financial participation, for periods on and after January first, two
thousand thirteen, through March thirty-first, two thousand twenty, all
funds available for distribution pursuant to this section, except for
funds distributed pursuant to subparagraph (v) of paragraph (b) of
subdivision five-b of this section, and all funds available for distrib-
ution pursuant to section twenty-eight hundred seven-w of this article,
shall be reserved and set aside and distributed in accordance with the
provisions of this subdivision.

(b) The commissioner shall promulgate regulations, and may promulgate
emergency regulations, establishing methodologies for the distribution
of funds as described in ©paragraph (a) of this subdivision and such
regulations shall include, but not be limited to, the following:

(1) Such regulations shall establish methodologies for determining
each facility's relative uncompensated care need amount based on unin-
sured inpatient and outpatient units of service from the cost reporting
year two years prior to the distribution year, multiplied by the appli-
cable medicaid rates in effect January first of the distribution vyear,
as summed and adjusted by a statewide cost adjustment factor and reduced
by the sum of all payment amounts collected from such uninsured
patients, and as further adjusted by application of a nominal need
computation that shall take into account each facility's medicaid inpa-



tient share.

(ii) Annual distributions pursuant to such regulations for the two
thousand thirteen through two thousand [nineteen] TWENTY calendar years
shall be in accord with the following:

(A) one hundred thirty-nine million four hundred thousand dollars
shall be distributed as Medicaid Disproportionate Share Hospital ("DSH")
payments to major public general hospitals; and

(B) nine hundred ninety-four million nine hundred thousand dollars as
Medicaid DSH payments to eligible general hospitals, other than major
public general hospitals.

(iii) (A) Such regulations shall establish transition adjustments to
the distributions made pursuant to clauses (A) and (B) of subparagraph
(ii) of this paragraph such that no facility experiences a reduction in
indigent care pool payments pursuant to this subdivision that is greater
than the percentages, as specified in clause (C) of this subparagraph as
compared to the average distribution that each such facility received
for the three calendar years prior to two thousand thirteen pursuant to
this section and section twenty-eight hundred seven-w of this article.
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(B) Such regulations shall also establish adjustments limiting the
increases in indigent care pool payments experienced by facilities
pursuant to this subdivision by an amount that will be, as determined by
the commissioner and in conjunction with such other funding as may be
available for this purpose, sufficient to ensure full funding for the
transition adjustment payments authorized by clause (A) of this subpara-
graph.

(C) No facility shall experience a reduction in indigent care pool
payments pursuant to this subdivision that: for the calendar year begin-
ning January first, two thousand thirteen, is greater than two and one-
half percent; for the calendar year beginning January first, two thou-
sand fourteen, is greater than five percent; and, for the calendar year
beginning on January first, two thousand fifteen; is greater than seven
and one-half percent, and for the calendar year beginning on January
first, two thousand sixteen, is greater than ten percent; and for the
calendar year Dbeginning on January first, two thousand seventeen, is
greater than twelve and one-half percent; and for the calendar vyear
beginning on January first, two thousand eighteen, is greater than
fifteen percent; and for the calendar year beginning on January first,
two thousand nineteen, is greater than seventeen and one-half percent;
AND FOR THE CALENDAR YEAR BEGINNING ON JANUARY FIRST, TWO THOUSAND TWEN-
TY, IS GREATER THAN TWENTY PERCENT.

(iv) Such regulations shall reserve one percent of the funds available
for distribution in the two thousand fourteen and two thousand fifteen
calendar vyears, and for calendar vyears thereafter, pursuant to this
subdivision, subdivision fourteen-f of section twenty-eight hundred
seven-c of this article, and sections two hundred eleven and two hundred
twelve of chapter four hundred seventy-four of the laws of nineteen
hundred ninety-six, in a "financial assistance compliance pool" and
shall establish methodologies for the distribution of such pool funds to
facilities based on their 1level of compliance, as determined by the
commissioner, with the provisions of subdivision nine-a of this section.

(c) The commissioner shall annually report to the governor and the
legislature on the distribution of funds under this subdivision includ-
ing, but not limited to:

(i) the impact on safety net providers, including community providers,
rural general hospitals and major public general hospitals;

(ii) the provision of indigent care by units of services and funds
distributed by general hospitals; and

(1ii) the extent to which access to care has been enhanced.

§ 7. This act shall take effect immediately and shall be deemed to
have been in full force and effect on and after April 1, 2019, provided,
however, that section two of this act shall expire on April 1, 2020.

PART I
Intentionally Omitted
PART J

Section 1. This Part enacts into law major components of legislation
which are necessary to protect health care consumers; increase access to
more affordable quality health insurance coverage; and preserve and
foster New York's health insurance markets. Each component is wholly
contained within a Subpart identified as Subparts A through D. The
effective date for each particular provision contained within such
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Subpart 1s set forth in the last section of such Subpart. Any provision
in any section contained within a Subpart, including the effective date
of the Subpart, which makes a reference to a section "of this act," when
used 1in connection with that particular component, shall be deemed to
mean and refer to the corresponding section of the Subpart in which it
is found. Section five of this Part sets forth the general effective
date of this Part.



SUBPART A

Section 1. Section 3221 of the insurance law is amended by adding a
new subsection (t) to read as follows:

(T) (1) ANY INSURER THAT DELIVERS OR ISSUES FOR DELIVERY IN THIS STATE
HOSPITAL, SURGICAL OR MEDICAL EXPENSE GROUP POLICIES IN THE SMALL GROUP
OR LARGE GROUP MARKET SHALL OFFER TO ANY EMPLOYER IN THIS STATE ALL SUCH
POLICIES IN THE APPLICABLE MARKET, AND SHALL ACCEPT AT ALL TIMES
THROUGHOUT THE YEAR ANY EMPLOYER THAT APPLIES FOR ANY OF THOSE POLICIES.

(2) THE REQUIREMENTS OF PARAGRAPH ONE OF THIS SUBSECTION SHALL APPLY
WITH RESPECT TO AN EMPLOYER THAT APPLIES FOR COVERAGE EITHER DIRECTLY
FROM THE INSURER OR THROUGH AN ASSOCIATION OR TRUST TO WHICH THE INSURER
HAS ISSUED COVERAGE AND IN WHICH THE EMPLOYER PARTICIPATES.

§ 2. Paragraph 1 of subsection (g) of section 3231 of the insurance
law, as amended by section 70 of part D of chapter 56 of the laws of
2013, is amended to read as follows:

(1) This section shall also apply to policies issued to a group
defined in subsection (c) of section four thousand two hundred thirty-
five, including but not limited to an association or trust of employers,
if the group includes one or more member employers or other member
groups which have [fifty] ONE HUNDRED or fewer employees or members
exclusive of spouses and dependents. For policies issued or renewed on
or after January first, two thousand fourteen, if the group includes one
or more member small group employers eligible for coverage subject to
this section, then such member employers shall be classified as small
groups for rating purposes and the remaining members shall be rated
consistent with the rating rules applicable to such remaining members
pursuant to paragraph two of this subsection.

§ 3. Subsections (h) and (i) of section 3232 of the insurance law are
REPEALED.

§ 4. Subsections (f) and (g) of section 3232 of the insurance law, as
added by chapter 219 of the laws of 2011, are amended to read as
follows:

(f) [With respect to an individual under age nineteen, an insurer may
not impose any pre-existing condition exclusion in an individual or
group policy of hospital, medical, surgical or prescription drug expense
insurance pursuant to the requirements of section 2704 of the Public
Health Service Act, 42 U.S.C. § 300gg-3, as made effective by section
1255(2) of the Affordable Care Act, except for an individual under age
nineteen covered under an individual policy of hospital, medical, surgi-
cal or prescription drug expense insurance that 1is a grandfathered
health plan.

(g) Beginning January first, two thousand fourteen, pursuant to
section 2704 of the Public Health Service Act, 42 U.S.C. § 300gg-3, an]
AN insurer [may] SHALL not impose any pre-existing condition exclusion
in an individual or group policy of hospital, medical, surgical or
prescription drug expense insurance [except in an individual policy that
is a grandfathered health plan].
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§ 5. Intentionally omitted.

§ 6. Section 4305 of the insurance law is amended by adding a new
subsection (n) to read as follows:

(N) (1) ANY CORPORATION SUBJECT TO THE PROVISIONS OF THIS ARTICLE THAT
ISSUES HOSPITAL, SURGICAL OR MEDICAL EXPENSE CONTRACTS 1IN THE SMALL
GROUP OR LARGE GROUP MARKET IN THIS STATE SHALL OFFER TO ANY EMPLOYER IN
THIS STATE ALL SUCH CONTRACTS IN THE APPLICABLE MARKET, AND SHALL ACCEPT
AT ALL TIMES THROUGHOUT THE YEAR ANY EMPLOYER THAT APPLIES FOR ANY OF
THOSE CONTRACTS.

(2) THE REQUIREMENTS OF PARAGRAPH ONE OF THIS SUBSECTION SHALL APPLY
WITH RESPECT TO AN EMPLOYER THAT APPLIES FOR COVERAGE EITHER DIRECTLY
FROM THE CORPORATION OR THROUGH AN ASSOCIATION OR TRUST TO WHICH THE
CORPORATION HAS ISSUED COVERAGE AND IN WHICH THE EMPLOYER PARTICIPATES.

s 7. Paragraph 1 of subsection (d) of section 4317 of the insurance
law, as amended by section 72 of part D of chapter 56 of the laws of
2013, 1is amended to read as follows:

(1) This section shall also apply to a contract issued to a group
defined in subsection (c) of section four thousand two hundred thirty-
five of this chapter, including but not limited to an association or

trust of employers, if the group includes one or more member employers
or other member groups which have [fifty] ONE HUNDRED or fewer employees
or members exclusive of spouses and dependents. For contracts issued or
renewed on or after January first, two thousand fourteen, if the group
includes one or more member small group employers eligible for coverage
subject to this section, then such member employers shall be classified
as small groups for rating purposes and the remaining members shall be
rated consistent with the rating rules applicable to such remaining
members pursuant to paragraph two of this subsection.

§ 8. Subsections (h) and (i) of section 4318 of the insurance law are
REPEALED.

§ 9. Subsections (f) and (g) of section 4318 of the insurance law, as
added by chapter 219 of the laws of 2011, are amended to read as
follows:

(f) [With respect to an individual under age nineteen, a corporation
may not impose any pre-existing condition exclusion in an individual or



group contract of hospital, medical, surgical or prescription drug
expense 1insurance pursuant to the requirements of section 2704 of the
Public Health Service Act, 42 U.S.C. § 300gg-3, as made effective by
section 1255(2) of the Affordable Care Act, except for an individual
under age nineteen covered under an individual contract of Thospital,
medical, surgical or prescription drug expense insurance that is a
grandfathered health plan.

(g) Beginning January first, two thousand fourteen, pursuant to
section 2704 of the Public Health Service Act, 42 U.S.C. § 300gg-3, a] A
corporation [may] SHALL not impose any pre-existing condition exclusion
in an individual or group contract of hospital, medical, surgical or
prescription drug expense 1insurance [except in an individual contract
that is a grandfathered health plan].

§ 10. Subdivision 1 of section 4406 of the public health law, as
amended by section 46-a of part D of chapter 56 of the laws of 2013, is
amended to read as follows:

1. The contract between a health maintenance organization and an
enrollee shall Dbe subject to regulation by the superintendent as if it
were a health insurance subscriber contract, and shall include, but not
be limited to, all mandated benefits required by article forty-three of
the insurance law. Such contract shall fully and clearly state the bene-
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fits and limitations therein provided or imposed, so as to facilitate
understanding and comparisons, and to exclude provisions which may be
misleading or unreasonably confusing. Such contract shall be issued to
any individual and dependents of such individual and any group of
[fifty] ONE HUNDRED or fewer employees or members, exclusive of spouses
and dependents, or TO any employee or member of the group, including
dependents, applying for such contract at any time throughout the year[,
and may include a pre-existing condition provision as provided for in
section four thousand three hundred eighteen of the insurance law,
provided, however, that, the]. AN INDIVIDUAL DIRECT PAYMENT CONTRACT
SHALL BE ISSUED ONLY IN ACCORDANCE WITH SECTION FOUR THOUSAND THREE
HUNDRED TWENTY-EIGHT OF THE INSURANCE LAW. THE superintendent may, after
giving consideration to the public interest, exempt a health maintenance
organization from the requirements of this section provided that another
health insurer or health maintenance organization within the health
maintenance organization's same holding company system, as defined in
article fifteen of the insurance law, including a health maintenance
organization operated as a line of business of a health service corpo-
ration licensed under article forty-three of the insurance law, offers
coverage that, at a minimum, complies with this section and provides all
of the consumer protections required to be provided by a health mainte-
nance organization pursuant to this chapter and regulations, including
those consumer protections contained in sections four thousand four
hundred three and four thousand four hundred eight-a of this chapter.
The requirements shall not apply to a health maintenance organization
exclusively serving individuals enrolled pursuant to title eleven of
article five of the social services law, title eleven-D of article five
of the social services law, title one-A of article twenty-five of [the
public health law] THIS CHAPTER or title eighteen of the federal Social
Security Act, and, further provided, that such health maintenance organ-
ization shall not discontinue a contract for an individual receiving
comprehensive-type coverage in effect prior to January first, two thou-
sand four who is ineligible to purchase policies offered after such date
pursuant to this section or section four thousand three hundred [twen-
ty-two of this article] TWENTY-EIGHT OF THE INSURANCE LAW due to the

provision of 42 U.S.C. 1395ss in effect prior to January first, two
thousand four. [Subject to the creditable coverage requirements of
subsection (a) of section four thousand three hundred eighteen of the
insurance law, the organization may, as an alternative to the use of a

pre-existing condition provision, elect to offer contracts without a
pre-existing condition provision to such groups but may require that
coverage shall not become effective until after a specified affiliation
period of not more than sixty days after the application for coverage is
submitted. The organization 1is not required to provide health care
services or benefits during such period and no premium shall be charged
for any coverage during the period. After January first, nineteen
hundred ninety-six, all individual direct payment contracts shall be
issued only pursuant to sections four thousand three hundred twenty-one
and four thousand three hundred twenty-two of the insurance law. Such
contracts may not, with respect to an eligible individual (as defined in
section 2741 (b) of the federal Public Health Service Act, 42 U.S.C. §
300gg-41(b), impose any pre-existing condition exclusion.]

§ 11. This act shall take effect immediately, provided that:

(1) sections one, three, four, six, eight and nine of this act shall
apply to all policies and contracts issued, renewed, modified, altered
or amended on or after January 1, 2020; and
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(2) sections two and seven of this act shall take effect on the same
date as the reversion of paragraph 1 of subsection (g) of section 3231
and paragraph 1 of subsection (d) of section 4317 of the insurance law,
as provided in section 5 of chapter 588 of the laws of 2015, as amended.



SUBPART B

Section 1. Subparagraph (A) of paragraph 5 of subsection (c) of
section 3216 of the insurance law, as amended by chapter 388 of the laws
of 2014, is amended to read as follows:

(A) Any family policy providing hospital or surgical expense insurance
(but not including such insurance against accidental injury only) shall
provide that, in the event such insurance on any person, other than the
policyholder, is terminated because the person is no longer within the
definition of the family as set forth in the policy but before such
person has attained the limiting age, if any, for coverage of adults
specified in the policy, such person shall be entitled to have issued to
that person by the insurer, without evidence of insurability, upon
application therefor and payment of the first premium, within sixty days
after such insurance shall have terminated, an individual conversion
policy that contains the ESSENTIAL HEALTH benefits PACKAGE described in
paragraph [one] THREE of subsection [(b)] (F) of section [four thousand
three hundred twenty-eight of this chapter. The insurer shall offer one
policy at each level of coverage as defined in section 1302(d) of the
affordable care act, 42 U.S.C. § 18022(d).] THREE THOUSAND TWO HUNDRED
SEVENTEEN-I OF THIS ARTICLE. THE INSURER SHALL OFFER ONE POLICY AT EACH
LEVEL OF COVERAGE AS DEFINED IN SUBSECTION (B) OF SECTION THREE THOUSAND
TWO HUNDRED SEVENTEEN-I OF THIS ARTICLE. The individual may choose any
such policy offered by the insurer. Provided, however, the superinten-
dent may, after giving due consideration to the public interest, approve
a request made by an insurer for the insurer to satisfy the requirements
of this subparagraph through the offering of policies that comply with
this subparagraph by another insurer, corporation or health maintenance
organization within the insurer's holding company system, as defined in
article fifteen of this chapter. The conversion privilege afforded here-
in shall also be available upon the divorce or annulment of the marriage
of the policyholder to the former spouse of such policyholder.

§ 2. Subparagraph (E) of paragraph 2 of subsection (g) of section 3216
of the insurance law, as added by chapter 388 of the laws of 2014, is
amended to read as follows:

(E) The superintendent may, after giving due consideration to the
public interest, approve a request made by an insurer for the insurer to
satisfy the requirements of subparagraph (C) of this paragraph through
the offering of policies at each 1level of coverage as defined in
SUBSECTION (B) OF section [1302(d) of the affordable care act, 42 U.S.C.
§ 18022 (d)] THREE THOUSAND TWO HUNDRED SEVENTEEN-I OF THIS ARTICLE that
contains the ESSENTIAL HEALTH benefits PACKAGE described in paragraph
[one] THREE of subsection [(b)] (E) of section [four thousand three
hundred twenty-eight of this chapter] THREE THOUSAND TWO HUNDRED SEVEN-
TEEN-I OF THIS ARTICLE by another insurer, corporation or health mainte-
nance organization within the insurer's same holding company system, as
defined in article fifteen of this chapter.

§ 3. Intentionally omitted.

§ 4. Intentionally omitted.

§ 5. Intentionally omitted.
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S 6. Paragraph 21 of subsection (i) of section 3216 of the insurance
law, as amended by chapter 469 of the laws of 2018, is amended to read
as follows:

(21) Every policy [which] THAT provides coverage for prescription
drugs shall include coverage for the cost of enteral formulas for home
use, whether administered orally or via tube feeding, for which a physi-
cian or other 1licensed health care provider legally authorized to
prescribe under title eight of the education law has 1issued a written
order. Such written order shall state that the enteral formula is clear-
ly medically necessary and has been proven effective as a disease-spe-
cific treatment regimen. Specific diseases and disorders for which
enteral formulas have been proven effective shall include, but are not
limited to, inherited diseases of amino acid or organic acid metabolism;
Crohn's Disease; gastroesophageal reflux; disorders of gastrointestinal
motility such as chronic intestinal pseudo-obstruction; and multiple,
severe food allergies including, but not limited to immunoglobulin E and
nonimmunoglobulin E-mediated allergies to multiple food proteins; severe
food protein induced enterocolitis syndrome; eosinophilic disorders; and
impaired absorption of nutrients caused by disorders affecting the
absorptive surface, function, length, and motility of the gastrointesti-
nal tract. Enteral formulas [which] THAT are medically necessary and
taken under written order from a physician for the treatment of specific
diseases shall be distinguished from nutritional supplements taken elec-
tively. Coverage for certain inherited diseases of amino acid and organ-
ic acid metabolism as well as severe protein allergic conditions shall
include modified solid food products that are low protein [or which],
contain modified protein, or are amino acid based [which] THAT are
medically necessary[, and such coverage for such modified solid food
products for any calendar year or for any continuous period of twelve
months for any insured individual shall not exceed two thousand five
hundred dollars].

§ 7. Paragraph 30 of subsection (i) of section 3216 of the insurance
law, as amended by chapter 377 of the laws of 2014, is amended to read



as follows:

(30) Every policy [which] THAT provides medical coverage that includes
coverage for physician services in a physician's office and every policy
[which] THAT provides major medical or similar comprehensive-type cover-
age shall include coverage for equipment and supplies wused for the
treatment of ostomies, if prescribed by a physician or other licensed
health care provider legally authorized to prescribe under title eight
of the education law. Such coverage shall be subject to annual deduct-
ibles and coinsurance as deemed appropriate by the superintendent. The
coverage required by this paragraph shall be identical to, and shall not
enhance or increase the coverage required as part of essential health
benefits as [required pursuant to] DEFINED IN SUBSECTION (A) OF section
[2707 (a) of the public health services act 42 U.S.C. 300 gg-6(a)] THREE
THOUSAND TWO HUNDRED SEVENTEEN-I OF THIS ARTICLE.

§ 8. Subsection (1) of section 3216 of the insurance law, as added by
section 42 of part D of chapter 56 of the laws of 2013, 1is amended to
read as follows:

(1) [On and after October first, two thousand thirteen, an] AN insurer
shall not offer individual hospital, medical or surgical expense insur-
ance policies unless the policies meet the requirements of subsection
(b) of section four thousand three hundred twenty-eight of this chapter.
Such policies that are offered within the health benefit exchange estab-
lished [pursuant to section 1311 of the affordable care act, 42 U.S.C. §
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18031, or any regulations promulgated thereunder,] BY THIS STATE also
shall meet any requirements established by the health benefit exchange.

§ 9. Subsection (m) of section 3216 of the insurance law, as added by
section 53 of part D of chapter 56 of the laws of 2013, 1is amended to
read as follows:

(m) An insurer shall not be required to offer the policyholder any
benefits that must be made available pursuant to this section if the
benefits must be covered as essential health benefits. For any policy
issued within the health Dbenefit exchange established [pursuant to
section 1311 of the affordable care act, 42 U.S.C. § 18031] BY THIS
STATE, an insurer shall not be required to offer the policyholder any
benefits that must be made available pursuant to this section. For
purposes of this subsection, "essential health benefits" shall have the
meaning set forth in SUBSECTION (A) OF section [1302(b) of the afforda-
ble care act, 42 U.S.C. § 18022 (b)] THREE THOUSAND TWO HUNDRED SEVEN-
TEEN-I OF THIS ARTICLE.

§ 10. The insurance law is amended by adding a new section 3217-i to
read as follows:

§ 3217-I. ESSENTIAL HEALTH BENEFITS PACKAGE AND LIMIT ON COST-SHARING.
(A) (1) FOR PURPOSES OF THIS ARTICLE, "ESSENTIAL HEALTH BENEFITS" SHALL
MEAN THE FOLLOWING CATEGORIES OF BENEFITS:

(A) AMBULATORY PATIENT SERVICES;
(B) EMERGENCY SERVICES;

(C) HOSPITALIZATION;

(D) MATERNITY AND NEWBORN CARE;

(E) MENTAL HEALTH AND SUBSTANCE USE DISORDER SERVICES, INCLUDING
BEHAVIORAL HEALTH TREATMENT;

(F) PRESCRIPTION DRUGS;

(G) REHABILITATIVE AND HABILITATIVE SERVICES AND DEVICES;

(H) LABORATORY SERVICES;

(I) PREVENTIVE AND WELLNESS SERVICES AND CHRONIC DISEASE MANAGEMENT;
AND

(J) PEDIATRIC SERVICES, INCLUDING ORAL AND VISION CARE.

(2) AN INSURER SHALL NOT BE REQUIRED TO PROVIDE COVERAGE FOR PEDIATRIC
ORAL SERVICES AS AN ESSENTIAL HEALTH BENEFIT IF:

(A) FOR COVERAGE OFFERED THROUGH THE EXCHANGE ESTABLISHED BY THIS
STATE, THE EXCHANGE HAS DETERMINED SUFFICIENT COVERAGE OF THE PEDIATRIC
ORAL BENEFIT IS AVAILABLE THROUGH STAND-ALONE DENTAL PLANS CERTIFIED BY
THE EXCHANGE; OR

(B) FOR COVERAGE OFFERED OUTSIDE THE EXCHANGE, THE INSURER OBTAINS
REASONABLE WRITTEN ASSURANCE THAT THE INDIVIDUAL OR GROUP HAS OBTAINED A
STAND-ALONE DENTAL PLAN THAT HAS BEEN APPROVED BY THE SUPERINTENDENT AS
MEETING EXCHANGE CERTIFICATION STANDARDS.

(B) (1) EVERY INDIVIDUAL AND SMALL GROUP ACCIDENT AND HEALTH INSURANCE
POLICY THAT PROVIDES HOSPITAL, SURGICAL, OR MEDICAL EXPENSE COVERAGE AND
IS NOT A GRANDFATHERED HEALTH PLAN SHALL PROVIDE COVERAGE THAT MEETS THE
ACTUARIAL REQUIREMENTS OF ONE OF THE FOLLOWING LEVELS OF COVERAGE:

(A) BRONZE LEVEL. A PLAN IN THE BRONZE LEVEL SHALL PROVIDE A LEVEL OF
COVERAGE THAT IS DESIGNED TO PROVIDE BENEFITS THAT ARE ACTUARIALLY
EQUIVALENT TO SIXTY PERCENT OF THE FULL ACTUARIAL VALUE OF THE BENEFITS
PROVIDED UNDER THE PLAN;

(B) SILVER LEVEL. A PLAN IN THE SILVER LEVEL SHALL PROVIDE A LEVEL OF
COVERAGE THAT IS DESIGNED TO PROVIDE BENEFITS THAT ARE ACTUARIALLY
EQUIVALENT TO SEVENTY PERCENT OF THE FULL ACTUARIAL VALUE OF THE BENE-
FITS PROVIDED UNDER THE PLAN;
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(C) GOLD LEVEL. A PLAN IN THE GOLD LEVEL SHALL PROVIDE A LEVEL OF

COVERAGE THAT IS DESIGNED TO PROVIDE BENEFITS THAT ARE ACTUARIALLY
EQUIVALENT TO EIGHTY PERCENT OF THE FULL ACTUARIAL VALUE OF THE BENEFITS



PROVIDED UNDER THE PLAN; OR

(D) PLATINUM LEVEL. A PLAN IN THE PLATINUM LEVEL SHALL PROVIDE A LEVEL
OF COVERAGE THAT IS DESIGNED TO PROVIDE BENEFITS THAT ARE ACTUARIALLY
EQUIVALENT TO NINETY PERCENT OF THE FULL ACTUARIAL VALUE OF THE BENEFITS
PROVIDED UNDER THE PLAN.

(2) THE SUPERINTENDENT MAY PROVIDE FOR A VARIATION IN THE ACTUARIAL
VALUES USED 1IN DETERMINING THE LEVEL OF COVERAGE OF A PLAN TO ACCOUNT
FOR THE DIFFERENCES IN ACTUARIAL ESTIMATES.

(3) EVERY STUDENT ACCIDENT AND HEALTH INSURANCE POLICY SHALL PROVIDE
COVERAGE THAT MEETS AT LEAST SIXTY PERCENT OF THE FULL ACTUARIAL VALUE
OF THE BENEFITS PROVIDED UNDER THE POLICY. THE POLICY'S SCHEDULE OF
BENEFITS SHALL INCLUDE THE LEVEL AS DESCRIBED IN PARAGRAPH ONE OF THIS
SUBSECTION NEAREST TO, BUT BELOW THE ACTUAL ACTUARIAL VALUE.

(C) EVERY INDIVIDUAL OR GROUP ACCIDENT AND HEALTH INSURANCE POLICY
THAT PROVIDES HOSPITAL, SURGICAL, OR MEDICAL EXPENSE COVERAGE AND IS NOT
A GRANDFATHERED HEALTH PLAN, AND EVERY STUDENT ACCIDENT AND HEALTH
INSURANCE POLICY SHALL LIMIT THE INSURED'S COST-SHARING FOR IN-NETWORK
SERVICES IN A POLICY YEAR TO NOT MORE THAN THE MAXIMUM OUT-OF-POCKET
AMOUNT DETERMINED BY THE SUPERINTENDENT FOR ALL POLICIES SUBJECT TO THIS
SECTION. SUCH AMOUNT SHALL NOT EXCEED ANY ANNUAL OUT-OF-POCKET LIMIT ON
COST-SHARING SET BY THE UNITED STATES SECRETARY OF HEALTH AND HUMAN
SERVICES, IF AVAILABLE.

(D) THE SUPERINTENDENT MAY REQUIRE THE USE OF MODEL LANGUAGE DESCRIB-
ING THE COVERAGE REQUIREMENTS FOR ANY ACCIDENT AND HEALTH INSURANCE
POLICY FORM THAT IS SUBJECT TO THE SUPERINTENDENT'S APPROVAL PURSUANT TO
SECTION THREE THOUSAND TWO HUNDRED ONE OF THIS ARTICLE.

(E) FOR PURPOSES OF THIS SECTION:

(1) "ACTUARIAL VALUE" MEANS THE PERCENTAGE OF THE TOTAL EXPECTED
PAYMENTS BY THE INSURER FOR BENEFITS PROVIDED TO A STANDARD POPULATION,
WITHOUT REGARD TO THE POPULATION TO WHOM THE INSURER ACTUALLY PROVIDES
BENEFITS;

(2) "COST-SHARING" MEANS ANNUAL DEDUCTIBLES, COINSURANCE, COPAYMENTS,
OR SIMILAR CHARGES, FOR COVERED SERVICES;

(3) "ESSENTIAL HEALTH BENEFITS PACKAGE" MEANS COVERAGE THAT:

(A) PROVIDES FOR ESSENTIAL HEALTH BENEFITS;

(B) LIMITS COST-SHARING FOR SUCH COVERAGE IN ACCORDANCE WITH
SUBSECTION (C) OF THIS SECTION; AND

(C) PROVIDES ONE OF THE LEVELS OF COVERAGE DESCRIBED IN SUBSECTION (B)
OF THIS SECTION;

(4) "GRANDFATHERED HEALTH PLAN" MEANS COVERAGE PROVIDED BY AN INSURER
IN WHICH AN INDIVIDUAL WAS ENROLLED ON MARCH TWENTY-THIRD, TWO THOUSAND
TEN FOR AS LONG AS THE COVERAGE MAINTAINS GRANDFATHERED STATUS IN
ACCORDANCE WITH SECTION 1251 (E) OF THE AFFORDABLE CARE ACT, 42 U.S.C. S
18011 (E);

(5) "SMALL GROUP" MEANS A GROUP OF ONE HUNDRED OR FEWER EMPLOYEES OR
MEMBERS EXCLUSIVE OF SPOUSES AND DEPENDENTS; AND

(6) "STUDENT ACCIDENT AND HEALTH INSURANCE" SHALL HAVE THE MEANING SET
FORTH IN SUBSECTION (A) OF SECTION THREE THOUSAND TWO HUNDRED FORTY OF
THIS ARTICLE.

§ 11. Subsection (g) of section 3221 of the insurance law, as amended
by chapter 388 of the laws of 2014, is amended to read as follows:

(g) For conversion purposes, an insurer shall offer to the employee or
member a policy at each level of coverage as defined in SUBSECTION (B)

S. 1507--C 45 A. 2007--C

OF section [1302(d) of the affordable care act, 42 U.S.C. § 18022(d)]
THREE THOUSAND TWO HUNDRED SEVENTEEN-I OF THIS ARTICLE that contains the
ESSENTIAL HEALTH benefits PACKAGE described in paragraph [one] THREE of
subsection [(b)] (E) of section [four thousand three hundred twenty-
eight of this chapter] THREE THOUSAND TWO HUNDRED SEVENTEEN-I OF THIS
ARTICLE. Provided, however, the superintendent may, after giving due
consideration to the public interest, approve a request made Dby an
insurer for the insurer to satisfy the requirements of this subsection
and subsections (e) and (f) of this section through the offering of
policies that comply with this subsection by another insurer, corpo-
ration or health maintenance organization within the insurer's holding
company system, as defined in article fifteen of this chapter.

§ 12. Subsection (h) of section 3221 of the insurance law, as added by
section 54 of part D of chapter 56 of the laws of 2013, is amended to
read as follows:

(h) Every small group policy or association group policy delivered or
issued for delivery in this state that provides coverage for hospital,
medical or surgical expense insurance and is not a grandfathered health
plan shall provide coverage for the essential health [benefit] BENEFITS
package [as required in section 2707 (a) of the public health service
act, 42 U.S.C. § 300gg-6(a)]. For purposes of this subsection:

(1) ‘"essential health benefits package" shall have the meaning set
forth in PARAGRAPH THREE OF SUBSECTION (E) OF section [1302 (a) of the
affordable care act, 42 U.S.C. § 18022 (a)] THREE THOUSAND TWO HUNDRED
SEVENTEEN-I OF THIS ARTICLE;

(2) "grandfathered health plan" means coverage provided by an insurer
in which an individual was enrolled on March twenty-third, two thousand
ten for as long as the coverage maintains grandfathered status in
accordance with section 1251 (e) of the affordable care act, 42 U.S.C. §
18011 (e);

(3) "small group" means a group of [fifty or fewer -employees or



members exclusive of spouses and dependents; provided, however, that
beginning January first, two thousand sixteen, "small group" means a
group of] one hundred or fewer employees or members exclusive of spouses
and dependents; and

(4) "association group" means a group defined in subparagraphs (B),
(D), (H), (K), (L) or (M) of paragraph one of subsection (c) of section
four thousand two hundred thirty-five of this chapter, provided that:

(A) the group includes one or more individual members; or

(B) the group includes one or more member employers or other member
groups that are small groups.

§ 13. Subsection (i) of section 3221 of the insurance law, as added by
section 54 of part D of chapter 56 of the laws of 2013, 1is amended to
read as follows:

(i) An insurer shall not be required to offer the policyholder any
benefits that must be made available pursuant to this section 1if the
benefits must be covered pursuant to subsection (h) of this section. For
any policy issued within the health benefit exchange established [pursu-
ant to section 1311 of the affordable care act, 42 U.S.C. § 18031] BY
THIS STATE, an insurer shall not be required to offer the policyholder
any benefits that must be made available pursuant to this section.

§ 14. Paragraph 11 of subsection (k) of section 3221 of the insurance
law, as amended by chapter 469 of the laws of 2018, is amended to read
as follows:

(11) Every policy [which] THAT provides coverage for prescription
drugs shall include coverage for the cost of enteral formulas for home
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use, whether administered orally or via tube feeding, for which a physi-
cian or other 1licensed health care provider legally authorized to
prescribe under title eight of the education law has issued a written
order. Such written order shall state that the enteral formula is clear-
ly medically necessary and has been proven effective as a disease-spe-
cific treatment regimen. Specific diseases and disorders for which
enteral formulas have been proven effective shall include, but are not
limited to, inherited diseases of amino-acid or organic acid metabolism;
Crohn's Disease; gastroesophageal reflux; disorders of gastrointestinal
motility such as chronic intestinal pseudo-obstruction; and multiple,
severe food allergies including, but not limited to immunoglobulin E and
nonimmunoglobulin E-mediated allergies to multiple food proteins; severe
food protein induced enterocolitis syndrome; eosinophilic disorders and
impaired absorption of nutrients caused by disorders affecting the
absorptive surface, function, length, and motility of the gastrointesti-
nal tract. Enteral formulas [which] THAT are medically necessary and
taken under written order from a physician for the treatment of specific
diseases shall be distinguished from nutritional supplements taken elec-
tively. Coverage for certain inherited diseases of amino acid and organ-
ic acid metabolism as well as severe protein allergic conditions shall
include modified solid food products that are low protein [or which],
contain modified protein, or are amino acid based [which] THAT are
medically necessary[, and such coverage for such modified solid food
products for any calendar year or for any continuous period of twelve
months for any insured individual shall not exceed two thousand five
hundred dollars].

§ 15. Intentionally omitted.

§ 16. Paragraph 19 of subsection (k) of section 3221 of the insurance
law, as amended by chapter 377 of the laws of 2014, is amended to read
as follows:

(19) Every group or blanket accident and health insurance policy
delivered or issued for delivery in this state [which] THAT provides
medical coverage that includes coverage for physician services in a
physician's office and every policy [which] THAT provides major medical
or similar comprehensive-type coverage shall include coverage for equip-
ment and supplies used for the treatment of ostomies, if prescribed by a
physician or other licensed health care provider legally authorized to
prescribe under title eight of the education law. Such coverage shall be
subject to annual deductibles and coinsurance as deemed appropriate by
the superintendent. The coverage required by this paragraph shall be
identical to, and shall not enhance or increase the coverage required as
part of essential health benefits as [required pursuant to] DEFINED IN
SUBSECTION (A) OF section [2707 (a) of the public health services act 42
U.S.C. 300 gg-6(a)]l THREE THOUSAND TWO HUNDRED SEVENTEEN-I OF THIS
ARTICLE.

§ 17. Intentionally omitted.

§ 18. Intentionally omitted.

§ 19. Intentionally omitted.

§ 20. Paragraph 4 of subsection (a) of section 3231 of the insurance
law, as amended by section 69 of part D of chapter 56 of the laws of
2013, is amended to read as follows:

(4) For the purposes of this section, "community rated" means a rating
methodology in which the premium for all persons covered by a policy
form 1is the same based on the experience of the entire pool of risks of
all individuals or small groups covered by the insurer without regard to
age, sex, health status, tobacco usage or occupation, excluding those
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individuals or small groups covered by medicare supplemental insurance.
For medicare supplemental insurance coverage, "community rated" means a
rating methodology in which the premiums for all persons covered by a
policy or contract form 1is the same based on the experience of the
entire pool of risks covered by that policy or contract form without
regard to age, sex, health status, tobacco wusage or occupation.
[Catastrophic health insurance policies 1issued pursuant to section
1302 (e) of the affordable care act, 42 U.S.C. § 18022(e), shall be clas-
sified in a distinct community rating pool.]

§ 21. Subsection (d) of section 3240 of the insurance law, as added by
section 41 of part D of chapter 56 of the laws of 2013, is amended to
read as follows:

(d) A student accident and health insurance policy or contract shall
provide coverage for essential health benefits as defined in SUBSECTION
(A) OF section [1302 (b) of the affordable care act, 42 U.S.C. §

18022 (b) ] THREE THOUSAND TWO HUNDRED SEVENTEEN-I OR SUBSECTION (A) OF
SECTION FOUR THOUSAND THREE HUNDRED SIX-H OF THIS CHAPTER, AS
APPLICABLE.

§ 22. Subparagraph (A) of paragraph 3 of subsection (d) of section
4235 of the insurance law, as added by section 60 of part D of chapter
56 of the laws of 2013, is amended to read as follows:

(A) "employee" shall have the meaning set forth in [section 2791 of
the public health service act, 42 U.S.C. § 300gg-91(d) (5) or any regu-
lations promulgated thereunder] THE EMPLOYEE RETIREMENT INCOME SECURITY
ACT OF 1974, 29 U.S.C. § 1002(6); and

§ 23. Intentionally omitted.

§ 24. Intentionally omitted.

§ 25. Intentionally omitted.

§ 26. Subsection (u-1) of section 4303 of the insurance law, as
amended by chapter 377 of the laws of 2014, is amended to read as
follows:

(u-1) A medical expense indemnity corporation or a health service
corporation which provides medical coverage that includes coverage for
physician services in a physician's office and every policy which
provides major medical or similar comprehensive-type coverage shall
include coverage for equipment and supplies used for the treatment of
ostomies, 1if ©prescribed by a physician or other licensed health care
provider legally authorized to prescribe under title eight of the educa-
tion law. Such coverage shall be subject to annual deductibles and coin-
surance as deemed appropriate Dby the superintendent. The coverage
required by this subsection shall be identical to, and shall not enhance
or increase the coverage required as part of essential health benefits
as [required pursuant to] DEFINED IN SUBSECTION (A) OF section [2707 (a)
of the public health services act 42 U.S.C. 300 gg-6(a)] FOUR THOUSAND
THREE HUNDRED SIX-H OF THIS ARTICLE.

§ 27. Subsection (y) of section 4303 of the insurance law, as amended
by chapter 469 of the laws of 2018, is amended to read as follows:

(y) Every contract [which] THAT provides coverage for prescription
drugs shall include coverage for the cost of enteral formulas for home
use, whether administered orally or via tube feeding, for which a physi-
cian or other licensed health care provider legally authorized to
prescribe under title eight of the education law has issued a written
order. Such written order shall state that the enteral formula is clear-
ly medically necessary and has been proven effective as a disease-spe-
cific treatment regimen. Specific diseases and disorders for which
enteral formulas have been proven effective shall include, but are not
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limited to, inherited diseases of amino-acid or organic acid metabolism;
Crohn's Disease; gastroesophageal reflux; disorders of gastrointestinal
motility such as <chronic intestinal pseudo-obstruction; and multiple,
severe food allergies including, but not limited to immunoglobulin E and
nonimmunoglobulin E-mediated allergies to multiple food proteins; severe
food protein induced enterocolitis syndrome; eosinophilic disorders; and
impaired absorption of nutrients caused by disorders affecting the
absorptive surface, function, length, and motility of the gastrointesti-
nal tract. Enteral formulas [which] THAT are medically necessary and
taken under written order from a physician for the treatment of specific
diseases shall be distinguished from nutritional supplements taken elec-
tively. Coverage for certain inherited diseases of amino acid and organ-
ic acid metabolism as well as severe protein allergic conditions shall
include modified solid food products that are low protein, [or which]
contain modified protein, or are amino acid based [which] THAT are
medically necessary[, and such coverage for such modified solid food
products for any calendar year or for any continuous period of twelve
months for any insured individual shall not exceed two thousand five
hundred dollars].

§ 28. Intentionally omitted.

S 29. Subsection (11) of section 4303 of the insurance law, as added
by section 55 of part D of chapter 56 of the laws of 2013, is amended to
read as follows:

(11) Every small group contract or association group contract [deliv-
ered or issued for delivery in this state] ISSUED BY A CORPORATION
SUBJECT TO THE PROVISIONS OF THIS ARTICLE that provides coverage for
hospital, medical or surgical expense insurance and is not a grandfa-
thered health plan shall provide coverage for the essential health



[benefit] BENEFITS package [as required in section 2707 (a) of the public

health service act, 42 U.S.C. § 300gg-6(a)]. For purposes of this
subsection:
(1) "essential health benefits package" shall have the meaning set

forth in PARAGRAPH THREE OF SUBSECTION (E) OF section [1302(a) of the
affordable care act, 42 U.S.C. § 18022 (a)] FOUR THOUSAND THREE HUNDRED
SIX-H OF THIS ARTICLE;

(2) "grandfathered health plan" means coverage provided by a corpo-
ration in which an individual was enrolled on March twenty-third, two
thousand ten for as long as the coverage maintains grandfathered status
in accordance with section 1251 (e) of the affordable care act, 42 U.S.C.
§ 18011 (e); and

(3) "small group" means a group of [fifty or fewer employees or
members exclusive of spouses and dependents. Beginning January first,
two thousand sixteen, "small group" means a group of] one hundred or
fewer employees or members exclusive of spouses and dependents; and

(4) T"association group" means a group defined in subparagraphs (B),
(D), (H), (K), (L) or (M) of paragraph one of subsection (c) of section
four thousand two hundred thirty-five of this chapter, provided that:

(A) the group includes one or more individual members; or

(B) the group includes one or more member employers or other member
groups that are small groups.

§ 30. Subsection (mm) of section 4303 of the insurance law, as added
by section 55 of part D of chapter 56 of the laws of 2013, is amended to
read as follows:

(mm) A corporation shall not be required to offer the contract holder
any benefits that must be made available pursuant to this section if
such Dbenefits must Dbe covered pursuant to subsection (kk) of this
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section. For any contract issued within the health benefit exchange
established [pursuant to section 1311 of the affordable care act, 42
U.S.C. § 18031] BY THIS STATE, a corporation shall not be required to
offer the contract holder any benefits that must be made available
pursuant to this section.

§ 31. Item (i) of subparagraph (C) of paragraph 2 of subsection (c) of
section 4304 of the insurance law, as amended by chapter 317 of the laws
of 2017, 1is amended to read as follows:

(1) Discontinuance of a class of contract upon not less than ninety
days' prior written notice. 1In exercising the option to discontinue
coverage pursuant to this item, the corporation must act uniformly with-
out regard to any health status-related factor of enrolled individuals
or individuals who may become eligible for such coverage and must offer
to subscribers or group remitting agents, as may be appropriate, the
option to purchase all other individual health insurance coverage
currently being offered by the corporation to applicants in that market.
Provided, however, the superintendent may, after giving due consider-
ation to the public interest, approve a request made by a corporation
for the corporation to satisfy the requirements of this item through the
offering of contracts at each level of coverage as defined in SUBSECTION
(B) OF section [1302(d) of the affordable care act, 42 U.S.C. §

18022 (d)] FOUR THOUSAND THREE HUNDRED SIX-H OF THIS ARTICLE that
contains the ESSENTIAL HEALTH benefits PACKAGE described in paragraph
[one] THREE of subsection [ (b)] (E) of section four thousand three

hundred [twenty-eight] SIX-H of this [chapter] ARTICLE by another corpo-
ration, insurer or health maintenance organization within the corpo-
ration's same holding company system, as defined in article fifteen of
this chapter.

§ 32. Paragraph 1 of subsection (e) of section 4304 of the insurance
law, as amended by chapter 388 of the laws of 2014, is amended to read
as follows:

(1) (A) If any such contract is terminated in accordance with the
provisions of paragraph one of subsection (c) of this section, or any
such contract is terminated because of a default by the remitting agent
in the payment of premiums not cured within the grace period and the
remitting agent has not replaced the contract with similar and contin-
uous coverage for the same group whether insured or self-insured, or any
such contract is terminated in accordance with the provisions of subpar-
agraph (E) of paragraph two of subsection (c) of this section, or if an
individual other than the contract holder is no longer covered under a
"family contract" Dbecause the individual is no longer within the defi-
nition set forth in the contract, or a spouse is no longer covered under
the contract because of divorce from the contract holder or annulment of
the marriage, or any such contract is terminated because of the death of
the contract holder, then such individual, former spouse, or in the case
of the death of the contract holder the surviving spouse or other depen-
dents of the deceased contract holder covered under the contract, as the
case may be, shall be entitled to convert, without evidence of insura-
bility, wupon application therefor and the making of the first payment
thereunder within sixty days after the date of termination of such
contract, to a contract that contains the ESSENTIAL HEALTH benefits
PACKAGE described in paragraph [one] THREE of subsection [ (b)] (E) of
section four thousand three hundred [twenty-eight] SIX-H of this [chap-
ter] ARTICLE.

(B) The corporation shall offer one contract at each level of coverage
as defined in SUBSECTION (B) OF section [1302(d) of the affordable care
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act, 42 U.S.C. § 18022(d)] FOUR THOUSAND THREE HUNDRED SIX-H OF THIS
ARTICLE. The individual may choose any such contract offered by the
corporation. Provided, however, the superintendent may, after giving due
consideration to the public interest, approve a request made by a corpo-
ration for the corporation to satisfy the requirements of this paragraph
through the offering of contracts that comply with this paragraph by
another corporation, insurer or health maintenance organization within
the corporation's same holding company system, as defined in article
fifteen of this chapter.

(C) The effective date of the coverage provided by the converted
direct payment contract shall be the date of the termination of coverage
under the contract from which conversion was made.

§ 33. Subsection (1) of section 4304 of the insurance law, as added by
section 43 of part D of chapter 56 of the laws of 2013, is amended to
read as follows:

(1) [On and after October first, two thousand thirteen, al A corpo-
ration shall not offer individual hospital, medical, or surgical expense
insurance contracts wunless the contracts meet the requirements of
subsection (b) of section four thousand three hundred twenty-eight of
this article. Such contracts that are offered within the health benefit
exchange established [pursuant to section 1311 of the affordable care
act, 42 U.S.C. § 18031, or any regulations promulgated thereunder,] BY
THIS STATE also shall meet any requirements established by the health
benefit exchange. To the extent that a holder of a special purpose
certificate of authority issued pursuant to section four thousand four
hundred three-a of the public health law offers individual hospital,
medical, or surgical expense insurance contracts, the contracts shall
meet the requirements of subsection (b) of section four thousand three
hundred twenty-eight of this article.

§ 34. Subparagraph (A) of paragraph 1 of subsection (d) of section
4305 of the insurance law, as amended by chapter 388 of the laws of
2014, is amended to read as follows:

(A) A group contract issued pursuant to this section shall contain a
provision to the effect that in case of a termination of coverage under
such contract of any member of the group because of (i) termination for
any reason whatsoever of the member's employment or membership, or (ii)
termination for any reason whatsoever of the group contract itself
unless the group contract holder has replaced the group contract with
similar and continuous coverage for the same group whether insured or
self-insured, the member shall be entitled to have issued to the member
by the corporation, without evidence of insurability, upon application
therefor and payment of the first premium made to the corporation within
sixty days after termination of the coverage, an individual direct
payment contract, covering such member and the member's eligible depen-
dents who were covered by the group contract, which provides coverage
that contains the ESSENTIAL HEALTH benefits PACKAGE described in para-
graph [one] THREE of subsection [(b)] (E) of section four thousand three
hundred [twenty-eight] SIX-H of this [chapter] ARTICLE. The corporation
shall offer one contract at each 1level of coverage as defined 1in
SUBSECTION (B) OF section [1302(d) of the affordable care act, 42 U.S.C.
S 18022 (d)] FOUR THOUSAND THREE HUNDRED SIX-H OF THIS ARTICLE. The
member may choose any such contract offered by the corporation.
Provided, however, the superintendent may, after giving due consider-
ation to the public interest, approve a request made by a corporation
for the corporation to satisfy the requirements of this subparagraph
through the offering of contracts that comply with this subparagraph by
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another corporation, insurer or health maintenance organization within
the corporation's same holding company system, as defined in article
fifteen of this chapter.

§ 35. The insurance law is amended by adding a new section 4306-h to
read as follows:

§ 4306-H. ESSENTIAL HEALTH BENEFITS PACKAGE AND LIMIT ON COST-SHARING.
(A) (1) FOR PURPOSES OF THIS ARTICLE, "ESSENTIAL HEALTH BENEFITS" SHALL
MEAN THE FOLLOWING CATEGORIES OF BENEFITS:

(A) AMBULATORY PATIENT SERVICES;

(B) EMERGENCY SERVICES;

(C) HOSPITALIZATION;

(D) MATERNITY AND NEWBORN CARE;

(E) MENTAL HEALTH AND SUBSTANCE USE DISORDER SERVICES, INCLUDING
BEHAVIORAL HEALTH TREATMENT;

(F) PRESCRIPTION DRUGS;

(G) REHABILITATIVE AND HABILITATIVE SERVICES AND DEVICES;

(H) LABORATORY SERVICES;

(I) PREVENTIVE AND WELLNESS SERVICES AND CHRONIC DISEASE MANAGEMENT;
AND

(J) PEDIATRIC SERVICES, INCLUDING ORAL AND VISION CARE.

(2) A CORPORATION SHALL NOT BE REQUIRED TO PROVIDE COVERAGE FOR PEDIA-
TRIC ORAL SERVICES AS AN ESSENTIAL HEALTH BENEFIT IF:

(A) FOR COVERAGE OFFERED THROUGH THE EXCHANGE ESTABLISHED BY THIS
STATE, THE EXCHANGE HAS DETERMINED SUFFICIENT COVERAGE OF THE PEDIATRIC
ORAL BENEFIT IS AVAILABLE THROUGH STAND-ALONE DENTAL PLANS CERTIFIED BY



THE EXCHANGE; OR

(B) FOR COVERAGE OFFERED OUTSIDE THE EXCHANGE, THE CORPORATION OBTAINS
REASONABLE WRITTEN ASSURANCE THAT THE INDIVIDUAL OR GROUP HAS OBTAINED A
STAND-ALONE DENTAL PLAN THAT HAS BEEN APPROVED BY THE SUPERINTENDENT AS
MEETING EXCHANGE CERTIFICATION STANDARDS.

(B) (1) EVERY INDIVIDUAL AND SMALL GROUP CONTRACT THAT PROVIDES HOSPI-
TAL, SURGICAL, OR MEDICAL EXPENSE COVERAGE AND IS NOT A GRANDFATHERED
HEALTH PLAN SHALL PROVIDE COVERAGE THAT MEETS THE ACTUARIAL REQUIREMENTS
OF ONE OF THE FOLLOWING LEVELS OF COVERAGE:

(A) BRONZE LEVEL. A PLAN IN THE BRONZE LEVEL SHALL PROVIDE A LEVEL OF
COVERAGE THAT IS DESIGNED TO PROVIDE BENEFITS THAT ARE ACTUARIALLY
EQUIVALENT TO SIXTY PERCENT OF THE FULL ACTUARIAL VALUE OF THE BENEFITS
PROVIDED UNDER THE PLAN;

(B) SILVER LEVEL. A PLAN IN THE SILVER LEVEL SHALL PROVIDE A LEVEL OF
COVERAGE THAT IS DESIGNED TO PROVIDE BENEFITS THAT ARE ACTUARIALLY
EQUIVALENT TO SEVENTY PERCENT OF THE FULL ACTUARIAL VALUE OF THE BENE-
FITS PROVIDED UNDER THE PLAN;

(C) GOLD LEVEL. A PLAN IN THE GOLD LEVEL SHALL PROVIDE A LEVEL OF
COVERAGE THAT IS DESIGNED TO PROVIDE BENEFITS THAT ARE ACTUARIALLY
EQUIVALENT TO EIGHTY PERCENT OF THE FULL ACTUARIAL VALUE OF THE BENEFITS
PROVIDED UNDER THE PLAN; OR

(D) PLATINUM LEVEL. A PLAN IN THE PLATINUM LEVEL SHALL PROVIDE A LEVEL
OF COVERAGE THAT IS DESIGNED TO PROVIDE BENEFITS THAT ARE ACTUARIALLY
EQUIVALENT TO NINETY PERCENT OF THE FULL ACTUARIAL VALUE OF THE BENEFITS
PROVIDED UNDER THE PLAN.

(2) THE SUPERINTENDENT MAY PROVIDE FOR A VARIATION IN THE ACTUARIAL
VALUES USED IN DETERMINING THE LEVEL OF COVERAGE OF A PLAN TO ACCOUNT
FOR THE DIFFERENCES IN ACTUARIAL ESTIMATES.

(3) EVERY STUDENT ACCIDENT AND HEALTH INSURANCE CONTRACT SHALL PROVIDE
COVERAGE THAT MEETS AT LEAST SIXTY PERCENT OF THE FULL ACTUARIAL VALUE
OF THE BENEFITS PROVIDED UNDER THE CONTRACT. THE CONTRACT'S SCHEDULE OF
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BENEFITS SHALL INCLUDE THE LEVEL AS DESCRIBED IN PARAGRAPH ONE OF THIS
SUBSECTION NEAREST TO, BUT BELOW THE ACTUAL ACTUARIAL VALUE.

(C) EVERY INDIVIDUAL OR GROUP CONTRACT THAT PROVIDES HOSPITAL, SURGI-
CAL, OR MEDICAL EXPENSE COVERAGE AND IS NOT A GRANDFATHERED HEALTH PLAN,
AND EVERY STUDENT ACCIDENT AND HEALTH INSURANCE CONTRACT SHALL LIMIT THE
INSURED'S COST-SHARING FOR IN-NETWORK SERVICES IN A CONTRACT YEAR TO NOT
MORE THAN THE MAXIMUM OUT-OF-POCKET AMOUNT DETERMINED BY THE SUPERINTEN-
DENT FOR ALL CONTRACTS SUBJECT TO THIS SECTION. SUCH AMOUNT SHALL NOT
EXCEED ANY ANNUAL OUT-OF-POCKET LIMIT ON COST-SHARING SET BY THE UNITED
STATES SECRETARY OF HEALTH AND HUMAN SERVICES, IF AVAILABLE.

(D) THE SUPERINTENDENT MAY REQUIRE THE USE OF MODEL LANGUAGE DESCRIB-
ING THE COVERAGE REQUIREMENTS FOR ANY FORM THAT IS SUBJECT TO THE
APPROVAL OF THE SUPERINTENDENT PURSUANT TO SECTION FOUR THOUSAND THREE
HUNDRED EIGHT OF THIS ARTICLE.

(E) FOR PURPOSES OF THIS SECTION:

(1) "ACTUARIAL VALUE" MEANS THE PERCENTAGE OF THE TOTAL EXPECTED
PAYMENTS BY THE CORPORATION FOR BENEFITS PROVIDED TO A STANDARD POPU-
LATION, WITHOUT REGARD TO THE POPULATION TO WHOM THE CORPORATION ACTUAL-
LY PROVIDES BENEFITS;

(2) "COST-SHARING" MEANS ANNUAL DEDUCTIBLES, COINSURANCE, COPAYMENTS,
OR SIMILAR CHARGES, FOR COVERED SERVICES;

(3) "ESSENTIAL HEALTH BENEFITS PACKAGE" MEANS COVERAGE THAT:

(A) PROVIDES FOR ESSENTIAL HEALTH BENEFITS;

(B) LIMITS COST-SHARING FOR SUCH COVERAGE IN ACCORDANCE WITH
SUBSECTION (C) OF THIS SECTION; AND

(C) PROVIDES ONE OF THE LEVELS OF COVERAGE DESCRIBED IN SUBSECTION (B)
OF THIS SECTION;

(4) "GRANDFATHERED HEALTH PLAN" MEANS COVERAGE PROVIDED BY A CORPO-
RATION IN WHICH AN INDIVIDUAL WAS ENROLLED ON MARCH TWENTY-THIRD, TWO
THOUSAND TEN FOR AS LONG AS THE COVERAGE MAINTAINS GRANDFATHERED STATUS
IN ACCORDANCE WITH SECTION 1251 (E) OF THE AFFORDABLE CARE ACT, 42 U.S.C.
§ 18011 (E);

(5) "SMALL GROUP" MEANS A GROUP OF ONE HUNDRED OR FEWER EMPLOYEES OR
MEMBERS EXCLUSIVE OF SPOUSES AND DEPENDENTS; AND

(6) "STUDENT ACCIDENT AND HEALTH INSURANCE" SHALL HAVE THE MEANING SET
FORTH IN SUBSECTION (A) OF SECTION THREE THOUSAND TWO HUNDRED FORTY OF
THIS CHAPTER.

§ 36. Paragraph 4 of subsection (a) of section 4317 of the insurance
law, as amended by section 72 of part D of chapter 56 of the laws of
2013, 1is amended to read as follows:

(4) For the purposes of this section, "community rated" means a rating
methodology in which the premium for all persons covered by a policy or
contract form is the same, based on the experience of the entire pool of
risks of all individuals or small groups covered by the corporation
without regard to age, sex, health status, tobacco usage or occupation
excluding those individuals of small groups covered by Medicare supple-
mental insurance. For medicare supplemental insurance coverage, "commu-
nity rated" means a rating methodology in which the premiums for all
persons covered by a policy or contract form is the same based on the
experience of the entire pool of risks covered by that policy or
contract form without regard to age, sex, health status, tobacco usage
or occupation. [Catastrophic health insurance contracts issued pursuant
to section 1302 (e) of the affordable care act, 42 U.S.C. § 18022(e),



shall be classified in a distinct community rating pool.]
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s 37. Subsections (d), (e) and (j) of section 4326 of the insurance
law, as amended by section 56 of part D of chapter 56 of the laws of
2013, are amended to read as follows:

(d) A qualifying group health insurance contract shall provide cover-
age for the essential health [benefit] BENEFITS package as [required in]
DEFINED IN PARAGRAPH THREE OF SUBSECTION (E) OF section [2707(a) of the
public health service act, 42 U.S.C. § 300gg-6(a). For purposes of this
subsection "essential health benefits package" shall have the meaning
set forth in section 1302(a) of the affordable care act, 42 U.S.C. §
18022 (a)] FOUR THOUSAND THREE HUNDRED SIX-H OF THIS ARTICLE.

(e) A qualifying group health insurance contract [issued to a qualify-
ing small employer prior to January first, two thousand fourteen that
does not include all essential health benefits required pursuant to
section 2707 (a) of the public health service act, 42 U.S.C. S
300gg-6(a), shall be discontinued, including grandfathered health plans.
For the purposes of this paragraph, "grandfathered health plans" means
coverage provided by a corporation to individuals who were enrolled on
March twenty-third, two thousand ten for as long as the coverage main-
tains grandfathered status in accordance with section 1251 (e) of the
affordable care act, 42 U.S.C. § 1801l(e). A qualifying small employer
shall be transitioned to a plan that provides: (1)1 SHALL PROVIDE a
level of coverage that is designed to provide benefits that are actuari-
ally equivalent to eighty percent of the full actuarial value of the
benefits provided under the plan[; and (2) coverage for the essential
health benefit package as required in section 2707 (a) of the public
health service act, 42 U.S.C. § 300gg-6(a)]. The superintendent shall
standardize the benefit package and cost sharing requirements of quali-
fied group health insurance contracts consistent with coverage offered
through the health Dbenefit exchange established [pursuant to section
1311 of the affordable care act, 42 U.S.C. § 18031] BY THIS STATE.

(j) [Beginning January first, two thousand fourteen, pursuant to
section 2704 of the Public Health Service Act, 42 U.S.C. § 300gg-3, al] A
corporation shall not impose any pre-existing condition limitation in a
qualifying group health insurance contract.

§ 38. Subsection (m-1) of section 4327 of the insurance law, as
amended by section 58 of part D of chapter 56 of the laws of 2013, is
amended to read as follows:

(m-1) In the event that the superintendent suspends the enrollment of
new individuals for qualifying group health insurance contracts, the
superintendent shall ensure that small employers seeking to enroll in a
qualified group health insurance contract pursuant to section forty-
three hundred twenty-six of this article are provided information on and
directed to coverage options available through the health Dbenefit
exchange established [pursuant to section 1311 of the affordable care
act, 42 U.S.C. § 18031] BY THIS STATE.

§ 39. Paragraphs 1, 2 and 3 of subsection (b) of section 4328 of the
insurance law, as added by section 46 of part D of chapter 56 of the
laws of 2013, are amended to read as follows:

(1) The individual enrollee direct payment contract offered pursuant
to this section shall provide coverage for the essential health [bene-
fit] BENEFITS package as [required in] DEFINED 1IN PARAGRAPH THREE OF
SUBSECTION (E) OF section [2707(a) of the public health service act, 42
U.S.C. § 300gg-6(a). For purposes of this paragraph, "essential health
benefits package" shall have the meaning set forth in section 1302 (a) of
the affordable care act, 42 U.S.C. § 18022(a)] FOUR THOUSAND THREE
HUNDRED SIX-H OF THIS ARTICLE.

S. 1507--C 54 A. 2007--C

(2) A health maintenance organization shall offer at least one indi-
vidual enrollee direct payment contract at each level of coverage as
defined in SUBSECTION (B) OF section [1302(d) of the affordable care
act, 42 U.S.C. § 18022(d)] FOUR THOUSAND THREE HUNDRED SIX-H OF THIS
ARTICLE. A health maintenance organization also shall offer one child-
only plan, AS REQUIRED BY SECTION 1302 (F) OF THE AFFORDABLE CARE ACT, 42
U.S.C. § 18022 (F), at each level of coverage [as required 1in section
2707 (c) of the public health service act, 42 U.S.C. § 300gg-6(c)].

(3) Within the health Dbenefit exchange established [pursuant to
section 1311 of the affordable care act, 42 U.S.C. § 18031] BY THIS
STATE, a health maintenance organization may offer an individual enrol-
lee direct payment contract that 1is a catastrophic health plan as
defined 1in section 1302 (e) of the affordable care act, 42 U.S.C. §
18022 (e), or any regulations promulgated thereunder.

§ 40. Subparagraph (A) of paragraph 4 of subsection (b) of section
4328 of the insurance law, as added by chapter 11 of the laws of 2016,
is amended to read as follows:

(A) The individual enrollee direct payment contract offered pursuant
to this section shall have the same enrollment periods, including
special enrollment periods, as required for an individual direct payment
contract offered within the health benefit exchange established [pursu-
ant to section 1311 of the affordable care act, 42 U.S.C. § 18031, or
any regulations promulgated thereunder] BY THIS STATE.

§ 41. Subsection (c) of section 4328 of the insurance law, as added by



section 46 of part D of chapter 56 of the laws of 2013, is amended to
read as follows:

(c) In addition to or in 1lieu of the individual enrollee direct
payment contracts required under this section, all health maintenance
organizations issued a certificate of authority under article forty-four
of the public health law or licensed under this article may offer indi-
vidual enrollee direct payment contracts within the health benefit
exchange established [pursuant to section 1311 of the affordable care
act, 42 U.S.C. § 18031, or any regulations promulgated thereunder] BY
THIS STATE, subject to any requirements established by the health bene-

fit exchange. If a health maintenance organization satisfies the
requirements of subsection (a) of this section by offering individual
enrollee direct payment contracts, only within the health benefit

exchange, the health maintenance organization, not including a holder of
a special purpose certificate of authority issued pursuant to section
four thousand four hundred three-a of the public health law, shall also
offer at 1least one individual enrollee direct payment contract at each
level of coverage as defined in SUBSECTION (B) section [1302 (d) of the
affordable <care act, 42 U.S.C. § 18022 (d)] FOUR THOUSAND THREE HUNDRED
SIX-H OF THIS ARTICLE, outside the health benefit exchange.

§ 42. This act shall take effect on the first of January next succeed-
ing the date on which it shall have become a law and shall apply to all
policies and contracts issued, renewed, modified, altered or amended on
or after such date.

SUBPART C

Section 1. The insurance law is amended by adding a new section 3242
to read as follows:

§ 3242. PRESCRIPTION DRUG COVERAGE. (A) EVERY INSURER THAT DELIVERS
OR ISSUES FOR DELIVERY IN THIS STATE A POLICY THAT PROVIDES COVERAGE FOR
PRESCRIPTION DRUGS SHALL, WITH RESPECT TO THE PRESCRIPTION DRUG COVER-
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AGE, PUBLISH AN UP-TO-DATE, ACCURATE, AND COMPLETE LIST OF ALL COVERED
PRESCRIPTION DRUGS ON ITS FORMULARY DRUG LIST, INCLUDING ANY TIERING
STRUCTURE THAT IT HAS ADOPTED AND ANY RESTRICTIONS ON THE MANNER IN
WHICH A PRESCRIPTION DRUG MAY BE OBTAINED, IN A MANNER THAT IS EASILY
ACCESSIBLE TO INSUREDS AND PROSPECTIVE INSUREDS. THE FORMULARY DRUG LIST
SHALL CLEARLY IDENTIFY THE PREVENTIVE PRESCRIPTION DRUGS THAT ARE AVAIL-
ABLE WITHOUT ANNUAL DEDUCTIBLES OR COINSURANCE, INCLUDING CO-PAYMENTS.

(B) (1) EVERY POLICY DELIVERED OR ISSUED FOR DELIVERY 1IN THIS STATE
THAT PROVIDES COVERAGE FOR PRESCRIPTION DRUGS SHALL INCLUDE IN THE POLI-
CY A PROCESS THAT ALLOWS AN INSURED, THE INSURED'S DESIGNEE, OR THE
INSURED'S PRESCRIBING HEALTH CARE PROVIDER TO REQUEST A FORMULARY EXCEP-
TION. WITH RESPECT TO THE PROCESS FOR SUCH A FORMULARY EXCEPTION, AN
INSURER SHALL FOLLOW THE PROCESS AND PROCEDURES SPECIFIED IN ARTICLE
FORTY-NINE OF THIS CHAPTER AND ARTICLE FORTY-NINE OF THE PUBLIC HEALTH
LAW, EXCEPT AS OTHERWISE PROVIDED IN PARAGRAPHS TWO, THREE, FOUR AND
FIVE OF THIS SUBSECTION.

(2) (A) AN INSURER SHALL HAVE A PROCESS FOR AN INSURED, THE INSURED'S
DESIGNEE, OR THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER TO REQUEST A
STANDARD REVIEW THAT IS NOT BASED ON EXIGENT CIRCUMSTANCES OF A FORMU-
LARY EXCEPTION FOR A PRESCRIPTION DRUG THAT IS NOT COVERED BY THE POLI-
CY.

(B) AN INSURER SHALL MAKE A DETERMINATION ON A STANDARD EXCEPTION
REQUEST THAT IS NOT BASED ON EXIGENT CIRCUMSTANCES AND NOTIFY THE
INSURED OR THE INSURED'S DESIGNEE AND THE INSURED'S PRESCRIBING HEALTH
CARE PROVIDER BY TELEPHONE OF ITS COVERAGE DETERMINATION NO LATER THAN
SEVENTY-TWO HOURS FOLLOWING RECEIPT OF THE REQUEST.

(C) AN INSURER THAT GRANTS A STANDARD EXCEPTION REQUEST THAT IS NOT
BASED ON EXIGENT CIRCUMSTANCES SHALL PROVIDE COVERAGE OF THE NON-FORMU-
LARY PRESCRIPTION DRUG FOR THE DURATION OF THE PRESCRIPTION, INCLUDING
REFILLS.

(D) FOR THE PURPOSE OF THIS SUBSECTION, "EXIGENT CIRCUMSTANCES" MEANS
WHEN AN INSURED IS SUFFERING FROM A HEALTH CONDITION THAT MAY SERIOUSLY
JEOPARDIZE THE INSURED'S LIFE, HEALTH, OR ABILITY TO REGAIN MAXIMUM
FUNCTION OR WHEN AN INSURED IS UNDERGOING A CURRENT COURSE OF TREATMENT
USING A NON-FORMULARY PRESCRIPTION DRUG.

(3) (A) AN INSURER SHALL HAVE A PROCESS FOR AN INSURED, THE INSURED'S
DESIGNEE, OR THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER TO REQUEST
AN EXPEDITED REVIEW BASED ON EXIGENT CIRCUMSTANCES OF A FORMULARY EXCEP-
TION FOR A PRESCRIPTION DRUG THAT IS NOT COVERED BY THE POLICY.

(B) AN INSURER SHALL MAKE A DETERMINATION ON AN EXPEDITED REVIEW
REQUEST BASED ON EXIGENT CIRCUMSTANCES AND NOTIFY THE INSURED OR THE
INSURED'S DESIGNEE AND THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER BY
TELEPHONE OF ITS COVERAGE DETERMINATION NO LATER THAN TWENTY-FOUR HOURS
FOLLOWING RECEIPT OF THE REQUEST.

(C) AN INSURER THAT GRANTS AN EXCEPTION BASED ON EXIGENT CIRCUMSTANCES
SHALL PROVIDE COVERAGE OF THE NON-FORMULARY PRESCRIPTION DRUG FOR THE
DURATION OF THE EXIGENT CIRCUMSTANCES.

(4) AN INSURER THAT DENIES AN EXCEPTION REQUEST UNDER PARAGRAPH TWO OR
THREE OF THIS SUBSECTION SHALL PROVIDE WRITTEN NOTICE OF ITS DETERMI-
NATION TO THE INSURED OR THE INSURED'S DESIGNEE AND THE INSURED'S
PRESCRIBING HEALTH CARE PROVIDER WITHIN THREE BUSINESS DAYS OF RECEIPT
OF THE EXCEPTION REQUEST. THE WRITTEN NOTICE SHALL BE CONSIDERED A FINAL



ADVERSE DETERMINATION UNDER SECTION FOUR THOUSAND NINE HUNDRED FOUR OF
THIS CHAPTER OR SECTION FOUR THOUSAND NINE HUNDRED FOUR OF THE PUBLIC
HEALTH LAW. WRITTEN NOTICE SHALL ALSO INCLUDE THE NAME OR NAMES OF CLIN-
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ICALLY APPROPRIATE PRESCRIPTION DRUGS COVERED BY THE INSURER TO TREAT
THE INSURED.

(5) (A) IF AN INSURER DENIES A REQUEST FOR AN EXCEPTION UNDER PARA-
GRAPH TWO OR THREE OF THIS SUBSECTION, THE INSURED, THE INSURED'S DESIG-
NEE, OR THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER SHALL HAVE THE
RIGHT TO REQUEST THAT SUCH DENIAL BE REVIEWED BY AN EXTERNAL APPEAL
AGENT CERTIFIED BY THE SUPERINTENDENT PURSUANT TO SECTION FOUR THOUSAND
NINE HUNDRED ELEVEN OF THIS CHAPTER IN ACCORDANCE WITH ARTICLE FORTY-
NINE OF THIS CHAPTER OR ARTICLE FORTY-NINE OF THE PUBLIC HEALTH LAW.

(B) AN EXTERNAL APPEAL AGENT SHALL MAKE A DETERMINATION ON THE
EXTERNAL APPEAL AND NOTIFY THE INSURER, THE INSURED OR THE INSURED'S
DESIGNEE, AND THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER BY TELE-
PHONE OF ITS DETERMINATION NO LATER THAN SEVENTY-TWO HOURS FOLLOWING THE
EXTERNAL APPEAL AGENT'S RECEIPT OF THE REQUEST, IF THE ORIGINAL REQUEST
WAS A STANDARD EXCEPTION REQUEST UNDER PARAGRAPH TWO OF THIS SUBSECTION.
THE EXTERNAL APPEAL AGENT SHALL NOTIFY THE INSURER, THE INSURED OR THE
INSURED'S DESIGNEE, AND THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER
IN WRITING OF THE EXTERNAL APPEAL DETERMINATION WITHIN TWO BUSINESS DAYS
OF RENDERING SUCH DETERMINATION.

(C) AN EXTERNAL APPEAL AGENT SHALL MAKE A DETERMINATION ON THE
EXTERNAL APPEAL AND NOTIFY THE INSURER, THE INSURED OR THE INSURED'S
DESIGNEE, AND THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER BY TELE-
PHONE OF ITS DETERMINATION NO LATER THAN TWENTY-FOUR HOURS FOLLOWING THE
EXTERNAL APPEAL AGENT'S RECEIPT OF THE REQUEST, IF THE ORIGINAL REQUEST
WAS AN EXPEDITED EXCEPTION REQUEST UNDER PARAGRAPH THREE OF THIS
SUBSECTION AND THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER ATTESTS
THAT EXIGENT CIRCUMSTANCES EXIST. THE EXTERNAL APPEAL AGENT SHALL NOTIFY
THE INSURER, THE INSURED OR THE INSURED'S DESIGNEE, AND THE INSURED'S
PRESCRIBING HEALTH CARE PROVIDER IN WRITING OF THE EXTERNAL APPEAL
DETERMINATION WITHIN SEVENTY-TWO HOURS OF THE EXTERNAL APPEAL AGENT'S
RECEIPT OF THE EXTERNAL APPEAL.

(D) AN EXTERNAL APPEAL AGENT SHALL MAKE A DETERMINATION IN ACCORDANCE
WITH SUBPARAGRAPH (A) OF PARAGRAPH FOUR OF SUBSECTION (B) OF SECTION
FOUR THOUSAND NINE HUNDRED FOURTEEN OF THIS CHAPTER OR SUBPARAGRAPH (A)
OF PARAGRAPH (D) OF SUBDIVISION TWO OF SECTION FOUR THOUSAND NINE
HUNDRED FOURTEEN OF THE PUBLIC HEALTH LAW. WHEN MAKING A DETERMINATION,
THE EXTERNAL APPEAL AGENT SHALL CONSIDER WHETHER THE FORMULARY
PRESCRIPTION DRUG COVERED BY THE INSURER WILL BE OR HAS BEEN INEFFEC-
TIVE, WOULD NOT BE AS EFFECTIVE AS THE NON-FORMULARY PRESCRIPTION DRUG,
OR WOULD HAVE ADVERSE EFFECTS.

(E) IF AN EXTERNAL APPEAL AGENT OVERTURNS THE INSURER'S DENIAL OF A
STANDARD EXCEPTION REQUEST UNDER PARAGRAPH TWO OF THIS SUBSECTION, THEN
THE INSURER SHALL PROVIDE COVERAGE OF THE NON-FORMULARY PRESCRIPTION
DRUG FOR THE DURATION OF THE PRESCRIPTION, INCLUDING REFILLS. IF AN
EXTERNAL APPEAL AGENT OVERTURNS THE INSURER'S DENIAL OF AN EXPEDITED
EXCEPTION REQUEST UNDER PARAGRAPH THREE OF THIS SUBSECTION, THEN THE
INSURER SHALL PROVIDE COVERAGE OF THE NON-FORMULARY PRESCRIPTION DRUG
FOR THE DURATION OF THE EXIGENT CIRCUMSTANCES.

§ 2. The insurance law is amended by adding a new section 4329 to read
as follows:

§ 4329. PRESCRIPTION DRUG COVERAGE. (A) EVERY CORPORATION SUBJECT TO
THE PROVISIONS OF THIS ARTICLE THAT ISSUES A CONTRACT THAT PROVIDES
COVERAGE FOR PRESCRIPTION DRUGS SHALL, WITH RESPECT TO THE PRESCRIPTION
DRUG COVERAGE, PUBLISH AN UP-TO-DATE, ACCURATE, AND COMPLETE LIST OF ALL
COVERED PRESCRIPTION DRUGS ON ITS FORMULARY DRUG LIST, INCLUDING ANY
TIERING STRUCTURE THAT IT HAS ADOPTED AND ANY RESTRICTIONS ON THE MANNER
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IN WHICH A PRESCRIPTION DRUG MAY BE OBTAINED, IN A MANNER THAT IS EASILY
ACCESSIBLE TO INSUREDS AND PROSPECTIVE INSUREDS. THE FORMULARY DRUG LIST
SHALL CLEARLY IDENTIFY THE PREVENTIVE PRESCRIPTION DRUGS THAT ARE AVAIL-
ABLE WITHOUT ANNUAL DEDUCTIBLES OR COINSURANCE, INCLUDING CO-PAYMENTS.

(B) (1) EVERY CONTRACT ISSUED BY A CORPORATION SUBJECT TO THE
PROVISIONS OF THIS ARTICLE THAT PROVIDES COVERAGE FOR PRESCRIPTION DRUGS
SHALL INCLUDE IN THE CONTRACT A PROCESS THAT ALLOWS AN INSURED, THE
INSURED'S DESIGNEE, OR THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER TO
REQUEST A FORMULARY EXCEPTION. WITH RESPECT TO THE PROCESS FOR SUCH A
FORMULARY EXCEPTION, A CORPORATION SHALL FOLLOW THE PROCESS AND PROCE-
DURES SPECIFIED IN ARTICLE FORTY-NINE OF THIS CHAPTER AND ARTICLE
FORTY-NINE OF THE PUBLIC HEALTH LAW, EXCEPT AS OTHERWISE PROVIDED IN
PARAGRAPHS TWO, THREE, FOUR AND FIVE OF THIS SUBSECTION.

(2) (A) A CORPORATION SHALL HAVE A PROCESS FOR AN INSURED, THE
INSURED'S DESIGNEE, OR THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER TO
REQUEST A STANDARD REVIEW THAT IS NOT BASED ON EXIGENT CIRCUMSTANCES OF
A FORMULARY EXCEPTION FOR A PRESCRIPTION DRUG THAT IS NOT COVERED BY THE
CONTRACT.

(B) A CORPORATION SHALL MAKE A DETERMINATION ON A STANDARD EXCEPTION
REQUEST THAT IS NOT BASED ON EXIGENT CIRCUMSTANCES AND NOTIFY THE
INSURED OR THE INSURED'S DESIGNEE AND THE INSURED'S PRESCRIBING HEALTH
CARE PROVIDER BY TELEPHONE OF ITS COVERAGE DETERMINATION NO LATER THAN



SEVENTY-TWO HOURS FOLLOWING RECEIPT OF THE REQUEST.

(C) A CORPORATION THAT GRANTS A STANDARD EXCEPTION REQUEST THAT IS NOT
BASED ON EXIGENT CIRCUMSTANCES SHALL PROVIDE COVERAGE OF THE NON-FORMU-
LARY PRESCRIPTION DRUG FOR THE DURATION OF THE PRESCRIPTION, INCLUDING
REFILLS.

(D) FOR THE PURPOSE OF THIS SUBSECTION, "EXIGENT CIRCUMSTANCES" MEANS
WHEN AN INSURED IS SUFFERING FROM A HEALTH CONDITION THAT MAY SERIOUSLY
JEOPARDIZE THE INSURED'S LIFE, HEALTH, OR ABILITY TO REGAIN MAXIMUM
FUNCTION OR WHEN AN INSURED IS UNDERGOING A CURRENT COURSE OF TREATMENT
USING A NON-FORMULARY PRESCRIPTION DRUG.

(3) (A) A CORPORATION SHALL HAVE A PROCESS FOR AN INSURED, THE
INSURED'S DESIGNEE, OR THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER TO
REQUEST AN EXPEDITED REVIEW BASED ON EXIGENT CIRCUMSTANCES OF A FORMU-
LARY EXCEPTION FOR A PRESCRIPTION DRUG IS NOT COVERED BY THE CONTRACT.

(B) A CORPORATION SHALL MAKE A DETERMINATION ON AN EXPEDITED REVIEW
REQUEST BASED ON EXIGENT CIRCUMSTANCES AND NOTIFY THE INSURED OR THE
INSURED'S DESIGNEE AND THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER BY
TELEPHONE OF ITS COVERAGE DETERMINATION NO LATER THAN TWENTY-FOUR HOURS
FOLLOWING RECEIPT OF THE REQUEST.

(C) A CORPORATION THAT GRANTS AN EXCEPTION BASED ON EXIGENT CIRCUM-
STANCES SHALL PROVIDE COVERAGE OF THE NON-FORMULARY PRESCRIPTION DRUG
FOR THE DURATION OF THE EXIGENT CIRCUMSTANCES.

(4) A CORPORATION THAT DENIES AN EXCEPTION REQUEST UNDER PARAGRAPH TWO
OR THREE OF THIS SUBSECTION SHALL PROVIDE WRITTEN NOTICE OF ITS DETERMI-
NATION TO THE INSURED OR THE INSURED'S DESIGNEE AND THE INSURED'S
PRESCRIBING HEALTH CARE PROVIDER WITHIN THREE BUSINESS DAYS OF RECEIPT
OF THE EXCEPTION REQUEST. THE WRITTEN NOTICE SHALL BE CONSIDERED A FINAL
ADVERSE DETERMINATION UNDER SECTION FOUR THOUSAND NINE HUNDRED FOUR OF
THIS CHAPTER OR SECTION FOUR THOUSAND NINE HUNDRED FOUR OF THE PUBLIC
HEALTH LAW. WRITTEN NOTICE SHALL ALSO INCLUDE THE NAME OR NAMES OF CLIN-
ICALLY APPROPRIATE PRESCRIPTION DRUGS COVERED BY THE CORPORATION TO
TREAT THE INSURED.

(5) (A) IF A CORPORATION DENIES A REQUEST FOR AN EXCEPTION UNDER PARA-
GRAPH TWO OR THREE OF THIS SUBSECTION, THE INSURED, THE INSURED'S DESIG-
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NEE, OR THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER SHALL HAVE THE
RIGHT TO REQUEST THAT SUCH DENIAL BE REVIEWED BY AN EXTERNAL APPEAL
AGENT CERTIFIED BY THE SUPERINTENDENT PURSUANT TO SECTION FOUR THOUSAND
NINE HUNDRED ELEVEN OF THIS CHAPTER IN ACCORDANCE WITH ARTICLE FORTY-
NINE OF THIS CHAPTER AND ARTICLE FORTY-NINE OF THE PUBLIC HEALTH LAW.

(B) AN EXTERNAL APPEAL AGENT SHALL MAKE A DETERMINATION ON THE
EXTERNAL APPEAL AND NOTIFY THE CORPORATION, THE INSURED OR THE INSURED'S
DESIGNEE, AND THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER BY TELE-
PHONE OF ITS DETERMINATION NO LATER THAN SEVENTY-TWO HOURS FOLLOWING THE
EXTERNAL APPEAL AGENT'S RECEIPT OF THE REQUEST, IF THE ORIGINAL REQUEST
WAS A STANDARD EXCEPTION REQUEST UNDER PARAGRAPH TWO OF THIS SUBSECTION.
THE EXTERNAL APPEAL AGENT SHALL NOTIFY THE CORPORATION, THE INSURED OR
THE INSURED'S DESIGNEE AND THE INSURED'S PRESCRIBING HEALTH CARE PROVID-
ER IN WRITING OF THE EXTERNAL APPEAL DETERMINATION WITHIN TWO BUSINESS
DAYS OF RENDERING SUCH DETERMINATION.

(C) AN EXTERNAL APPEAL AGENT SHALL MAKE A DETERMINATION ON THE
EXTERNAL APPEAL AND NOTIFY THE CORPORATION, THE INSURED OR THE INSURED'S
DESIGNEE, AND THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER BY TELE-
PHONE OF ITS DETERMINATION NO LATER THAN TWENTY-FOUR HOURS FOLLOWING THE
EXTERNAL APPEAL AGENT'S RECEIPT OF THE REQUEST, IF THE ORIGINAL REQUEST
WAS AN EXPEDITED EXCEPTION REQUEST UNDER PARAGRAPH THREE OF THIS
SUBSECTION AND THE INSURED'S PRESCRIBING HEALTH CARE PROVIDER ATTESTS
THAT EXIGENT CIRCUMSTANCES EXIST. THE EXTERNAL APPEAL AGENT SHALL NOTIFY
THE CORPORATION, THE INSURED OR THE INSURED'S DESIGNEE AND THE INSURED'S
PRESCRIBING HEALTH CARE PROVIDER IN WRITING OF THE EXTERNAL APPEAL
DETERMINATION WITHIN SEVENTY-TWO HOURS OF THE EXTERNAL APPEAL AGENT'S
RECEIPT OF THE EXTERNAL APPEAL.

(D) AN EXTERNAL APPEAL AGENT SHALL MAKE A DETERMINATION IN ACCORDANCE
WITH SUBPARAGRAPH (A) OF PARAGRAPH FOUR OF SUBSECTION (B) OF SECTION
FOUR THOUSAND NINE HUNDRED FOURTEEN OF THIS CHAPTER AND SUBPARAGRAPH (A)
OF PARAGRAPH (D) OF SUBDIVISION TWO OF SECTION FOUR THOUSAND NINE
HUNDRED FOURTEEN OF THE PUBLIC HEALTH LAW. WHEN MAKING A DETERMINATION,
THE EXTERNAL APPEAL AGENT SHALL CONSIDER WHETHER THE FORMULARY
PRESCRIPTION DRUG COVERED BY THE CORPORATION WILL BE OR HAS BEEN INEF-
FECTIVE, WOULD NOT BE AS EFFECTIVE AS THE NON-FORMULARY PRESCRIPTION
DRUG, OR WOULD HAVE ADVERSE EFFECTS.

(E) IF AN EXTERNAL APPEAL AGENT OVERTURNS THE CORPORATION'S DENIAL OF
A STANDARD EXCEPTION REQUEST UNDER PARAGRAPH TWO OF THIS SUBSECTION,
THEN THE CORPORATION SHALL PROVIDE COVERAGE OF THE NON-FORMULARY
PRESCRIPTION DRUG FOR THE DURATION OF THE PRESCRIPTION, INCLUDING
REFILLS. IF AN EXTERNAL APPEAL AGENT OVERTURNS THE CORPORATION'S DENIAL
OF AN EXPEDITED EXCEPTION REQUEST UNDER PARAGRAPH THREE OF THIS
SUBSECTION, THEN THE CORPORATION SHALL PROVIDE COVERAGE OF THE NON-FOR-
MULARY PRESCRIPTION DRUG FOR THE DURATION OF THE EXIGENT CIRCUMSTANCES.

§ 3. This act shall take effect on the first of January next succeed-
ing the date on which it shall have become a law and shall apply to all
policies and contracts issued, renewed, modified, altered or amended on
or after such date.

SUBPART D



Section 1. Section 2607 of the insurance law is amended to read as
follows:

§ 2607. Discrimination because of sex or marital status. (A) No indi-
vidual or entity shall refuse to issue any policy of insurance, or
cancel or decline to renew [such] THE policy because of the sex or mari-
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tal status of the applicant or policyholder OR ENGAGE IN SEXUAL STERE-
OTYPING.

(B) FOR THE PURPOSES OF THIS SECTION, "SEX" SHALL INCLUDE SEXUAL
ORIENTATION, GENDER IDENTITY OR EXPRESSION, AND TRANSGENDER STATUS.

§ 2. The insurance law is amended by adding a new section 3243 to read
as follows:

§ 3243. DISCRIMINATION BECAUSE OF SEX OR MARITAL STATUS 1IN HOSPITAL,
SURGICAL OR MEDICAL EXPENSE INSURANCE. (A) WITH REGARD TO AN ACCIDENT
AND HEALTH INSURANCE POLICY THAT PROVIDES HOSPITAL, SURGICAL, OR MEDICAL
EXPENSE COVERAGE OR A POLICY OF STUDENT ACCIDENT AND HEALTH INSURANCE,
AS DEFINED IN SUBSECTION (A) OF SECTION THREE THOUSAND TWO HUNDRED FORTY
OF THIS ARTICLE, DELIVERED OR ISSUED FOR DELIVERY IN THIS STATE, NO
INSURER SHALL BECAUSE OF SEX, MARITAL STATUS OR BASED ON PREGNANCY,
FALSE PREGNANCY, TERMINATION OF PREGNANCY, OR RECOVERY THEREFROM, CHILD-
BIRTH OR RELATED MEDICAL CONDITIONS:

(1) MAKE ANY DISTINCTION OR DISCRIMINATION BETWEEN PERSONS AS TO THE
PREMIUMS OR RATES CHARGED FOR THE POLICY OR IN ANY OTHER MANNER WHATEV-
ER;

(2) DEMAND OR REQUIRE A GREATER PREMIUM FROM ANY PERSON THAN IT
REQUIRES AT THAT TIME FROM OTHERS IN SIMILAR CASES;

(3) MAKE OR REQUIRE ANY REBATE, DISCRIMINATION OR DISCOUNT UPON THE
AMOUNT TO BE PAID OR THE SERVICE TO BE RENDERED ON ANY POLICY;

(4) INSERT 1IN THE POLICY ANY CONDITION, OR MAKE ANY STIPULATION,
WHEREBY THE INSURED BINDS HIS OR HERSELF, OR HIS OR HER HEIRS, EXECU-
TORS, ADMINISTRATORS OR ASSIGNS, TO ACCEPT ANY SUM OR SERVICE LESS THAN
THE FULL VALUE OR AMOUNT OF SUCH POLICY IN CASE OF A CLAIM THEREON
EXCEPT SUCH CONDITIONS AND STIPULATIONS AS ARE IMPOSED UPON OTHERS IN
SIMILAR CASES; AND ANY SUCH STIPULATION OR CONDITION SO MADE OR INSERTED
SHALL BE VOID;

(5) REJECT ANY APPLICATION FOR A POLICY ISSUED OR SOLD BY IT;

(6) CANCEL OR REFUSE TO ISSUE, RENEW OR SELL SUCH POLICY AFTER APPRO-
PRIATE APPLICATION THEREFOR;

(7) FIX ANY LOWER RATE OR DISCRIMINATE IN THE FEES OR COMMISSIONS OF
INSURANCE AGENTS OR INSURANCE BROKERS FOR WRITING OR RENEWING SUCH A
POLICY; OR

(8) ENGAGE IN SEXUAL STEREOTYPING.

(B) FOR THE PURPOSES OF THIS SECTION, "SEX" SHALL INCLUDE SEXUAL
ORIENTATION, GENDER IDENTITY OR EXPRESSION, AND TRANSGENDER STATUS.

§ 3. The insurance law is amended by adding a new section 4330 to read
as follows:

§ 4330. DISCRIMINATION BECAUSE OF SEX OR MARITAL STATUS IN HOSPITAL,
SURGICAL OR MEDICAL EXPENSE INSURANCE. (A) WITH REGARD TO A CONTRACT
ISSUED BY A CORPORATION SUBJECT TO THE PROVISIONS OF THIS ARTICLE THAT
PROVIDES HOSPITAL, SURGICAL, OR MEDICAL EXPENSE COVERAGE OR A CONTRACT
OF STUDENT ACCIDENT AND HEALTH INSURANCE, AS DEFINED IN SUBSECTION (A)
OF SECTION THREE THOUSAND TWO HUNDRED FORTY OF THIS CHAPTER, NO CORPO-
RATION SHALL BECAUSE OF SEX, MARITAL STATUS OR BASED ON PREGNANCY, FALSE
PREGNANCY, TERMINATION OF PREGNANCY, OR RECOVERY THEREFROM, CHILDBIRTH
OR RELATED MEDICAL CONDITIONS:

(1) MAKE ANY DISTINCTION OR DISCRIMINATION BETWEEN PERSONS AS TO THE
PREMIUMS OR RATES CHARGED FOR THE CONTRACT OR IN ANY OTHER MANNER WHAT-
EVER;

(2) DEMAND OR REQUIRE A GREATER PREMIUM FROM ANY PERSON THAN IT
REQUIRES AT THAT TIME FROM OTHERS IN SIMILAR CASES;

(3) MAKE OR REQUIRE ANY REBATE, DISCRIMINATION OR DISCOUNT UPON THE
AMOUNT TO BE PAID OR THE SERVICE TO BE RENDERED ON ANY CONTRACT;
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(4) INSERT 1IN THE CONTRACT ANY CONDITION, OR MAKE ANY STIPULATION,
WHEREBY THE INSURED BINDS HIS OR HERSELF, OR HIS OR HER HEIRS, EXECU-
TORS, ADMINISTRATORS OR ASSIGNS, TO ACCEPT ANY SUM OR SERVICE LESS THAN
THE FULL VALUE OR AMOUNT OF SUCH CONTRACT IN CASE OF A CLAIM THEREON
EXCEPT SUCH CONDITIONS AND STIPULATIONS AS ARE IMPOSED UPON OTHERS IN
SIMILAR CASES; AND ANY SUCH STIPULATION OR CONDITION SO MADE OR INSERTED
SHALL BE VOID;

(5) REJECT ANY APPLICATION FOR A CONTRACT ISSUED OR SOLD BY IT;

(6) CANCEL OR REFUSE TO ISSUE, RENEW OR SELL SUCH CONTRACT AFTER
APPROPRIATE APPLICATION THEREFOR;

(7) FIX ANY LOWER RATE OR DISCRIMINATE IN THE FEES OR COMMISSIONS OF
INSURANCE AGENTS OR INSURANCE BROKERS FOR WRITING OR RENEWING SUCH A
CONTRACT; OR

(8) ENGAGE IN SEXUAL STEREOTYPING.

(B) FOR PURPOSES OF THIS SECTION, "SEX" SHALL INCLUDE SEXUAL ORIEN-
TATION, GENDER IDENTITY OR EXPRESSION, AND TRANSGENDER STATUS.

§ 4. This act shall take effect on the first of January next succeed-
ing the date on which it shall have become a law and shall apply to all
policies and contracts issued, renewed, modified, altered or amended on



or after such date.

§ 2. Severability clause. If any clause, sentence, paragraph, subdivi-
sion, section or subpart of this act shall be adjudged by any court of
competent jurisdiction to be invalid, such judgment shall not affect,
impair, or invalidate the remainder thereof, but shall be confined in
its operation to the clause, sentence, paragraph, subdivision, section
or subpart thereof directly involved in the controversy in which such
judgment shall have been rendered. It 1is hereby declared to Dbe the
intent of the legislature that this act would have been enacted even if
such invalid provisions had not been included herein.

§ 3. Intentionally omitted.

§ 4. Legislative intent. It is hereby declared to be the intent of the
legislature in enacting this act, that the laws of this state provide
consumer and market ©protections at least as robust as those under the
federal Patient Protection and Affordable Care Act, public law 111-148,
as that law existed and was interpreted on January 19, 2017.

§ 5. This act shall take effect immediately provided, however, that
the applicable effective date of Subparts A through D of this act shall
be as specifically set forth in the last section of such Subparts.

PART K
Section 1. Subdivisions 4 and 5 of section 2999-h of the public health

law, as added by section 52 of part H of chapter 59 of the laws of 2011,
are amended to read as follows:

4. "Qualified plaintiff" means every plaintiff or claimant who (i) has
been found by a jury or court to have sustained a birth-related neuro-
logical injury as the result of medical malpractice, or (ii) has

sustained a Dbirth-related neurological injury as the result of alleged
medical malpractice, and has settled his or her lawsuit or claim there-
for; AND (III) HAS BEEN ORDERED TO BE ENROLLED IN THE FUND BY A COURT IN
NEW YORK STATE.

[5. Any reference to the "department of financial services" and the
"superintendent of financial services" in this title shall mean, prior
to October third, two thousand eleven, respectively, the "department of
insurance" and "superintendent of insurance."]
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§ 2. Section 2999-i of the public health law, as added by section 52
of part H of chapter 59 of the laws of 2011, subdivision 1 as amended by
section 29 of part D of chapter 56 of the laws of 2012, is amended to
read as follows:

§ 2999-i. Custody and administration of the fund. 1. (a) The commis-
sioner of taxation and finance shall be the custodian of the fund and
the special account established pursuant to section ninety-nine-t of the
state finance 1law. All payments from the fund shall be made by the
commissioner of taxation and finance upon certificates signed by the
[superintendent of financial services] COMMISSIONER, or his or her
designee, as hereinafter provided. The fund shall be separate and apart
from any other fund and from all other state monies; provided, however,
that monies of the fund may be invested as set forth in paragraph (b) of
this subdivision. No monies from the fund shall be transferred to any
other fund, nor shall any such monies be applied to the making of any
payment for any purpose other than the purpose set forth in this title.

(b) Any monies of the fund not required for immediate use may, at the
discretion of the commissioner [of financial services] in consultation
with [the commissioner of health and] the director of the budget, be
invested by the commissioner of taxation and finance in obligations of
the United States or the state or obligations the principal and interest
of which are guaranteed by the United States or the state. The proceeds
of any such investment shall be retained by the fund as assets to be
used for the purposes of the fund.

2. (a) The fund shall be administered by the [superintendent of finan-
cial services] COMMISSIONER or his or her designee 1in accordance with
the provisions of this article.

(b) The [superintendent of financial services] COMMISSIONER shall have
all powers necessary and proper to carry out the purposes of the fund.

(c) Notwithstanding any contrary provision of this section, sections
one hundred twelve and one hundred sixty-three of the state finance law
or any other contrary provision of law, the superintendent of financial
services is authorized to [enter into a contract or contracts without a
competitive bid or request for proposal process for purposes of adminis-
tering the fund for the first year of its operation and in preparation
therefor] ASSIGN AND THE COMMISSIONER IS AUTHORIZED TO RECEIVE ASSIGN-
MENT OF ANY AND ALL CONTRACTS ENTERED INTO BY THE SUPERINTENDENT OF
FINANCIAL SERVICES TO ADMINISTER THE FUND FOR PERIODS PRIOR TO OCTOBER
FIRST, TWO THOUSAND NINETEEN.

(d) The department [of financial services and the department] shall
post on [their websites] ITS WEBSITE information about the fund[, eligi-
bility for enrollment in the fund,] and the process for enrollment in
the fund.

3. The expense of administering the fund[, including the expenses
incurred by the department,] shall be paid from the fund.

4. Monies for the fund will be provided pursuant to this chapter.

5. For the state fiscal year beginning April first, two thousand elev-
en and ending March thirty-first, two thousand twelve, the state fiscal



year beginning April first, two thousand twelve and ending March thir-
ty-first, two thousand thirteen, and the state fiscal year beginning
April first, two thousand thirteen and ending March thirty-first, two
thousand fourteen, the superintendent of financial services shall cause
to Dbe deposited into the fund for each such fiscal year the amount
appropriated for such purpose. Beginning April first, two thousand four-
teen and annually thereafter, the superintendent of financial services
OR THE COMMISSIONER, WHOEVER IS ADMINISTERING THE FUND FOR THE APPLICA-
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BLE PERIOD shall cause to be deposited into the fund, subject to avail-
able appropriations, an amount equal to the difference between the
amount appropriated to the fund in the ©preceding fiscal year, as
increased by the adjustment factor defined in subdivision seven of this
section, and the assets of the fund at the conclusion of that fiscal
year.

6. (a) Following the deposit referenced in subdivision five of this
section, the [superintendent of financial services] COMMISSIONER shall
conduct an actuarial calculation of the estimated liabilities of the
fund for the coming year resulting from the qualified plaintiffs
enrolled in the fund. The administrator shall from time to time adjust
such calculation IN ACCORDANCE WITH SUBDIVISION SEVEN OF THIS SECTION.
If the total of all estimates of current liabilities equals or exceeds
eighty percent of the fund's assets, then the fund shall not accept any
new enrollments until a new deposit has been made pursuant to subdivi-
sion five of this section. When, as a result of such new deposit, the
fund's liabilities no longer exceed eighty percent of the fund's assets,
the fund administrator shall enroll new qualified plaintiffs in the
order that an application for enrollment has been submitted 1in accord-
ance with subdivision seven of section twenty-nine hundred ninety-nine-j
of this title.

(b) Whenever enrollment is suspended pursuant to paragraph (a) of this
subdivision and until such time as enrollment resumes pursuant to such

paragraph: (i) notice of such suspension shall be promptly posted on the
department's website [and on the website of the department of financial
services]; (1ii) the fund administrator shall deny each application for

enrollment that had been received but not accepted prior to the date of
suspension and each application for enrollment received after the date
of such suspension; and (iii) notification of each such denial shall be
made to the plaintiff or claimant or persons authorized to act on behalf
of such plaintiff or claimant and all defendants in regard to such
plaintiff or claimant, to the extent they are known to the fund adminis-
trator. Judgments and settlements for plaintiffs or claimants for whom
applications are denied under this paragraph or who are not eligible for
enrollment due to suspension pursuant to paragraph (a) of this subdivi-
sion shall be satisfied as if this title had not been enacted.

(c) Following a suspension, whenever enrollment resumes pursuant to
paragraph (a) of this subdivision, notice that enrollment has resumed
shall be promptly posted on the department's website [and on the website
of the department of financial services].

(d) The suspension of enrollment pursuant to paragraph (a) of this
subdivision shall not impact payment under the fund for any qualified
plaintiffs already enrolled in the fund.

7. For purposes of this section, the adjustment factor referenced in
this section shall be the ten year rolling average medical component of
the consumer price index as published by the United States department of
labor, bureau of labor statistics, for the preceding ten years.

§ 3. Subdivisions 2, 5, 6, 7, 9, 11, 12, 15 and 16 of section 2999-j
of the public health law, subdivision 2 as amended by chapter 517 of the
laws of 2016, paragraph (c) of subdivision 2 as amended by chapter 4 of
the laws of 2017, and subdivisions 5, 6, 7, 9, 11, 12, 15 and 16 as
added by section 52 of part H of chapter 59 of the laws of 2011, are
amended to read as follows:

2. The provision of qualifying health care costs to qualified plain-
tiffs shall not be subject to prior authorization, except as described
by the commissioner in regulation; provided, however:
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(a) such regulation shall not prevent qualified plaintiffs from
receiving care or assistance that would, at a minimum, be authorized
under the medicaid program;

(b) 1if any prior authorization is required by such regulation, the
regulation shall require that requests for prior authorization be proc-
essed within a reasonably prompt period of time and[, subject to the
provisions of subdivision two-a of this section,] shall identify a proc-
ess for prompt administrative review of any denial of a request for
prior authorization; and

(c) such regulations shall not prohibit qualifying health care costs
on the grounds that the qualifying health care cost may incidentally
benefit other members of the household, provided that whether the quali-
fying health care cost primarily benefits the patient may be considered.

5. Claims for the payment or reimbursement from the fund of qualifying
health care costs shall be made upon forms prescribed and furnished by
the fund administrator [in consultation with the commissioner and] in
conjunction with regulations establishing a mechanism for submission of



claims by health care providers directly to the fund, where practicable.

6. (a) Every settlement agreement for claims arising out of a
plaintiff's or claimant's birth related neurological injury subject to
this title, and that provides for the payment of future medical expenses
for the plaintiff or claimant, shall provide that [in the event the
administrator of the fund determines that the plaintiff or claimant is a
qualified plaintiff,] all payments for future medical expenses shall be
paid in accordance with this title[,] in lieu of that portion of the
settlement agreement that provides for payment of such expenses. The
plaintiff's or claimant's future medical expenses shall be paid in
accordance with this title. When such a settlement agreement does not so
provide, the court shall direct the modification of the agreement to
include such term as a condition of court approval.

(b) In any case where the jury or court has made an award for future
medical expenses arising out of a birth related neurological injury, any
party to such action or person authorized to act on behalf of such party
may make application to the court that the judgment reflect that, in
lieu of that portion of the award that provides for payment of such
expenses, [and wupon a determination by the fund administrator that the
plaintiff is a qualified plaintiff,] the future medical expenses of the
plaintiff shall be paid out of the fund in accordance with this title.
Upon a finding by the court that the applicant has made a prima facie
showing that the plaintiff 1is a qualified plaintiff, the court shall
ensure that the judgment so provides.

7. A qualified plaintiff shall be enrolled when (a) such plaintiff or
person authorized to act on behalf of such person, upon notice to all
defendants, or any of the defendants in regard to the plaintiff's claim,
upon notice to such plaintiff, makes an application for enrollment by
providing the fund administrator with a certified copy of the judgment
or of the court approved settlement agreement; and (b) the fund adminis-
trator determines [upon the basis of such judgment or settlement agree-
ment and any additional information the fund administrator shall
request] that the relevant provisions of subdivision six of this section
have been met [and that the plaintiff 1is a qualified plaintiff];
provided that no enrollment shall occur when the fund is closed to
enrollment pursuant to subdivision six of section twenty-nine hundred
ninety-nine-i of this title.

9. Payments from the fund shall be made by the commissioner of taxa-
tion and finance on the said certificate of the [superintendent of
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financial services] COMMISSIONER. No payment shall be made by the

commissioner of taxation and finance in excess of the amount certified.
Promptly upon receipt of the said certificate of the [superintendent of
financial services] COMMISSIONER, the commissioner of taxation and
finance shall pay the qualified plaintiff's health care provider or
reimburse the qualified plaintiff the amount so certified for payment.

11. All health care providers shall accept from qualified plaintiff's
or persons authorized to act on behalf of such plaintiff's assignments
of the right to receive payments from the fund for qualifying health
care costs. SUCH PAYMENTS SHALL CONSTITUTE PAYMENT IN FULL FOR ANY
SERVICES PROVIDED TO A QUALIFIED PLAINTIFF IN ACCORDANCE WITH THIS ARTI-
CLE.

12. Health insurers (other than medicare and Medicaid) shall be the
primary payers of qualifying health care costs of qualified plaintiffs.
Such costs shall Dbe paid from the fund only to the extent that health
insurers or other collateral sources or other persons are not otherwise
obligated to make payments therefor. Health insurers that make payments
for qualifying health care costs to or on behalf of qualified plaintiffs
shall have no right of recovery against and shall have no lien upon the
fund or any person or entity nor shall the fund constitute an additional
payment source to offset the payments otherwise contractually required
to be made by such health insurers. The superintendent of financial
services shall have the authority to enforce the provisions of this
subdivision UPON THE REFERRAL OF THE COMMISSIONER.

15. The commissioner[, in consultation with the superintendent of
financial services,] shall promulgate, amend and enforce all rules and
regulations necessary for the proper administration of the fund in
accordance with the provisions of this section, including, but not
limited to, those concerning the payment of claims and concerning the
actuarial calculations necessary to determine, annually, the total
amount to be paid into the fund as provided herein, and as otherwise
needed to implement this title.

[16. The commissioner shall convene a consumer advisory committee for
the purpose of providing information, as requested by the commissioner,
in the development of the regulations authorized by subdivision fifteen
of this section.]

§ 4. Section 5 of chapter 517 of the laws of 2016, amending the public
health law relating to payments from the New York state medical indem-
nity fund, as amended by chapter 4 of the laws of 2017, is amended to
read as follows:

§ 5. This act shall take effect on the forty-fifth day after it shall
have Dbecome a law, provided that the amendments to subdivision 4 of
section 2999-7 of the public health law made by section two of this act
shall take effect on June 30, 2017 and shall expire and be deemed
repealed December 31, [2019] 2020.



§ 5. Section 99-t of the state finance law, as added by section 52-e
of part H of chapter 59 of the laws of 2011, is amended to read as
follows:

§ 99-t. New York state medical indemnity fund account. 1. There is
hereby established in the custody of the commissioner of taxation and
finance a special account to be known as the "New York state medical
indemnity fund account".

2. All moneys received by the New York state medical indemnity fund

pursuant to title four of article twenty-nine-D of the public health law
from whatever source derived shall be deposited to the exclusive credit
of such fund account. Said moneys shall be kept separate and shall not
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be commingled with any other moneys in the custody of the commissioner
of taxation and finance.

3. The moneys in said account shall be retained by the fund and shall
be released by the commissioner of taxation and finance only upon
certificates signed by the [superintendent of financial services or the
head of any successor agency to the department of insurance] COMMISSION-
ER OF HEALTH or his or her designee and only for the purposes set forth
in title four of article twenty-nine-D of the public health law.

§ 6. This act shall take effect October 1, 2019; provided however, on
and after April 1, 2019, the commissioner of health may take any steps
necessary to implement this act on its effective date; and notwithstand-
ing any inconsistent provision of the state administrative procedure act
or any other provision of law, rule or regulation, the commissioner of
health is authorized to adopt or amend or promulgate on an emergency
basis any regulation he or she determines necessary to implement any
provision of this act on its effective date.

PART L

Section 1. Subparagraph (C) of paragraph 6 of subsection (k) of
section 3221 of the insurance law, as amended by section 1 of part K of
chapter 82 of the laws of 2002, is amended to read as follows:

(C) Coverage of diagnostic and treatment procedures, including
prescription drugs, wused in the diagnosis and treatment of infertility
as required by subparagraphs (A) and (B) of this paragraph shall be
provided in accordance with the provisions of this subparagraph.

(1) [Coverage shall be provided for persons whose ages range from
twenty-one through forty-four years, provided that nothing herein shall
preclude the provision of coverage to persons whose age is below or
above such range.

(ii)] Diagnosis and treatment of infertility shall be prescribed as
part of a physician's overall plan of care and consistent with the
guidelines for coverage as referenced in this subparagraph.

[(1ii)] (II) Coverage may be subject to co-payments, coinsurance and
deductibles as may be deemed appropriate by the superintendent and as
are consistent with those established for other benefits within a given
policy.

[(iv) Coverage shall be 1limited to those individuals who have been
previously covered under the policy for a period of not less than twelve
months, provided that for the purposes of this subparagraph "period of
not less than twelve months" shall be determined by calculating such
time from either the date the insured was first covered under the exist-
ing policy or from the date the insured was first covered by a previous-
ly in-force converted policy, whichever is earlier.

(v) Coverage] (III) EXCEPT AS PROVIDED IN ITEMS (VI) AND (VII) OF THIS
SUBPARAGRAPH, COVERAGE shall not be required to include the diagnosis
and treatment of infertility in connection with: (I) in vitro fertiliza-
tion, gamete intrafallopian tube transfers or zygote intrafallopian tube
transfers; (II) the reversal of elective sterilizations; (III) sex
change procedures; (IV) cloning; or (V) medical or surgical services or
procedures that are deemed to be experimental in accordance with clin-
ical guidelines referenced in [clause (vi)] ITEM (IV) of this subpara-
graph.

[(vi)] (IV) The superintendent, in consultation with the commissioner
of health, shall promulgate regulations which shall stipulate the guide-
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lines and standards which shall be used in carrying out the provisions
of this subparagraph, which shall include:

(1) [The determination of "infertility" in accordance with the stand-
ards and guidelines established and adopted by the American College of
Obstetricians and Gynecologists and the American Society for Reproduc-
tive Medicine;

(II)] The identification of experimental procedures and treatments not
covered for the diagnosis and treatment of infertility determined in
accordance with the standards and guidelines established and adopted by
the American College of Obstetricians and Gynecologists and the American
Society for Reproductive Medicine;

[(ITI)] (II) The identification of the required training, experience
and other standards for health care providers for the provision of
procedures and treatments for the diagnosis and treatment of infertility
determined in accordance with the standards and guidelines established



and adopted Dby the American College of Obstetricians and Gynecologists
and the American Society for Reproductive Medicine; and

[(IV)] (III) The determination of appropriate medical candidates by
the treating physician in accordance with the standards and guidelines
established and adopted by the American College of Obstetricians and
Gynecologists and/or the American Society for Reproductive Medicine.

(V) (1) FOR THE PURPOSES OF THIS PARAGRAPH, "INFERTILITY" MEANS A
DISEASE OR CONDITION CHARACTERIZED BY THE INCAPACITY TO IMPREGNATE
ANOTHER PERSON OR TO CONCEIVE, DEFINED BY THE FAILURE TO ESTABLISH A
CLINICAL PREGNANCY AFTER TWELVE MONTHS OF REGULAR, UNPROTECTED SEXUAL
INTERCOURSE OR THERAPEUTIC DONOR INSEMINATION, OR AFTER SIX MONTHS OF
REGULAR, UNPROTECTED SEXUAL INTERCOURSE OR THERAPEUTIC DONOR INSEMINA-
TION FOR A FEMALE THIRTY-FIVE YEARS OF AGE OR OLDER. EARLIER EVALUATION
AND TREATMENT MAY BE WARRANTED BASED ON AN INDIVIDUAL'S MEDICAL HISTORY
OR PHYSICAL FINDINGS.

(IT) FOR PURPOSES OF THIS PARAGRAPH, "IATROGENIC INFERTILITY" MEANS AN
IMPAIRMENT OF FERTILITY BY SURGERY, RADIATION, CHEMOTHERAPY OR OTHER
MEDICAL TREATMENT AFFECTING REPRODUCTIVE ORGANS OR PROCESSES.

(VI) COVERAGE SHALL ALSO INCLUDE STANDARD FERTILITY PRESERVATION
SERVICES WHEN A MEDICAL TREATMENT MAY DIRECTLY OR INDIRECTLY CAUSE
IATROGENIC INFERTILITY TO AN INSURED. COVERAGE MAY BE SUBJECT TO ANNUAL
DEDUCTIBLES AND COINSURANCE, INCLUDING COPAYMENTS, AS MAY BE DEEMED
APPROPRIATE BY THE SUPERINTENDENT AND AS ARE CONSISTENT WITH THOSE
ESTABLISHED FOR OTHER BENEFITS WITHIN A GIVEN POLICY.

(VII) EVERY LARGE GROUP POLICY DELIVERED OR ISSUED FOR DELIVERY IN
THIS STATE THAT PROVIDES MEDICAL, MAJOR MEDICAL OR SIMILAR COMPREHEN-
SIVE-TYPE COVERAGE SHALL PROVIDE COVERAGE FOR THREE CYCLES OF IN-VITRO
FERTILIZATION USED IN THE TREATMENT OF INFERTILITY. COVERAGE MAY BE
SUBJECT TO ANNUAL DEDUCTIBLES AND COINSURANCE, INCLUDING COPAYMENTS, AS
MAY BE DEEMED APPROPRIATE BY THE SUPERINTENDENT AND AS ARE CONSISTENT
WITH THOSE ESTABLISHED FOR OTHER BENEFITS WITHIN A GIVEN POLICY. FOR
PURPOSES OF THIS ITEM, A "CYCLE" IS DEFINED AS EITHER ALL TREATMENT THAT
STARTS WHEN: PREPARATORY MEDICATIONS ARE ADMINISTERED FOR OVARIAN STIM-
ULATION FOR OOCYTE RETRIEVAL WITH THE INTENT OF UNDERGOING IN-VITRO
FERTILIZATION USING A FRESH EMBRYO TRANSFER; OR MEDICATIONS ARE ADMINIS-
TERED FOR ENDOMETRIAL PREPARATION WITH THE INTENT OF UNDERGOING IN-VITRO
FERTILIZATION USING A FROZEN EMBRYO TRANSFER.

(VIII) NO INSURER PROVIDING COVERAGE UNDER THIS PARAGRAPH SHALL
DISCRIMINATE BASED ON AN INSURED'S EXPECTED LENGTH OF LIFE, PRESENT OF
PREDICTED DISABILITY, DEGREE OF MEDICAL DEPENDENCY, PERCEIVED QUALITY OF
LIFE, OR OTHER HEALTH CONDITIONS, NOR BASED ON PERSONAL CHARACTERISTICS,
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INCLUDING AGE, SEX, SEXUAL ORIENTATION, MARITAL STATUS OR GENDER IDENTI-
TY.

s 2. Paragraph 3 of subsection (s) of section 4303 of the insurance
law, as amended by section 2 of part K of chapter 82 of +the laws of
2002, is amended to read as follows:

(3) Coverage of diagnostic and treatment procedures, including
prescription drugs used in the diagnosis and treatment of infertility as
required by paragraphs one and two of this subsection shall be provided
in accordance with this paragraph.

(A) [Coverage shall be provided for persons whose ages range from
twenty-one through forty-four years, provided that nothing herein shall
preclude the provision of coverage to persons whose age is below or
above such range.

(B)] Diagnosis and treatment of infertility shall be prescribed as
part of a physician's overall plan of care and consistent with the
guidelines for coverage as referenced in this paragraph.

[(C)] (B) Coverage may be subject to co-payments, coinsurance and
deductibles as may be deemed appropriate by the superintendent and as
are consistent with those established for other benefits within a given
policy.

[ (D) Coverage shall be 1limited to those individuals who have been
previously covered under the policy for a period of not less than twelve
months, provided that for the purposes of this paragraph "period of not
less than twelve months" shall be determined by calculating such time
from either the date the insured was first covered wunder the existing
policy or from the date the insured was first covered by a previously
in-force converted policy, whichever is earlier.

(E) Coverage] (C) EXCEPT AS PROVIDED IN SUBPARAGRAPHS (F) AND (G) OF
THIS PARAGRAPH, COVERAGE shall not be required to include the diagnosis
and treatment of infertility in connection with: (i) in vitro fertiliza-
tion, gamete intrafallopian tube transfers or zygote intrafallopian tube
transfers; (ii) the reversal of elective sterilizations; (1ii) sex
change procedures; (iv) cloning; or (v) medical or surgical services or
procedures that are deemed to be experimental in accordance with clin-
ical guidelines referenced in subparagraph [(F)] (D) of this paragraph.

[(F)] (D) The superintendent, in consultation with the commissioner of
health, shall promulgate regulations which shall stipulate the guide-
lines and standards which shall be used in carrying out the provisions
of this paragraph, which shall include:

(1) [The determination of "infertility" in accordance with the stand-
ards and guidelines established and adopted by the American College of
Obstetricians and Gynecologists and the American Society for Reproduc-
tive Medicine;



(ii)] The identification of experimental procedures and treatments not
covered for the diagnosis and treatment of infertility determined in
accordance with the standards and guidelines established and adopted by
the American College of Obstetricians and Gynecologists and the American
Society for Reproductive Medicine;

[(iii)] (II) The identification of the required training, experience
and other standards for health care providers for the provision of
procedures and treatments for the diagnosis and treatment of infertility
determined in accordance with the standards and guidelines established
and adopted by the American College of Obstetricians and Gynecologists
and the American Society for Reproductive Medicine; and

[(iv)] (III) The determination of appropriate medical candidates by
the treating physician in accordance with the standards and guidelines
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established and adopted by the American College of Obstetricians and
Gynecologists and/or the American Society for Reproductive Medicine.

(E) (I) FOR THE PURPOSES OF THIS SUBSECTION, "INFERTILITY" MEANS A
DISEASE OR CONDITION CHARACTERIZED BY THE INCAPACITY TO IMPREGNATE
ANOTHER PERSON OR TO CONCEIVE, DEFINED BY THE FAILURE TO ESTABLISH A
CLINICAL PREGNANCY AFTER TWELVE MONTHS OF REGULAR, UNPROTECTED SEXUAL
INTERCOURSE OR THERAPEUTIC DONOR INSEMINATION, OR AFTER SIX MONTHS OF
REGULAR, UNPROTECTED SEXUAL INTERCOURSE OR THERAPEUTIC DONOR INSEMINA-
TION FOR A FEMALE THIRTY-FIVE YEARS OF AGE OR OLDER. EARLIER EVALUATION
AND TREATMENT MAY BE WARRANTED BASED ON AN INDIVIDUAL'S MEDICAL HISTORY
OR PHYSICAL FINDINGS.

(II) FOR PURPOSES OF THIS SUBSECTION, "IATROGENIC INFERTILITY" MEANS
AN IMPAIRMENT OF FERTILITY BY SURGERY, RADIATION, CHEMOTHERAPY OR OTHER
MEDICAL TREATMENT AFFECTING REPRODUCTIVE ORGANS OR PROCESSES.

(F) COVERAGE SHALL ALSO INCLUDE STANDARD FERTILITY PRESERVATION
SERVICES WHEN A MEDICAL TREATMENT MAY DIRECTLY OR INDIRECTLY CAUSE
IATROGENIC INFERTILITY TO AN INSURED. COVERAGE MAY BE SUBJECT TO ANNUAL
DEDUCTIBLES AND COINSURANCE, INCLUDING COPAYMENTS, AS MAY BE DEEMED
APPROPRIATE BY THE SUPERINTENDENT AND AS ARE CONSISTENT WITH THOSE
ESTABLISHED FOR OTHER BENEFITS WITHIN A GIVEN CONTRACT.

(G) EVERY LARGE GROUP CONTRACT THAT PROVIDES MEDICAL, MAJOR MEDICAL OR
SIMILAR COMPREHENSIVE-TYPE COVERAGE SHALL PROVIDE COVERAGE FOR THREE
CYCLES OF IN-VITRO FERTILIZATION USED IN THE TREATMENT OF INFERTILITY.
COVERAGE MAY BE SUBJECT TO ANNUAL DEDUCTIBLES AND COINSURANCE, INCLUDING
COPAYMENTS, AS MAY BE DEEMED APPROPRIATE BY THE SUPERINTENDENT AND AS
ARE CONSISTENT WITH THOSE ESTABLISHED FOR OTHER BENEFITS WITHIN A GIVEN
CONTRACT. FOR PURPOSES OF THIS SUBPARAGRAPH, A "CYCLE" IS DEFINED AS
EITHER ALL TREATMENT THAT STARTS WHEN: PREPARATORY MEDICATIONS ARE
ADMINISTERED FOR OVARIAN STIMULATION FOR OOCYTE RETRIEVAL WITH THE
INTENT OF UNDERGOING IN-VITRO FERTILIZATION USING A FRESH EMBRYO TRANS-
FER; OR MEDICATIONS ARE ADMINISTERED FOR ENDOMETRIAL PREPARATION WITH
THE INTENT OF UNDERGOING IN-VITRO FERTILIZATION USING A FROZEN EMBRYO
TRANSFER.

(H) NO CORPORATION PROVIDING COVERAGE UNDER THIS SUBSECTION SHALL
DISCRIMINATE BASED ON AN INSURED'S EXPECTED LENGTH OF LIFE, PRESENT OR
PREDICTED DISABILITY, DEGREE OF MEDICAL DEPENDENCY, PERCEIVED QUALITY OF
LIFE, OR OTHER HEALTH CONDITIONS, NOR BASED ON PERSONAL CHARACTERISTICS,
INCLUDING AGE, SEX, SEXUAL ORIENTATION, MARITAL STATUS OR GENDER IDENTI-
TY.

§ 3. Paragraph 13 of subsection (i) of section 3216 of the insurance
law is amended by adding a new subparagraph (C) to read as follows:

(C) EVERY POLICY THAT PROVIDES MEDICAL, MAJOR MEDICAL OR SIMILAR
COMPREHENSIVE-TYPE COVERAGE SHALL PROVIDE COVERAGE FOR STANDARD FERTILI-
TY PRESERVATION SERVICES WHEN A MEDICAL TREATMENT MAY DIRECTLY OR INDI-
RECTLY CAUSE IATROGENIC INFERTILITY TO AN INSURED. COVERAGE MAY BE
SUBJECT TO ANNUAL DEDUCTIBLES AND COINSURANCE, INCLUDING COPAYMENTS, AS
MAY BE DEEMED APPROPRIATE BY THE SUPERINTENDENT AND AS ARE CONSISTENT
WITH THOSE ESTABLISHED FOR OTHER BENEFITS WITHIN A GIVEN POLICY.

(I) FOR PURPOSES OF THIS SUBPARAGRAPH, "IATROGENIC INFERTILITY" MEANS
AN IMPAIRMENT OF FERTILITY BY SURGERY, RADIATION, CHEMOTHERAPY OR OTHER
MEDICAL TREATMENT AFFECTING REPRODUCTIVE ORGANS OR PROCESSES.

(II) NO INSURER PROVIDING COVERAGE UNDER THIS PARAGRAPH SHALL DISCRIM-
INATE BASED ON AN INSURED'S EXPECTED LENGTH OF LIFE, PRESENT OR
PREDICTED DISABILITY, DEGREE OF MEDICAL DEPENDENCY, PERCEIVED QUALITY OF
LIFE, OR OTHER HEALTH CONDITIONS, NOR BASED ON PERSONAL CHARACTERISTICS,
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INCLUDING AGE, SEX, SEXUAL ORIENTATION, MARITAL STATUS OR GENDER IDENTI-
TY.

§ 4. This act shall take effect January 1, 2020 and shall apply to
policies and contracts issued, renewed, modified, altered or amended on
or after such date.

PART M

Section 1. Subparagraph (A) of paragraph 16 of subsection (1) of
section 3221 of the insurance law, as amended by a chapter of the laws
of 2019, amending the insurance law and the social services law relating
to requiring health insurance policies to include coverage of all
FDA-approved contraceptive drugs, devices, and products, as well as



voluntary sterilization procedures, contraceptive education and coun-
seling, and related follow up services and prohibiting a health insur-
ance policy from imposing any cost-sharing requirements or other
restrictions or delays with respect to this coverage, as proposed in
legislative Dbills numbers S. 659-a and A. 585-a, is amended and a new
subparagraph (H) is added to read as follows:

(A) Every group or Dblanket policy THAT PROVIDES MEDICAL, MAJOR
MEDICAL, OR SIMILAR COMPREHENSIVE TYPE COVERAGE that is issued, amended,
renewed, effective or delivered on or after January first, two thousand
twenty, shall provide coverage for all of the following services and
contraceptive methods:

(1) All FDA-approved contraceptive drugs, devices, and other products.
This includes all FDA-approved over-the-counter contraceptive drugs,
devices, and products as prescribed or as otherwise authorized under
state or federal law. The following applies to this coverage:

(a) where the FDA has approved one or more therapeutic and pharmaceu-
tical equivalent, as defined by the FDA, versions of a contraceptive
drug, device, or product, a group or blanket policy is not required to
include all such therapeutic and pharmaceutical equivalent versions in
its formulary, so long as at least one is included and covered without
cost-sharing and in accordance with this paragraph;

(b) if the covered therapeutic and pharmaceutical equivalent versions
of a drug, device, or product are not available or are deemed medically
inadvisable a group or blanket policy shall provide coverage for an
alternate therapeutic and pharmaceutical equivalent version of the
contraceptive drug, device, or product without cost-sharing. If the
attending health care provider, in his or her reasonable professional
judgment, determines that the use of a non-covered therapeutic or phar-
maceutical equivalent of a drug, device, or product is warranted, the
health care provider's determination shall be final. The superintendent
shall promulgate regulations establishing a process, including time-
frames, for an insured, an insured's designee or an insured's health
care provider to request coverage of a non-covered contraceptive drug,
device, or product. Such regulations shall include a requirement that
insurers use an exception form that shall meet criteria established by
the superintendent;

(c) this coverage shall include emergency contraception without cost-
sharing when provided pursuant to a prescription or order under section
sixty-eight hundred thirty-one of the education law or when lawfully
provided over the counter; and

(d) this coverage must allow for the dispensing of up to twelve months
worth of a contraceptive at one time;

S. 1507--C 70 A. 2007--C

(2) Voluntary sterilization procedures PURSUANT TO 42 U.S.C. 18022 AND
IDENTIFIED IN THE COMPREHENSIVE GUIDELINES SUPPORTED BY THE HEALTH
RESOURCES AND SERVICES ADMINISTRATION AND THEREBY INCORPORATED IN THE
ESSENTIAL HEALTH BENEFITS BENCHMARK PLANj;

(3) Patient education and counseling on contraception; and

(4) Follow-up services related to the drugs, devices, products, and
procedures covered under this paragraph, including, but not limited to,
management of side effects, counseling for continued adherence, and
device insertion and removal.

(H) FOR THE PURPOSES OF THIS PARAGRAPH, "OVER-THE-COUNTER CONTRACEP-

TIVE PRODUCTS" SHALL MEAN THOSE PRODUCTS PROVIDED FOR IN COMPREHENSIVE
GUIDELINES SUPPORTED BY THE HEALTH RESOURCES AND SERVICES ADMINISTRATION
AS OF JANUARY TWENTY-FIRST, TWO THOUSAND NINETEEN.

§ 2. Paragraph 1 of subsection (cc) of section 4303 of the insurance
law, as amended by a chapter of the laws of 2019, amending the insurance
law and the social services law relating to requiring health insurance
policies to include coverage of all FDA-approved contraceptive drugs,
devices, and products, as well as voluntary sterilization procedures,
contraceptive education and counseling, and related follow up services
and prohibiting a health insurance policy from imposing any cost-sharing
requirements or other restrictions or delays with respect to this cover-
age, as proposed in legislative bills numbers S. 659-a and A. 585-a, is
amended and a new paragraph 8 is added to read as follows:

(1) Every contract THAT PROVIDES MEDICAL, MAJOR MEDICAL, OR SIMILAR
COMPREHENSIVE TYPE COVERAGE that is issued, amended, renewed, effective
or delivered on or after January first, two thousand twenty, shall
provide coverage for all of the following services and contraceptive
methods:

(A) All FDA-approved contraceptive drugs, devices, and other products.
This includes all FDA-approved over-the-counter contraceptive drugs,
devices, and products as prescribed or as otherwise authorized under
state or federal law. The following applies to this coverage:

(i) where the FDA has approved one or more therapeutic and pharmaceu-
tical equivalent, as defined by the FDA, versions of a contraceptive
drug, device, or product, a contract is not required to include all such
therapeutic and pharmaceutical equivalent versions in its formulary, so
long as at least one is included and covered without cost-sharing and in
accordance with this subsection;

(ii) if the covered therapeutic and pharmaceutical equivalent versions
of a drug, device, or product are not available or are deemed medically
inadvisable a contract shall provide coverage for an alternate therapeu-
tic and pharmaceutical equivalent version of the contraceptive drug,



device, or product without cost-sharing. If the attending health care
provider, in his or her reasonable professional judgment, determines
that the use of a non-covered therapeutic or pharmaceutical equivalent
of a drug, device, or product is warranted, the health care provider's
determination shall be final. The superintendent shall promulgate regu-
lations establishing a process, including timeframes, for an insured, an
insured's designee or an insured's health care provider to request
coverage of a non-covered contraceptive drug, device, or product. Such
regulations shall include a requirement that insurers use an exception
form that shall meet criteria established by the superintendent;

(iii) this coverage shall include emergency contraception without
cost-sharing when provided pursuant to a prescription or order under
section sixty-eight hundred thirty-one of the education 1law or when
lawfully provided over the counter; and
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(iv) this coverage must allow for the dispensing of up to twelve
months worth of a contraceptive at one time;

(B) Voluntary sterilization procedures PURSUANT TO 42 U.S.C. 18022 AND
IDENTIFIED IN THE COMPREHENSIVE GUIDELINES SUPPORTED BY THE HEALTH
RESOURCES AND SERVICES ADMINISTRATION AND THEREBY INCORPORATED IN THE
ESSENTIAL HEALTH BENEFITS BENCHMARK PLAN;

(C) Patient education and counseling on contraception; and

(D) Follow-up services related to the drugs, devices, products, and
procedures covered under this subsection, including, but not limited to,
management of side effects, counseling for continued adherence, and
device insertion and removal.

(8) FOR THE PURPOSES OF THIS PARAGRAPH, "OVER-THE-COUNTER CONTRACEP-
TIVE PRODUCTS" SHALL MEAN THOSE PRODUCTS PROVIDED FOR IN COMPREHENSIVE
GUIDELINES SUPPORTED BY THE HEALTH RESOURCES AND SERVICES ADMINISTRATION
AS OF JANUARY TWENTY-FIRST, TWO THOUSAND NINETEEN.

§ 3. Clause (v) of subparagraph (E) of paragraph 17 of subsection (i)
of section 3216 of the insurance law, as added by a chapter of the laws
of 2019, amending the insurance law and the social services law relating
to requiring health insurance policies to 1include coverage of all
FDA-approved contraceptive drugs, devices, and products, as well as
voluntary sterilization procedures, contraceptive education and coun-
seling, and related follow up services and prohibiting a health insur-
ance policy from imposing any cost-sharing requirements or other
restrictions or delays with respect to this coverage, as proposed in
legislative Dbills numbers S. 659-a and A. 585-a, is amended to read as
follows:

(v) all FDA-approved contraceptive drugs, devices, and other products,
including all over-the-counter contraceptive drugs, devices, and
products as prescribed or as otherwise authorized under state or federal
law; voluntary sterilization procedures PURSUANT TO 42 U.S.C. 18022 AND
IDENTIFIED 1IN THE COMPREHENSIVE GUIDELINES SUPPORTED BY THE HEALTH
RESOURCES AND SERVICES ADMINISTRATION AND THEREBY INCORPORATED IN THE
ESSENTIAL HEALTH BENEFITS BENCHMARK PLAN; patient education and coun-
seling on contraception; and follow-up services related to the drugs,
devices, ©products, and procedures covered under this clause, including,
but not limited to, management of side effects, counseling for continued
adherence, and device insertion and removal. Except as otherwise author-
ized under this clause, a contract shall not impose any restrictions or
delays on the coverage required under this clause. However, where the
FDA has approved one or more therapeutic and pharmaceutical equivalent,
as defined by the FDA, versions of a contraceptive drug, device, or
product, a contract is not required to include all such therapeutic and
pharmaceutical equivalent versions in its formulary, so long as at least
one 1is included and covered without cost-sharing and in accordance with
this clause. If the covered therapeutic and pharmaceutical equivalent
versions of a drug, device, or product are not available or are deemed
medically inadvisable a contract shall provide coverage for an alternate
therapeutic and pharmaceutical equivalent version of the contraceptive
drug, device, or product without cost-sharing. (a) This coverage shall
include emergency contraception without cost sharing when provided
pursuant to a prescription, or order under section sixty-eight hundred
thirty-one of the education law or when lawfully provided over-the-coun-

ter. (b) If the attending health care provider, in his or her reason-
able professional judgment, determines that the use of a non-covered
therapeutic or pharmaceutical equivalent of a drug, device, or product

is warranted, the health care provider's determination shall be final.
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The superintendent shall promulgate regulations establishing a process,
including timeframes, for an insured, an insured's designee or an
insured's health care provider to request coverage of a non-covered
contraceptive drug, device, or product. Such regulations shall include a
requirement that insurers use an exception form that shall meet criteria

established by the superintendent. (c) This coverage must allow for the
dispensing of up to twelve months worth of a contraceptive at one time.
(D) FOR THE PURPOSES OF THIS CLAUSE, "OVER-THE-COUNTER CONTRACEPTIVE

PRODUCTS" SHALL MEAN THOSE PRODUCTS PROVIDED FOR IN COMPREHENSIVE GUIDE-
LINES SUPPORTED BY THE HEALTH RESOURCES AND SERVICES ADMINISTRATION AS
OF JANUARY TWENTY-FIRST, TWO THOUSAND NINETEEN.



§ 4. This act shall take effect on the same date and in the same
manner as a chapter of the laws of 2019, amending the insurance law and
the social services law relating to requiring health insurance policies
to include coverage of all FDA-approved contraceptive drugs, devices,
and products, as well as voluntary sterilization procedures, contracep-
tive education and counseling, and related follow up services and
prohibiting a health insurance policy from imposing any cost-sharing
requirements or other restrictions or delays with respect to this cover-
age, as proposed in legislative bills numbers S. 659-a and A. 585-a,
takes effect.

PART N
Intentionally Omitted
PART O

Section 1. Subdivision 2 of section 605 of the public health 1law, as
amended by section 20 of part E of chapter 56 of the laws of 2013, is
amended to read as follows:

2. State aid reimbursement for public health services provided by a
municipality under this title, shall Dbe made if the municipality is
providing some or all of the core public health services identified in
section six hundred two of this title, pursuant to an approved applica-
tion for state aid, at a rate of no less than thirty-six per centum,
EXCEPT FOR THE CITY OF NEW YORK WHICH SHALL RECEIVE NO LESS THAN TWENTY
PER CENTUM, of the difference between the amount of moneys expended by
the municipality for public health services required by section six
hundred two of this title during the fiscal year and the base grant
provided pursuant to subdivision one of this section. No such reimburse-
ment shall be provided for services that are not eligible for state aid
pursuant to this article.

§ 2. Subdivision 1 of section 616 of the public health law, as amended
by section 27 of part E of chapter 56 of the laws of 2013, is amended to
read as follows:

1. The total amount of state aid provided pursuant to this article
shall Dbe limited to the amount of the annual appropriation made by the
legislature. In no event, however, shall such state aid be less than an
amount to provide the full base grant and, as otherwise provided by
[paragraph (a) of] subdivision two of section six hundred five of this
article, [at least] NO LESS THAN thirty-six per centum, EXCEPT FOR THE
CITY OF NEW YORK WHICH SHALL RECEIVE NO LESS THAN TWENTY PER CENTUM, of
the difference between the amount of moneys expended by the municipality
for eligible public health services pursuant to an approved application
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for state aid during the fiscal year and the base grant provided pursu-
ant to subdivision one of section six hundred five of this article.
§ 3. This act shall take effect July 1, 2019.

PART P

Section 1. Subdivision 6 of section 1370 of the public health law, as
amended by chapter 485 of the laws of 1992, is amended to read as
follows:

6. "Elevated lead 1levels" means a blood lead level greater than or
equal to [ten] FIVE micrograms of lead per deciliter of whole blood or
such LOWER Dblood 1lead 1level as may be established by the department
pursuant to rule or regulation.

§ 1-a. (a) Within 180 days after the date on which this act takes
effect, the department of health shall adopt all necessary regulations
to define "elevated lead levels" to mean a blood lead level greater than
or equal to 5 micrograms per deciliter of whole blood, or such lower
blood 1lead level as the department may establish, to be utilized in its
lead poisoning prevention program.

(b) Within 6 months after the date on which the federal department of
health and human services has published guidance recommending a lower
concentration of lead in blood than the concentration established pursu-
ant to subdivision 6 of section 1370 of the public health 1law as the
reference level for conducting an environmental intervention, the
department of health shall, in consultation with the New York state
advisory council on lead poisoning prevention, make recommendations to
the governor and the legislature recommending actions the state should
take in response to such guidance.

§ 2. Section 1151 of the public health law is amended by adding a new
subdivision 9 to read as follows:

9. GENERAL INFORMATION REGARDING LEAD PIPES REASONABLY KNOWN TO BE
LOCATED WITHIN THE WATER SYSTEM, AS THAT TERM IS DEFINED IN SUBDIVISION
TWENTY-SIX OF SECTION TWO OF THE PUBLIC SERVICE LAW.

§ 3. This act shall take effect immediately.

PART Q
Section 1. Section 2825-f of the public health law 1is amended by

adding two new subdivisions 4-a and 4-b to read as follows:
4-A. NOTWITHSTANDING SUBDIVISION TWO OF THIS SECTION OR ANY INCONSIST-



ENT PROVISION OF LAW TO THE CONTRARY, AND UPON APPROVAL OF THE DIRECTOR
OF THE BUDGET, THE COMMISSIONER MAY, SUBJECT TO THE AVAILABILITY OF
LAWFUL APPROPRIATION, AWARD UP TO THREE HUNDRED MILLION DOLLARS OF THE
FUNDS MADE AVAILABLE PURSUANT TO THIS SECTION FOR UNFUNDED PROJECT
APPLICATIONS SUBMITTED 1IN RESPONSE TO THE REQUEST FOR APPLICATIONS
NUMBER 17648 ISSUED BY THE DEPARTMENT ON JANUARY EIGHTH, TWO THOUSAND
EIGHTEEN PURSUANT TO SECTION TWENTY-EIGHT HUNDRED TWENTY-FIVE-E OF THIS
ARTICLE, PROVIDED HOWEVER THAT THE PROVISIONS OF SUBDIVISIONS THREE AND
FOUR OF THIS SECTION SHALL APPLY.

4-B. AUTHORIZED AMOUNTS TO BE AWARDED PURSUANT TO APPLICATIONS SUBMIT-
TED IN RESPONSE TO THE REQUEST FOR APPLICATION NUMBER 17648 SHALL BE
AWARDED NO LATER THAN MAY FIRST, TWO THOUSAND NINETEEN.

§ 2. This act shall take effect immediately.
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Intentionally Omitted
PART S
Intentionally Omitted
PART T

Section 1. This act shall be known and may be cited as the "NY State
of Health, The Official Health Plan Marketplace Act".

§ 2. Article 2 of the public health law is amended by adding a new
title VII to read as follows:

TITLE VII
NY STATE OF HEALTH
SECTION 268. STATEMENT OF POLICY AND PURPOSES.
268-A. DEFINITIONS.
268-B. ESTABLISHMENT OF NY STATE OF HEALTH, THE OFFICIAL HEALTH
PLAN MARKETPLACE.
268-C. FUNCTIONS OF THE MARKETPLACE.
268-D. SPECIAL FUNCTIONS OF THE MARKETPLACE RELATED TO HEALTH
PLAN CERTIFICATION AND QUALIFIED HEALTH PLAN OVERSIGHT.
268-E. APPEALS AND APPEAL HEARINGS; JUDICIAL REVIEW.
268-F. MARKETPLACE ADVISORY COMMITTEE.
268-G. FUNDING OF THE MARKETPLACE.
268-H. CONSTRUCTION.

§ 268. STATEMENT OF POLICY AND PURPOSES. THE PURPOSE OF THIS TITLE IS
TO CODIFY THE ESTABLISHMENT OF THE HEALTH BENEFIT EXCHANGE IN NEW YORK,
KNOWN AS NY STATE OF HEALTH, THE OFFICIAL HEALTH PLAN MARKETPLACE
(MARKETPLACE), IN CONFORMANCE WITH EXECUTIVE ORDER 42 (CUOMO) ISSUED
APRIL 12, 2012. THE MARKETPLACE SHALL CONTINUE TO PERFORM ELIGIBILITY
DETERMINATIONS FOR FEDERAL AND STATE INSURANCE AFFORDABILITY PROGRAMS
INCLUDING MEDICAL ASSISTANCE IN ACCORDANCE WITH SECTION THREE HUNDRED
SIXTY-SIX OF THE SOCIAL SERVICES LAW, CHILD HEALTH PLUS 1IN ACCORDANCE
WITH SECTION TWENTY-FIVE HUNDRED ELEVEN OF THIS CHAPTER, THE BASIC
HEALTH PROGRAM IN ACCORDANCE WITH SECTION THREE HUNDRED SIXTY-NINE-GG OF
THE SOCIAL SERVICES LAW, AND PREMIUM TAX CREDITS AND COST-SHARING
REDUCTIONS, TOGETHER WITH PERFORMING ELIGIBILITY DETERMINATIONS FOR
QUALIFIED HEALTH PLANS AND SUCH OTHER HEALTH INSURANCE PROGRAMS AS
DETERMINED BY THE COMMISSIONER. THE MARKETPLACE SHALL ALSO FACILITATE
ENROLLMENT IN INSURANCE AFFORDABILITY PROGRAMS, QUALIFIED HEALTH PLANS
AND OTHER HEALTH INSURANCE PROGRAMS AS DETERMINED BY THE COMMISSIONER,
THE PURCHASE AND SALE OF QUALIFIED HEALTH PLANS AND/OR OTHER OR ADDI-
TIONAL HEALTH PLANS CERTIFIED BY THE MARKETPLACE PURSUANT TO THIS TITLE,
AND SHALL CONTINUE TO HAVE THE AUTHORITY TO OPERATE A SMALL BUSINESS
HEALTH OPTIONS PROGRAM ("SHOP") TO ASSIST ELIGIBLE SMALL EMPLOYERS IN
SELECTING QUALIFIED HEALTH PLANS AND/OR OTHER OR ADDITIONAL HEALTH PLANS
CERTIFIED BY THE MARKETPLACE AND TO DETERMINE SMALL EMPLOYER ELIGIBILITY
FOR PURPOSES OF SMALL EMPLOYER TAX CREDITS. IT IS THE INTENT OF THE
LEGISLATURE, BY CODIFYING THE MARKETPLACE IN STATE STATUTE, TO CONTINUE
TO PROMOTE QUALITY AND AFFORDABLE HEALTH COVERAGE AND CARE, REDUCE THE
NUMBER OF UNINSURED PERSONS, PROVIDE A TRANSPARENT MARKETPLACE, EDUCATE
CONSUMERS AND ASSIST INDIVIDUALS WITH ACCESS TO COVERAGE, PREMIUM
ASSISTANCE TAX CREDITS AND COST-SHARING REDUCTIONS. IN ADDITION, THE
LEGISLATURE DECLARES THE INTENT THAT THE MARKETPLACE CONTINUE TO BE
PROPERLY INTEGRATED WITH INSURANCE AFFORDABILITY PROGRAMS, INCLUDING
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MEDICAID, CHILD HEALTH PLUS AND THE BASIC HEALTH PROGRAM, AND SUCH OTHER
HEALTH INSURANCE PROGRAMS AS DETERMINED BY THE COMMISSIONER.

§ 268-A. DEFINITIONS. FOR PURPOSES OF THIS TITLE, THE FOLLOWING DEFI-
NITIONS SHALL APPLY:

1. "COMMISSIONER" MEANS THE COMMISSIONER OF HEALTH OF THE STATE OF NEW
YORK.

2. "MARKETPLACE" MEANS THE "NY STATE OF HEALTH, THE OFFICIAL HEALTH
PLAN MARKETPLACE" OR "MARKETPLACE" ESTABLISHED AS A HEALTH BENEFIT
EXCHANGE OR "MARKETPLACE" WITHIN THE DEPARTMENT OF HEALTH PURSUANT TO
EXECUTIVE ORDER 42 (CUOMO) ISSUED APRIL 12, 2012 AND THIS TITLE.

3. "FEDERAL ACT" MEANS THE PATIENT PROTECTION AND AFFORDABLE CARE ACT,



PUBLIC LAW 111-148, AS AMENDED BY THE HEALTH CARE AND EDUCATION RECON-
CILIATION ACT OF 2010, PUBLIC LAW 111-152, AND ANY REGULATIONS OR GUID-
ANCE ISSUED THEREUNDER.

4. "HEALTH PLAN" MEANS A POLICY, CONTRACT OR CERTIFICATE, OFFERED OR
ISSUED BY AN INSURER TO PROVIDE, DELIVER, ARRANGE FOR, PAY FOR OR REIM-
BURSE ANY OF THE COSTS OF HEALTH CARE SERVICES. HEALTH PLAN SHALL NOT
INCLUDE THE FOLLOWING:

(A) ACCIDENT INSURANCE OR DISABILITY INCOME INSURANCE, OR ANY COMBINA-
TION THEREOF;

(B) COVERAGE ISSUED AS A SUPPLEMENT TO LIABILITY INSURANCE;

(C) LIABILITY INSURANCE, INCLUDING GENERAL LIABILITY INSURANCE AND
AUTOMOBILE LIABILITY INSURANCE;

(D) WORKERS' COMPENSATION OR SIMILAR INSURANCE;

(E) AUTOMOBILE NO-FAULT INSURANCE;

(F) CREDIT INSURANCE;

(G) OTHER SIMILAR INSURANCE COVERAGE, AS SPECIFIED IN FEDERAL REGU-
LATIONS, UNDER WHICH BENEFITS FOR MEDICAL CARE ARE SECONDARY OR INCI-
DENTAL TO OTHER INSURANCE BENEFITS;

(H) LIMITED SCOPE DENTAL OR VISION BENEFITS, BENEFITS FOR LONG-TERM
CARE INSURANCE, NURSING HOME INSURANCE, HOME CARE INSURANCE, OR ANY
COMBINATION THEREOF, OR SUCH OTHER SIMILAR, LIMITED BENEFITS HEALTH
INSURANCE AS SPECIFIED IN FEDERAL REGULATIONS, IF THE BENEFITS ARE
PROVIDED UNDER A SEPARATE POLICY, CERTIFICATE OR CONTRACT OF INSURANCE
OR ARE OTHERWISE NOT AN INTEGRAL PART OF THE PLAN;

(I) COVERAGE ONLY FOR A SPECIFIED DISEASE OR ILLNESS, HOSPITAL INDEM-
NITY, OR OTHER FIXED INDEMNITY COVERAGE;

(J) MEDICARE SUPPLEMENTAL INSURANCE AS DEFINED IN SECTION 1882 (G) (1)
OF THE FEDERAL SOCIAL SECURITY ACT, COVERAGE SUPPLEMENTAL TO THE COVER-
AGE PROVIDED UNDER CHAPTER 55 OF TITLE 10 OF THE UNITED STATES CODE, OR
SIMILAR SUPPLEMENTAL COVERAGE PROVIDED UNDER A GROUP HEALTH PLAN IF IT
IS OFFERED AS A SEPARATE POLICY, CERTIFICATE OR CONTRACT OF INSURANCE;
OR

(K) THE NEW YORK STATE MEDICAL INDEMNITY FUND ESTABLISHED PURSUANT TO
TITLE FOUR OF ARTICLE TWENTY-NINE-D OF THE PUBLIC HEALTH LAW.

5. "INSURER" MEANS AN INSURANCE COMPANY SUBJECT TO ARTICLE FORTY-TWO
OR A CORPORATION SUBJECT TO ARTICLE FORTY-THREE OF THE INSURANCE LAW, OR
A HEALTH MAINTENANCE ORGANIZATION CERTIFIED PURSUANT TO ARTICLE FORTY-
FOUR OF THE PUBLIC HEALTH LAW THAT CONTRACTS OR OFFERS TO CONTRACT TO
PROVIDE, DELIVER, ARRANGE, PAY OR REIMBURSE ANY OF THE COSTS OF HEALTH
CARE SERVICES.

6. "STAND-ALONE DENTAL PLAN" MEANS A DENTAL SERVICES PLAN THAT HAS
BEEN ISSUED PURSUANT TO APPLICABLE LAW AND CERTIFIED BY THE MARKETPLACE
IN ACCORDANCE WITH SECTION TWO HUNDRED SIXTY-EIGHT-D OF THIS TITLE.

7. "QUALIFIED HEALTH PLAN" MEANS A HEALTH PLAN THAT IS ISSUED PURSUANT
TO APPLICABLE LAW AND CERTIFIED BY THE MARKETPLACE IN ACCORDANCE WITH
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SECTION TWO HUNDRED SIXTY-EIGHT-D OF THIS TITLE, INCLUDING A STAND-ALONE
DENTAL PLAN.

8. "INSURANCE AFFORDABILITY PROGRAM" MEANS MEDICAID, CHILD HEALTH
PLUS, THE BASIC HEALTH PROGRAM AND ANY OTHER HEALTH INSURANCE SUBSIDY
PROGRAM DESIGNATED AS SUCH BY THE COMMISSIONER.

9. "ELIGIBLE INDIVIDUAL" MEANS AN INDIVIDUAL, INCLUDING A MINOR, WHO
IS ELIGIBLE TO ENROLL IN AN INSURANCE AFFORDABILITY PROGRAM OR OTHER
HEALTH INSURANCE PROGRAM AS DETERMINED BY THE COMMISSIONER.

10. "QUALIFIED INDIVIDUAL" MEANS, WITH RESPECT TO QUALIFIED HEALTH
PLANS, AN INDIVIDUAL, INCLUDING A MINOR, WHO:

(A) IS ELIGIBLE TO ENROLL IN A QUALIFIED HEALTH PLAN OFFERED TO INDI-
VIDUALS THROUGH THE MARKETPLACE;

(B) RESIDES IN THIS STATE;

(C) AT THE TIME OF ENROLLMENT, IS NOT INCARCERATED, OTHER THAN INCAR-
CERATION PENDING THE DISPOSITION OF CHARGES; AND

(D) IS, AND IS REASONABLY EXPECTED TO BE, FOR THE ENTIRE PERIOD FOR
WHICH ENROLLMENT IS SOUGHT, A CITIZEN OR NATIONAL OF THE UNITED STATES
OR AN ALIEN LAWFULLY PRESENT IN THE UNITED STATES.

11. "SECRETARY" MEANS THE SECRETARY OF THE UNITED STATES DEPARTMENT OF
HEALTH AND HUMAN SERVICES.

12. "SHOP" MEANS THE SMALL BUSINESS HEALTH OPTIONS PROGRAM OPERATED BY
THE MARKETPLACE TO ASSIST ELIGIBLE SMALL EMPLOYERS IN THIS STATE IN
SELECTING QUALIFIED HEALTH PLANS AND/OR OTHER OR ADDITIONAL HEALTH PLANS
CERTIFIED BY THE MARKETPLACE AND TO DETERMINE SMALL EMPLOYER ELIGIBILITY
FOR PURPOSES OF SMALL EMPLOYER TAX CREDITS IN ACCORDANCE WITH APPLICABLE
FEDERAL AND STATE LAWS AND REGULATIONS.

13. "SMALL EMPLOYER" MEANS AN EMPLOYER WHICH OFFERS COVERAGE WHERE THE
COVERAGE SUCH EMPLOYER OFFERS WOULD BE CONSIDERED SMALL GROUP COVERAGE
UNDER THE INSURANCE LAW AND REGULATIONS PROMULGATED THEREUNDER, PROVIDED
THAT IT IS NOT OTHERWISE PROHIBITED UNDER THE FEDERAL ACT.

14. "SMALL GROUP MARKET" MEANS THE HEALTH INSURANCE MARKET UNDER WHICH
INDIVIDUALS RECEIVE HEALTH INSURANCE COVERAGE ON BEHALF OF THEMSELVES
AND THEIR DEPENDENTS THROUGH A GROUP HEALTH PLAN MAINTAINED BY A SMALL
EMPLOYER.

15. "SUPERINTENDENT" MEANS THE SUPERINTENDENT OF FINANCIAL SERVICES.

16. "ESSENTIAL HEALTH BENEFITS" SHALL MEAN THE CATEGORIES OF BENEFITS
DEFINED 1IN SUBSECTION (A) OF SECTION THREE THOUSAND TWO HUNDRED SEVEN-
TEEN-I AND SUBSECTION (A) OF SECTION FOUR THOUSAND THREE HUNDRED SIX-H
OF THE INSURANCE LAW.



§ 268-B. ESTABLISHMENT OF NY STATE OF HEALTH, THE OFFICIAL HEALTH PLAN
MARKETPLACE. 1. THERE IS HEREBY ESTABLISHED AN OFFICE WITHIN THE DEPART-
MENT OF HEALTH TO BE KNOWN AS THE "NY STATE OF HEALTH, THE OFFICIAL
HEALTH PLAN MARKETPLACE".

2. THE PURPOSE OF THE MARKETPLACE IS TO FACILITATE ENROLLMENT IN
HEALTH COVERAGE AND THE PURCHASE AND SALE OF QUALIFIED HEALTH PLANS AND
OTHER HEALTH PLANS CERTIFIED BY THE MARKETPLACE; ENROLL INDIVIDUALS IN
COVERAGE FOR WHICH THEY ARE ELIGIBLE IN ACCORDANCE WITH FEDERAL AND
STATE LAW; ENABLE ELIGIBLE INDIVIDUALS TO RECEIVE PREMIUM TAX CREDITS,
COST-SHARING REDUCTIONS, AND TO ACCESS INSURANCE AFFORDABILITY PROGRAMS
AND OTHER HEALTH INSURANCE PROGRAMS AS DETERMINED BY THE COMMISSIONER;
ASSIST ELIGIBLE SMALL EMPLOYERS 1IN SELECTING QUALIFIED HEALTH PLANS
AND/OR OTHER, OR ADDITIONAL HEALTH PLANS CERTIFIED BY THE MARKETPLACE
AND TO QUALIFY FOR SMALL EMPLOYER TAX CREDITS IN ACCORDANCE WITH APPLI-
CABLE LAW; AND TO CARRY OUT OTHER FUNCTIONS SET FORTH IN THIS TITLE.

§ 268-C. FUNCTIONS OF THE MARKETPLACE. THE MARKETPLACE SHALL:
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1. (A) PERFORM ELIGIBILITY DETERMINATIONS FOR FEDERAL AND STATE INSUR-
ANCE AFFORDABILITY PROGRAMS INCLUDING MEDICAL ASSISTANCE IN ACCORDANCE
WITH SECTION THREE HUNDRED SIXTY-SIX OF THE SOCIAL SERVICES LAW, CHILD
HEALTH PLUS IN ACCORDANCE WITH SECTION TWENTY-FIVE HUNDRED ELEVEN OF
THIS CHAPTER, THE BASIC HEALTH PROGRAM IN ACCORDANCE WITH SECTION THREE
HUNDRED SIXTY-NINE-GG OF THE SOCIAL SERVICES LAW, PREMIUM TAX CREDITS
AND COST-SHARING REDUCTIONS AND QUALIFIED HEALTH PLANS IN ACCORDANCE
WITH APPLICABLE LAW AND OTHER HEALTH INSURANCE PROGRAMS AS DETERMINED BY
THE COMMISSIONER;

(B) CERTIFY AND MAKE AVAILABLE TO QUALIFIED INDIVIDUALS, QUALIFIED
HEALTH PLANS, INCLUDING DENTAL PLANS, CERTIFIED BY THE MARKETPLACE
PURSUANT TO APPLICABLE LAW, PROVIDED THAT COVERAGE UNDER SUCH PLANS
SHALL NOT BECOME EFFECTIVE PRIOR TO CERTIFICATION BY THE MARKETPLACE;
AND

(C) CERTIFY AND/OR MAKE AVAILABLE TO ELIGIBLE INDIVIDUALS, HEALTH
PLANS CERTIFIED BY THE MARKETPLACE PURSUANT TO APPLICABLE LAW, AND/OR
PARTICIPATING IN AN INSURANCE AFFORDABILITY PROGRAM PURSUANT TO APPLICA-
BLE LAW, PROVIDED THAT COVERAGE UNDER SUCH PLANS SHALL NOT BECOME EFFEC-
TIVE PRIOR TO CERTIFICATION BY THE MARKETPLACE, AND/OR APPROVAL BY THE
COMMISSIONER.

2. ASSIGN AN ACTUARIAL VALUE TO EACH MARKETPLACE CERTIFIED PLAN
OFFERED THROUGH THE MARKETPLACE IN ACCORDANCE WITH THE CRITERIA DEVEL-
OPED BY THE SECRETARY PURSUANT TO FEDERAL LAW OR THE SUPERINTENDENT
PURSUANT TO THE INSURANCE LAW AND/OR REQUIREMENTS DEVELOPED BY THE
MARKETPLACE, AND DETERMINE EACH HEALTH PLAN'S LEVEL OF COVERAGE IN
ACCORDANCE WITH REGULATIONS ISSUED BY THE SECRETARY PURSUANT TO FEDERAL
LAW OR THE SUPERINTENDENT PURSUANT TO THE INSURANCE LAW.

3. UTILIZE A STANDARDIZED FORMAT FOR PRESENTING HEALTH BENEFIT OPTIONS
IN THE MARKETPLACE, INCLUDING THE USE OF THE UNIFORM OUTLINE OF COVERAGE
ESTABLISHED UNDER SECTION 2715 OF THE FEDERAL PUBLIC HEALTH SERVICE ACT
OR THE INSURANCE LAW.

4. STANDARDIZE THE BENEFITS AVAILABLE THROUGH THE MARKETPLACE AT EACH
LEVEL OF COVERAGE DEFINED BY THE SUPERINTENDENT IN THE INSURANCE LAW.

5. MAINTAIN ENROLLMENT PERIODS IN THE BEST INTEREST OF QUALIFIED INDI-
VIDUALS CONSISTENT WITH FEDERAL AND STATE LAW.

6. IMPLEMENT PROCEDURES FOR THE CERTIFICATION, RECERTIFICATION AND
DECERTIFICATION OF HEALTH PLANS AS QUALIFIED HEALTH PLANS OR HEALTH
PLANS APPROVED FOR SALE BY THE DEPARTMENT OF FINANCIAL SERVICES OR
DEPARTMENT OF HEALTH AND CERTIFIED BY THE MARKETPLACE, CONSISTENT WITH
GUIDELINES DEVELOPED BY THE SECRETARY PURSUANT TO SECTION 1311 (C) OF THE
FEDERAL ACT AND REQUIREMENTS DEVELOPED BY THE MARKETPLACE.

7. CONTRACT FOR HEALTH CARE COVERAGE OFFERED TO QUALIFIED INDIVIDUALS
THROUGH THE MARKETPLACE, AND IN DOING SO SHALL SEEK TO PROVIDE HEALTH
CARE COVERAGE CHOICES THAT OFFER THE OPTIMAL COMBINATION OF CHOICE,
VALUE, QUALITY, AND SERVICE.

8. CONTRACT FOR HEALTH CARE COVERAGE OFFERED TO CERTAIN ELIGIBLE INDI-
VIDUALS THROUGH THE MARKETPLACE, PURSUANT TO HEALTH INSURANCE PROGRAMS
AS DETERMINED BY THE COMMISSIONER, AND IN DOING SO SHALL SEEK TO PROVIDE
HEALTH CARE COVERAGE CHOICES THAT OFFER THE OPTIMAL COMBINATION OF
CHOICE, VALUE, QUALITY, AND SERVICE;

9. PROVIDE THE MINIMUM REQUIREMENTS AN INSURER SHALL MEET TO PARTIC-
IPATE 1IN THE MARKETPLACE, IN THE BEST INTEREST OF QUALIFIED INDIVIDUALS
OR ELIGIBLE INDIVIDUALS;

10. REQUIRE QUALIFIED HEALTH PLANS AND/OR OTHER HEALTH PLANS CERTIFIED
BY THE MARKETPLACE TO OFFER THOSE BENEFITS DETERMINED TO BE ESSENTIAL
HEALTH BENEFITS PURSUANT TO STATE LAW OR AS REQUIRED BY THE MARKETPLACE.
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11. ENSURE THAT INSURERS OFFERING HEALTH PLANS THROUGH THE MARKETPLACE
DO NOT CHARGE AN INDIVIDUAL ENROLLEE A FEE OR PENALTY FOR TERMINATION OF
COVERAGE.

12. PROVIDE FOR THE OPERATION OF A TOLL-FREE TELEPHONE HOTLINE TO
RESPOND TO REQUESTS FOR ASSISTANCE.

13. MAINTAIN AN INTERNET WEBSITE THROUGH WHICH ENROLLEES AND PROSPEC-
TIVE ENROLLEES OF QUALIFIED HEALTH PLANS AND HEALTH PLANS CERTIFIED BY
THE MARKETPLACE MAY OBTAIN STANDARDIZED COMPARATIVE INFORMATION ON SUCH
PLANS AND INSURANCE AFFORDABILITY PROGRAMS.



14. MAKE AVAILABLE BY ELECTRONIC MEANS A CALCULATOR TO DETERMINE THE
ACTUAL COST OF COVERAGE AFTER THE APPLICATION OF ANY PREMIUM TAX CREDIT
UNDER SECTION 36B OF THE INTERNAL REVENUE CODE OF 1986 OR APPLICABLE
STATE LAW AND ANY COST-SHARING REDUCTION UNDER FEDERAL OR APPLICABLE
STATE LAW.

15. OPERATE A PROGRAM UNDER WHICH THE MARKETPLACE AWARDS GRANTS TO
ENTITIES TO SERVE AS NAVIGATORS IN ACCORDANCE WITH APPLICABLE FEDERAL
LAW AND REGULATIONS ADOPTED THEREUNDER, AND/OR A PROGRAM UNDER WHICH THE
MARKETPLACE AWARDS GRANTS TO ENTITIES TO PROVIDE COMMUNITY BASED ENROLL-
MENT ASSISTANCE IN ACCORDANCE WITH REQUIREMENTS DEVELOPED BY THE MARKET-
PLACE; AND/OR A PROGRAM UNDER WHICH THE MARKETPLACE CERTIFIES NEW YORK
STATE LICENSED PRODUCERS TO PROVIDE ASSISTANCE TO ELIGIBLE INDIVIDUALS
AND/OR SMALL EMPLOYERS PURSUANT TO FEDERAL OR STATE LAW.

16. IN ACCORDANCE WITH APPLICABLE FEDERAL AND STATE LAW, INFORM INDI-
VIDUALS OF ELIGIBILITY REQUIREMENTS FOR THE MEDICAID PROGRAM UNDER TITLE
XIX OF THE SOCIAL SECURITY ACT AND THE SOCIAL SERVICES LAW, THE CHIL-
DREN'S HEALTH INSURANCE PROGRAM (CHIP) UNDER TITLE XXI OF THE SOCIAL
SECURITY ACT AND THIS CHAPTER, THE BASIC HEALTH PROGRAM UNDER SECTION
THREE HUNDRED SIXTY-NINE-GG OF THE SOCIAL SERVICES LAW, OR ANY APPLICA-
BLE STATE OR LOCAL PUBLIC HEALTH INSURANCE PROGRAM AND IF, THROUGH
SCREENING OF THE APPLICATION BY THE MARKETPLACE, THE MARKETPLACE DETER-
MINES THAT SUCH INDIVIDUALS ARE ELIGIBLE FOR ANY SUCH PROGRAM, ENROLL
SUCH INDIVIDUALS IN SUCH PROGRAM.

17. GRANT A CERTIFICATION THAT AN INDIVIDUAL IS EXEMPT FROM THE
REQUIREMENT TO MAINTAIN MINIMUM ESSENTIAL COVERAGE PURSUANT TO FEDERAL
OR STATE LAW AND FROM ANY PENALTIES IMPOSED BY SUCH REQUIREMENTS
BECAUSE:

(A) THERE IS NO AFFORDABLE HEALTH PLAN AVAILABLE COVERING THE INDIVID-
UAL, AS DEFINED BY APPLICABLE LAW; OR

(B) THE INDIVIDUAL MEETS THE REQUIREMENTS FOR ANY OTHER SUCH EXEMPTION
FROM THE REQUIREMENT TO MAINTAIN MINIMUM ESSENTIAL COVERAGE OR TO PAY
THE PENALTY PURSUANT TO APPLICABLE FEDERAL OR STATE LAW.

18. OPERATE A SMALL BUSINESS HEALTH OPTIONS PROGRAM ("SHOP") PURSUANT
TO SECTION 1311 OF THE FEDERAL ACT AND APPLICABLE STATE LAW, THROUGH
WHICH ELIGIBLE SMALL EMPLOYERS MAY SELECT MARKETPLACE-CERTIFIED QUALI-
FIED HEALTH PLANS OFFERED IN THE SMALL GROUP MARKET, AND THROUGH WHICH
ELIGIBLE SMALL EMPLOYERS MAY RECEIVE ASSISTANCE IN QUALIFYING FOR SMALL
BUSINESS TAX CREDITS AVAILABLE PURSUANT TO FEDERAL AND STATE LAW.

19. ENTER INTO AGREEMENTS AS NECESSARY WITH FEDERAL AND STATE AGENCIES
AND OTHER STATE MARKETPLACES TO CARRY OUT ITS RESPONSIBILITIES UNDER
THIS TITLE, PROVIDED SUCH AGREEMENTS INCLUDE ADEQUATE PROTECTIONS WITH
RESPECT TO THE CONFIDENTIALITY OF ANY INFORMATION TO BE SHARED AND
COMPLY WITH ALL STATE AND FEDERAL LAWS AND REGULATIONS.

20. PERFORM DUTIES REQUIRED BY THE SECRETARY, THE SECRETARY OF THE
UNITED STATES DEPARTMENT OF THE TREASURY OR THE COMMISSIONER RELATED TO
DETERMINING ELIGIBILITY FOR PREMIUM TAX CREDITS OR REDUCED COST-SHARING
UNDER APPLICABLE FEDERAL OR STATE LAW.
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21. MEET PROGRAM INTEGRITY REQUIREMENTS UNDER APPLICABLE LAW, INCLUD-
ING KEEPING AN ACCURATE ACCOUNTING OF RECEIPTS AND EXPENDITURES AND
PROVIDING REPORTS TO THE SECRETARY REGARDING MARKETPLACE RELATED ACTIV-
ITIES IN ACCORDANCE WITH APPLICABLE LAW.

22. SUBMIT INFORMATION PROVIDED BY MARKETPLACE APPLICANTS FOR VERIFI-
CATION AS REQUIRED BY SECTION 1411 (C) OF THE FEDERAL ACT AND APPLICABLE
STATE LAW.

23. ESTABLISH RULES AND REGULATIONS THAT DO NOT CONFLICT WITH OR
PREVENT THE APPLICATION OF REGULATIONS PROMULGATED BY THE SECRETARY.

24. DETERMINE ELIGIBILITY, PROVIDE NOTICES, AND PROVIDE OPPORTUNITIES
FOR APPEAL AND REDETERMINATION IN ACCORDANCE WITH THE REQUIREMENTS OF
FEDERAL AND STATE LAW.

§ 268-D. SPECIAL FUNCTIONS OF THE MARKETPLACE RELATED TO HEALTH PLAN
CERTIFICATION AND QUALIFIED HEALTH PLAN OVERSIGHT. 1. HEALTH PLANS
CERTIFIED BY THE MARKETPLACE SHALL MEET THE FOLLOWING REQUIREMENTS:

(A) THE INSURER OFFERING THE HEALTH PLAN:

(I) IS LICENSED OR CERTIFIED BY THE SUPERINTENDENT OR COMMISSIONER, IN
GOOD STANDING TO OFFER HEALTH INSURANCE COVERAGE 1IN THIS STATE, AND
MEETS THE REQUIREMENTS ESTABLISHED BY THE MARKETPLACE;

(IT) OFFERS AT LEAST ONE QUALIFIED HEALTH PLAN AND/OR OTHER OR ADDI-
TIONAL HEALTH PLANS AUTHORIZED FOR SALE BY THE DEPARTMENT OF FINANCIAL
SERVICES OR THE DEPARTMENT 1IN EACH OF THE SILVER AND GOLD LEVELS AS
REQUIRED BY STATE LAW, PROVIDED, HOWEVER, THAT THE MARKETPLACE MAY
REQUIRE ADDITIONAL BENEFIT LEVELS TO BE OFFERED BY ALL INSURERS PARTIC-
IPATING IN THE MARKETPLACE;

(ITII) HAS FILED WITH AND RECEIVED APPROVAL FROM THE SUPERINTENDENT OF
ITS PREMIUM RATES AND POLICY OR CONTRACT FORMS PURSUANT TO THE INSURANCE
LAW AND/OR THIS CHAPTER;

(IV) DOES NOT CHARGE ANY CANCELLATION FEES OR PENALTIES FOR TERMI-
NATION OF COVERAGE IN VIOLATION OF APPLICABLE LAW; AND

(V) COMPLIES WITH THE REGULATIONS DEVELOPED BY THE SECRETARY UNDER
SECTION 1311(C) OF THE FEDERAL ACT AND SUCH OTHER REQUIREMENTS AS THE
MARKETPLACE MAY ESTABLISH.

(B) THE HEALTH PLAN: (I) PROVIDES THE ESSENTIAL HEALTH BENEFITS PACK-
AGE DESCRIBED IN STATE LAW OR REQUIRED BY THE MARKETPLACE AND INCLUDES
SUCH ADDITIONAL BENEFITS AS ARE MANDATED BY STATE LAW, EXCEPT THAT THE
HEALTH PLAN SHALL NOT BE REQUIRED TO PROVIDE ESSENTIAL BENEFITS THAT



DUPLICATE THE MINIMUM BENEFITS OF QUALIFIED DENTAL PLANS IF:

(A) THE MARKETPLACE HAS DETERMINED THAT AT LEAST ONE QUALIFIED DENTAL
PLAN OR DENTAL PLAN APPROVED BY THE DEPARTMENT OF FINANCIAL SERVICES OR
THE DEPARTMENT IS AVAILABLE TO SUPPLEMENT THE HEALTH PLAN'S COVERAGE;
AND

(B) THE INSURER MAKES PROMINENT DISCLOSURE AT THE TIME IT OFFERS THE
HEALTH PLAN, IN A FORM APPROVED BY THE MARKETPLACE, THAT THE PLAN DOES
NOT PROVIDE THE FULL RANGE OF ESSENTIAL PEDIATRIC BENEFITS, AND THAT
QUALIFIED DENTAL PLANS OR DENTAL PLANS APPROVED BY THE DEPARTMENT OF
FINANCIAL SERVICES OR DEPARTMENT OF HEALTH PROVIDING THOSE BENEFITS AND
OTHER DENTAL BENEFITS NOT COVERED BY THE PLAN ARE OFFERED THROUGH THE
MARKETPLACE;

(I1) PROVIDES AT LEAST A BRONZE LEVEL OF COVERAGE AS DEFINED BY STATE
LAW, UNLESS THE PLAN IS CERTIFIED AS A QUALIFIED CATASTROPHIC PLAN, AS
DEFINED IN SECTION 1302 (E) OF THE FEDERAL ACT AND THE INSURANCE LAW, AND
SHALL ONLY BE OFFERED TO INDIVIDUALS ELIGIBLE FOR CATASTROPHIC COVERAGE;

(ITI1) HAS COST-SHARING REQUIREMENTS, INCLUDING DEDUCTIBLES, WHICH DO
NOT EXCEED THE LIMITS ESTABLISHED UNDER SECTION 1302(C) OF THE FEDERAL
ACT, STATE LAW AND ANY REQUIREMENTS OF THE MARKETPLACE;
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(IV) COMPLIES WITH REGULATIONS PROMULGATED BY THE SECRETARY PURSUANT
TO SECTION 1311(C) OF THE FEDERAL ACT AND APPLICABLE STATE LAW, WHICH
INCLUDE MINIMUM STANDARDS IN THE AREAS OF MARKETING PRACTICES, NETWORK
ADEQUACY, ESSENTIAL COMMUNITY PROVIDERS IN UNDERSERVED AREAS, ACCREDI-
TATION, QUALITY IMPROVEMENT, UNIFORM ENROLLMENT FORMS AND DESCRIPTIONS
OF COVERAGE AND INFORMATION ON QUALITY MEASURES FOR HEALTH BENEFIT PLAN
PERFORMANCE;

(V) MEETS STANDARDS SPECIFIED AND DETERMINED BY THE MARKETPLACE,
PROVIDED THAT THE STANDARDS DO NOT CONFLICT WITH OR PREVENT THE APPLICA-
TION OF FEDERAL REQUIREMENTS; AND

(VI) COMPLIES WITH THE INSURANCE LAW AND THIS CHAPTER REQUIREMENTS
APPLICABLE TO HEALTH INSURANCE ISSUED IN THIS STATE AND ANY REGULATIONS
PROMULGATED PURSUANT THERETO THAT DO NOT CONFLICT WITH OR PREVENT THE
APPLICATION OF FEDERAL REQUIREMENTS; AND

(C) THE MARKETPLACE DETERMINES THAT MAKING THE HEALTH PLAN AVAILABLE
THROUGH THE MARKETPLACE IS IN THE INTEREST OF QUALIFIED INDIVIDUALS IN
THIS STATE.

2. THE MARKETPLACE SHALL NOT EXCLUDE A HEALTH PLAN:

(A) ON THE BASIS THAT THE HEALTH PLAN IS A FEE-FOR-SERVICE PLAN;

(B) THROUGH THE IMPOSITION OF PREMIUM PRICE CONTROLS BY THE MARKET-
PLACE; OR

(C) ON THE BASIS THAT THE HEALTH PLAN PROVIDES TREATMENTS NECESSARY TO
PREVENT PATIENTS' DEATHS IN CIRCUMSTANCES THE MARKETPLACE DETERMINES ARE
INAPPROPRIATE OR TOO COSTLY.

3. THE MARKETPLACE SHALL REQUIRE EACH INSURER CERTIFIED OR SEEKING
CERTIFICATION OF A HEALTH PLAN AS A QUALIFIED HEALTH PLAN OR PLAN
APPROVED FOR SALE BY THE DEPARTMENT OF FINANCIAL SERVICES OR THE DEPART-
MENT TO:

(A) SUBMIT A JUSTIFICATION FOR ANY PREMIUM INCREASE PURSUANT TO APPLI-
CABLE LAW PRIOR TO IMPLEMENTATION OF SUCH INCREASE. THE INSURER SHALL
PROMINENTLY POST THE INFORMATION ON ITS INTERNET WEBSITE. SUCH RATE
INCREASES SHALL BE SUBJECT TO THE PRIOR APPROVAL OF THE SUPERINTENDENT
PURSUANT TO THE INSURANCE LAW;

(B) (I) MAKE AVAILABLE TO THE PUBLIC AND SUBMIT TO THE MARKETPLACE, THE
SECRETARY AND THE SUPERINTENDENT, ACCURATE AND TIMELY DISCLOSURE OF:

(A) CLAIMS PAYMENT POLICIES AND PRACTICES;

(B) PERIODIC FINANCIAL DISCLOSURES;

(C) DATA ON ENROLLMENT AND DISENROLLMENT;

(D) DATA ON THE NUMBER OF CLAIMS THAT ARE DENIED;
(E) DATA ON RATING PRACTICES;

(F) INFORMATION ON COST-SHARING AND PAYMENTS WITH RESPECT TO ANY OUT-
OF-NETWORK COVERAGE;

(G) INFORMATION ON ENROLLEE AND PARTICIPANT RIGHTS UNDER TITLE I OF
THE FEDERAL ACT; AND

(H) OTHER INFORMATION AS DETERMINED APPROPRIATE BY THE SECRETARY OR
OTHERWISE REQUIRED BY THE MARKETPLACE;

(IT) THE INFORMATION SHALL BE PROVIDED IN PLAIN LANGUAGE, AS THAT TERM
IS DEFINED IN SECTION 1311(E) (3) (B) OF THE FEDERAL ACT AND STATE LAW,
AND IN GUIDANCE JOINTLY ISSUED THEREUNDER BY THE SECRETARY AND THE
FEDERAL SECRETARY OF LABOR; AND

(C) PROVIDE TO INDIVIDUALS, IN A TIMELY MANNER UPON THE REQUEST OF THE
INDIVIDUAL, THE AMOUNT OF COST-SHARING, INCLUDING DEDUCTIBLES, COPAY-
MENTS, AND COINSURANCE, UNDER THE INDIVIDUAL'S HEALTH PLAN OR COVERAGE
THAT THE INDIVIDUAL WOULD BE RESPONSIBLE FOR PAYING WITH RESPECT TO THE
FURNISHING OF A SPECIFIC ITEM OR SERVICE BY A PARTICIPATING PROVIDER. AT
A MINIMUM, THIS INFORMATION SHALL BE MADE AVAILABLE TO THE INDIVIDUAL
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THROUGH AN INTERNET WEBSITE AND THROUGH OTHER MEANS FOR INDIVIDUALS
WITHOUT ACCESS TO THE INTERNET.

4. THE MARKETPLACE SHALL NOT EXEMPT ANY INSURER SEEKING CERTIFICATION
OF A HEALTH PLAN, REGARDLESS OF THE TYPE OR SIZE OF THE INSURER, FROM
LICENSING OR SOLVENCY REQUIREMENTS UNDER THE INSURANCE LAW OR THIS CHAP-
TER, AND SHALL APPLY THE CRITERIA OF THIS SECTION IN A MANNER THAT



ENSURES A LEVEL PLAYING FIELD FOR INSURERS PARTICIPATING IN THE MARKET-
PLACE.

5. (A) THE PROVISIONS OF THIS ARTICLE THAT APPLY TO QUALIFIED HEALTH
PLANS AND PLANS APPROVED FOR SALE BY THE DEPARTMENT OF FINANCIAL
SERVICES AND THE DEPARTMENT ALSO SHALL APPLY TO THE EXTENT RELEVANT TO
QUALIFIED DENTAL PLANS APPROVED FOR SALE BY THE DEPARTMENT OF FINANCIAL
SERVICES OR THE DEPARTMENT, EXCEPT AS MODIFIED IN ACCORDANCE WITH THE
PROVISIONS OF PARAGRAPHS (B) AND (C) OF THIS SUBDIVISION OR OTHERWISE
REQUIRED BY THE MARKETPLACE.

(B) THE QUALIFIED DENTAL PLAN OR DENTAL PLAN APPROVED FOR SALE BY THE
DEPARTMENT OF FINANCIAL SERVICES AND/OR THE DEPARTMENT SHALL BE LIMITED
TO DENTAL AND ORAL HEALTH BENEFITS, WITHOUT SUBSTANTIALLY DUPLICATING
THE BENEFITS TYPICALLY OFFERED BY HEALTH BENEFIT PLANS WITHOUT DENTAL
COVERAGE, AND SHALL INCLUDE, AT A MINIMUM, THE ESSENTIAL PEDIATRIC
DENTAL BENEFITS PRESCRIBED BY THE SECRETARY PURSUANT TO SECTION
1302(B) (1) (J) OF THE FEDERAL ACT, AND SUCH OTHER DENTAL BENEFITS AS THE
MARKETPLACE OR SECRETARY MAY SPECIFY IN REGULATIONS.

(C) INSURERS MAY JOINTLY OFFER A COMPREHENSIVE PLAN THROUGH THE
MARKETPLACE IN WHICH AN INSURER PROVIDES THE DENTAL BENEFITS THROUGH A
QUALIFIED DENTAL PLAN OR PLAN APPROVED BY THE DEPARTMENT OF FINANCIAL
SERVICES OR THE DEPARTMENT AND AN INSURER PROVIDES THE OTHER BENEFITS
THROUGH A QUALIFIED HEALTH PLAN, PROVIDED THAT THE PLANS ARE PRICED
SEPARATELY AND ALSO ARE MADE AVAILABLE FOR PURCHASE SEPARATELY AT THE
SAME PRICE.

§ 268-E. APPEALS AND APPEAL HEARINGS; JUDICIAL REVIEW. 1. ANY APPLI-
CANT OR ENROLLEE, OR ANY INDIVIDUAL AUTHORIZED TO ACT ON BEHALFEF OF ANY
SUCH APPLICANT OR ENROLLEE, MAY APPEAL TO THE DEPARTMENT FROM DETERMI-
NATIONS OF DEPARTMENT OFFICIALS OR FAILURES TO MAKE DETERMINATIONS UPON
GROUNDS SPECIFIED IN SUBDIVISION FOUR OF THIS SECTION. THE DEPARTMENT
MUST REVIEW THE APPEAL DE NOVO AND GIVE SUCH PERSON AN OPPORTUNITY FOR
AN APPEAL HEARING. THE DEPARTMENT MAY ALSO, ON ITS OWN MOTION, REVIEW
ANY DECISION MADE OR ANY CASE IN WHICH A DECISION HAS NOT BEEN MADE BY
THE MARKETPLACE OR A SOCIAL SERVICES OFFICIAL WITHIN THE TIME SPECIFIED
BY LAW OR REGULATIONS OF THE DEPARTMENT. THE DEPARTMENT MAY MAKE SUCH
ADDITIONAL INVESTIGATION AS IT MAY DEEM NECESSARY, AND THE COMMISSIONER
MUST MAKE SUCH DETERMINATION AS IS JUSTIFIED AND IN ACCORDANCE WITH
APPLICABLE LAW.

2. REGARDING ANY APPEAL PURSUANT TO THIS SECTION, WITH OR WITHOUT AN
APPEAL HEARING, THE COMMISSIONER MAY DESIGNATE AND AUTHORIZE ONE OR MORE
APPROPRIATE MEMBERS OF HIS STAFF TO CONSIDER AND DECIDE SUCH APPEALS.
ANY STAFF MEMBER SO DESIGNATED AND AUTHORIZED WILL HAVE AUTHORITY TO
DECIDE SUCH APPEALS ON BEHALF OF THE COMMISSIONER WITH THE SAME FORCE
AND EFFECT AS IF THE COMMISSIONER HAD MADE THE DECISIONS. APPEAL HEAR-
INGS MUST BE HELD ON BEHALF OF THE COMMISSIONER BY MEMBERS OF HIS STAFF
WHO ARE EMPLOYED FOR SUCH PURPOSES OR WHO HAVE BEEN DESIGNATED AND
AUTHORIZED BY THE COMMISSIONER.

3. PERSONS ENTITLED TO APPEAL TO THE DEPARTMENT PURSUANT TO THIS
SECTION MUST INCLUDE:

(A) APPLICANTS FOR OR ENROLLEES IN INSURANCE AFFORDABILITY PROGRAMS
AND QUALIFIED HEALTH PLANS; AND
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(B) OTHER PERSONS ENTITLED TO AN OPPORTUNITY FOR AN APPEAL HEARING AS
DIRECTED BY THE COMMISSIONER.

4. AN APPLICANT OR ENROLLEE HAS THE RIGHT TO APPEAL AT LEAST THE
FOLLOWING ISSUES:

(A) AN ELIGIBILITY DETERMINATION MADE IN ACCORDANCE WITH THIS ARTICLE
AND APPLICABLE LAW, INCLUDING:

(I) AN INITIAL DETERMINATION OF ELIGIBILITY, INCLUDING:

(A) ELIGIBILITY TO ENROLL IN A QUALIFIED HEALTH PLAN;
(B) ELIGIBILITY FOR MEDICAID;

(C) ELIGIBILITY FOR CHILD HEALTH PLUS;

(D) ELIGIBILITY FOR THE BASIC HEALTH PROGRAM;

(E) THE AMOUNT OF ADVANCE PAYMENTS OF THE PREMIUM TAX CREDIT AND LEVEL
OF COST-SHARING REDUCTIONS;

(F) THE AMOUNT OF ANY OTHER SUBSIDY THAT MAY BE AVAILABLE UNDER LAW;
AND

(G) ELIGIBILITY FOR SUCH OTHER HEALTH INSURANCE PROGRAMS AS DETERMINED
BY THE COMMISSIONER; AND

(IT) A RE-DETERMINATION OF ELIGIBILITY OF THE PROGRAMS UNDER THIS
SUBDIVISION.

(B) AN ELIGIBILITY DETERMINATION FOR AN EXEMPTION FOR ANY MANDATE TO
PURCHASE HEALTH INSURANCE.

(C) A FAILURE BY NY STATE OF HEALTH TO PROVIDE TIMELY WRITTEN NOTICE
OF AN ELIGIBILITY DETERMINATION MADE IN ACCORDANCE WITH APPLICABLE LAW.

5. THE DEPARTMENT MAY, SUBJECT TO THE DISCRETION OF THE COMMISSIONER,
PROMULGATE SUCH REGULATIONS, CONSISTENT WITH FEDERAL OR STATE LAW, AS
MAY BE NECESSARY TO IMPLEMENT THE PROVISIONS OF THIS SECTION.

6. REGARDING EVERY DECISION OF AN APPEAL PURSUANT TO THIS SECTION, THE
DEPARTMENT MUST INFORM EVERY PARTY, AND HIS OR HER REPRESENTATIVE, IF
ANY, OF THE AVAILABILITY OF JUDICIAL REVIEW AND THE TIME LIMITATION TO
PURSUE FUTURE REVIEW.

7. APPLICANTS AND ENROLLEES OF QUALIFIED HEALTH PLANS, WITH OR WITHOUT
ADVANCE PAYMENTS OF THE PREMIUM TAX CREDIT AND COST-SHARING REDUCTIONS,
ALSO HAVE THE RIGHT TO APPEAL TO THE UNITED STATES DEPARTMENT OF HEALTH
AND HUMAN SERVICES APPEAL ENTITY:



(A) APPEALS DECISIONS ISSUED BY NY STATE OF HEALTH UPON THE EXHAUSTION
OF THE NY STATE OF HEALTH APPEALS PROCESS; AND

(B) A DENIAL OF A REQUEST TO VACATE A DISMISSAL MADE BY THE NY STATE
OF HEALTH APPEALS ENTITY.

8. THE DEPARTMENT MUST INCLUDE NOTICE OF THE RIGHT TO APPEAL AS
PROVIDED BY SUBDIVISION FOUR OF THIS SECTION AND INSTRUCTIONS REGARDING
HOW TO FILE AN APPEAL IN ANY ELIGIBILITY DETERMINATION ISSUED TO THE
APPLICANT OR ENROLLEE IN ACCORDANCE WITH APPLICABLE LAW. SUCH NOTICE
SHALL INCLUDE:

(A) AN EXPLANATION OF THE APPLICANT OR ENROLLEE'S APPEAL RIGHTS;

(B) A DESCRIPTION OF THE PROCEDURES BY WHICH THE APPLICANT OR ENROLLEE
MAY REQUEST AN APPEAL;

(C) INFORMATION ON THE APPLICANT OR ENROLLEE'S RIGHT TO REPRESENT
HIMSELF OR HERSELF, OR TO BE REPRESENTED BY LEGAL COUNSEL OR ANOTHER
REPRESENTATIVE;

(D) AN EXPLANATION OF THE CIRCUMSTANCES UNDER WHICH THE APPELLANT'S
ELIGIBILITY MAY BE MAINTAINED OR REINSTATED PENDING AN APPEAL DECISION;
AND

(E) AN EXPLANATION THAT AN APPEAL DECISION FOR ONE HOUSEHOLD MEMBER
MAY RESULT IN A CHANGE IN ELIGIBILITY FOR OTHER HOUSEHOLD MEMBERS AND
THAT SUCH A CHANGE WILL BE HANDLED AS A REDETERMINATION OF ELIGIBILITY
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FOR ALL HOUSEHOLD MEMBERS IN ACCORDANCE WITH THE STANDARDS SPECIFIED IN
APPLICABLE LAW.

§ 268-F. MARKETPLACE ADVISORY COMMITTEE. 1. THERE IS HEREBY CREATED
THE MARKETPLACE ADVISORY COMMITTEE, WHICH SHALL CONSIDER AND ADVISE THE
DEPARTMENT AND COMMISSIONER ON MATTERS CONCERNING THE PROVISION OF
HEALTH CARE COVERAGE THROUGH THE NY STATE OF HEALTH OR HEALTH PLAN
MARKETPLACE.

2. THE MARKETPLACE ADVISORY COMMITTEE SHALL BE COMPOSED OF UP TO TWEN-
TY-EIGHT MEMBERS CONSISTING OF TWENTY-FOUR MEMBERS APPOINTED BY THE
COMMISSIONER, TWO MEMBERS APPOINTED BY THE SPEAKER OF THE ASSEMBLY, AND
TWO MEMBERS APPOINTED BY THE TEMPORARY PRESIDENT OF THE SENATE. THE
ADVISORY COMMITTEE SHALL AT ALL TIMES BE REPRESENTATIVE OF EACH
GEOGRAPHIC AREA OF THE STATE AND INCLUDE:

(A) REPRESENTATIVES FROM THE FOLLOWING CATEGORIES, BUT NOT MORE THAN
SIX FROM ANY SINGLE CATEGORY:

(I) HEALTH PLAN CONSUMER ADVOCATES;

(IT) SMALL BUSINESS CONSUMER REPRESENTATIVES;

(ITI) HEALTH CARE PROVIDER REPRESENTATIVES;

(IV) REPRESENTATIVES OF THE HEALTH INSURANCE INDUSTRY;

(B) REPRESENTATIVES FROM THE FOLLOWING CATEGORIES, BUT NOT MORE THAN
TWO FROM EITHER CATEGORY:

(I) LICENSED INSURANCE PRODUCERS; AND

(IT) REPRESENTATIVES OF LABOR ORGANIZATIONS.

3. THE COMMISSIONER SHALL SELECT THE CHAIR OF THE ADVISORY COMMITTEE
FROM AMONG THE MEMBERS OF SUCH COMMITTEE AND SHALL DESIGNATE AN OFFICER
OR EMPLOYEE OF THE DEPARTMENT TO ASSIST THE MARKETPLACE ADVISORY COMMIT-
TEE IN THE PERFORMANCE OF ITS DUTIES UNDER THIS SECTION. THE MARKETPLACE
SHALL ADOPT RULES FOR THE GOVERNANCE OF THE ADVISORY COMMITTEE, WHICH
SHALL MEET AS FREQUENTLY AS ITS BUSINESS MAY REQUIRE AND AT SUCH OTHER
TIMES AS DETERMINED BY THE CHAIR TO BE NECESSARY, IN CONSULTATION WITH
THE EXECUTIVE DIRECTOR OF THE MARKETPLACE.

4. MEMBERS OF THE ADVISORY COMMITTEE SHALL SERVE WITHOUT COMPENSATION
FOR THEIR SERVICES AS MEMBERS, BUT EACH SHALL BE ALLOWED THE NECESSARY
AND ACTUAL EXPENSES INCURRED IN THE PERFORMANCE OF HIS OR HER DUTIES
UNDER THIS SECTION.

§ 268-G. FUNDING OF THE MARKETPLACE. 1. THE MARKETPLACE SHALL BE FUND-
ED BY STATE AND FEDERAL SOURCES AS AUTHORIZED BY APPLICABLE LAW, INCLUD-
ING BUT NOT LIMITED TO APPLICABLE LAW AUTHORIZING THE RESPECTIVE INSUR-
ANCE AFFORDABILITY PROGRAMS AVAILABLE THROUGH THE MARKETPLACE.

2. THE ACCOUNTS OF THE MARKETPLACE SHALL BE SUBJECT TO SUPERVISION OF
THE COMPTROLLER AND SUCH ACCOUNTS SHALL INCLUDE RECEIPTS, EXPENDITURES,
CONTRACTS AND OTHER MATTERS WHICH PERTAIN TO THE FISCAL SOUNDNESS OF THE
MARKETPLACE.

3. NOTWITHSTANDING ANY LAW TO THE CONTRARY, AND 1IN ACCORDANCE WITH
SECTION FOUR OF THE STATE FINANCE LAW, UPON REQUEST OF THE DIRECTOR OF
THE BUDGET, IN CONSULTATION WITH THE COMMISSIONER, THE SUPERINTENDENT
AND THE EXECUTIVE DIRECTOR OF THE MARKETPLACE, THE COMPTROLLER IS HEREBY
AUTHORIZED AND DIRECTED TO SUB-ALLOCATE OR TRANSFER SPECIAL REVENUE
FEDERAL FUNDS APPROPRIATED TO THE DEPARTMENT FOR PLANNING AND IMPLEMENT-
ING VARIOUS HEALTHCARE AND INSURANCE REFORM INITIATIVES AUTHORIZED BY
APPLICABLE LAW. MARKETPLACE MONEYS SUB-ALLOCATED OR TRANSFERRED PURSU-
ANT TO THIS SECTION SHALL BE PAID OUT OF THE FUND UPON AUDIT AND WARRANT
OF THE STATE COMPTROLLER ON VOUCHERS CERTIFIED OR APPROVED BY THE
MARKETPLACE.

§ 268-H. CONSTRUCTION. NOTHING IN THIS ARTICLE, AND NO ACTION TAKEN BY
THE MARKETPLACE PURSUANT HERETO, SHALL BE CONSTRUED TO:
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1. PREEMPT OR SUPERSEDE THE AUTHORITY OF THE SUPERINTENDENT OR THE
COMMISSIONER; OR

2. EXEMPT INSURERS, INSURANCE PRODUCERS OR QUALIFIED HEALTH PLANS FROM
THIS CHAPTER OR THE INSURANCE LAW AND ANY REGULATIONS PROMULGATED THERE-



UNDER.

§ 3. Severability. If any provision of this article, or the applica-
tion thereof to any person or circumstances is held invalid or unconsti-
tutional, that invalidity or unconstitutionality shall not affect other
provisions or applications of this article that can be given effect
without the invalid or unconstitutional provision or application, and to
this end the provisions and application of this article are severable.

§ 4. This act shall take effect immediately.

PART U

Section 1. Section 203 of the elder law is amended by adding a new
subdivision 12 to read as follows:

12.(n) THE DIRECTOR IS HEREBY AUTHORIZED TO IMPLEMENT PRIVATE PAY
PROTOCOLS FOR PROGRAMS AND SERVICES ADMINISTERED BY THE OFFICE. THESE
PROTOCOLS MAY BE IMPLEMENTED BY AREA AGENCIES ON AGING AT THEIR OPTION
AND SUCH PROTOCOLS SHALL NOT BE APPLIED TO SERVICES FOR A PARTICIPANT
WHEN BEING PAID FOR WITH FEDERAL FUNDS OR FUNDS DESIGNATED AS FEDERAL
MATCH, OR FOR INDIVIDUALS WITH AN INCOME BELOW FOUR HUNDRED PERCENT OF
THE FEDERAL POVERTY LEVEL. ALL PRIVATE PAYMENTS RECEIVED DIRECTLY BY AN
AREA AGENCY ON AGING OR INDIRECTLY BY ONE OF ITS CONTRACTORS SHALL BE
USED TO SUPPLEMENT, NOT SUPPLANT, FUNDS BY STATE, FEDERAL, OR COUNTY
APPROPRIATIONS. SUCH PRIVATE PAY PAYMENTS SHALL BE SET AT A COST TO THE
PARTICIPANT OF NOT MORE THAN TWENTY PERCENT ABOVE EITHER THE UNIT COST
TO THE AREA AGENCY ON AGING TO PROVIDE THE PROGRAM OR SERVICE DIRECTLY,
OR THE AMOUNT THAT THE AREA AGENCY ON AGING PAYS TO ITS CONTRACTOR TO
PROVIDE THE PROGRAM OR SERVICE. PRIVATE PAY PAYMENTS RECEIVED UNDER THIS
SUBDIVISION SHALL BE USED BY THE AREA AGENCY ON AGING TO FIRST REDUCE
ANY UNMET NEED FOR PROGRAMS AND SERVICES, AND THEN TO SUPPORT AND
ENHANCE SERVICES OR PROGRAMS PROVIDED BY THE AREA AGENCY ON AGING. NO
PARTICIPANT, REGARDLESS OF INCOME, SHALL BE REQUIRED TO PAY FOR ANY
PROGRAM OR SERVICE THAT THEY ARE RECEIVING AT THE TIME THESE PROTOCOLS
ARE IMPLEMENTED BY THE AREA AGENCY ON AGING. THIS SUBDIVISION SHALL NOT
PREVENT COST SHARING FOR THE PROGRAMS AND SERVICES ESTABLISHED PURSUANT
TO SECTION TWO HUNDRED FOURTEEN OF THIS TITLE FOR INDIVIDUALS BELOW FOUR
HUNDRED PERCENT OF THE FEDERAL POVERTY LEVEL. CONSISTENT WITH FEDERAL
AND STATE STATUTE AND REGULATIONS, WHEN PROVIDING PROGRAMS AND SERVICES,
AREA AGENCIES ON AGING AND THEIR CONTRACTORS SHALL CONTINUE TO GIVE
PRIORITY FOR PROGRAMS AND SERVICES TO INDIVIDUALS WITH THE GREATEST
ECONOMIC OR SOCIAL NEEDS. IN THE EVENT THAT THE CAPACITY TO PROVIDE
PROGRAMS AND SERVICES IS LIMITED, SUCH PROGRAMS AND SERVICES SHALL BE
PROVIDED TO INDIVIDUALS WITH INCOMES BELOW FOUR HUNDRED PERCENT OF THE
FEDERAL POVERTY LEVEL BEFORE SUCH PROGRAMS AND SERVICES ARE PROVIDED TO
THOSE PARTICIPATING IN THE PRIVATE PAY PROTOCOL PURSUANT TO THIS SUBDI-
VISION.

(B) AREA AGENCIES ON AGING PARTICIPATING IN THE PRIVATE PAY PROTOCOL
SHALL ANNUALLY REPORT TO THE OFFICE THE UNMET NEED, IF ANY, FOR ALL
PROGRAMS AND SERVICES OFFERED, THE NUMBER OF PARTICIPANTS THAT PRIVATELY
PAID FOR EACH PROGRAM OR SERVICE FOR THAT YEAR, THE RATES PARTICIPANTS
WERE CHARGED FOR EACH PROGRAM OR SERVICE PROVIDED, AND HOW UNMET NEED
FOR PROGRAMS OR SERVICES OFFERED BY THE AREA AGENCY ON AGING WERE
AFFECTED BY REVENUE FROM THE PRIVATE PAY PROTOCOL. SUCH ANNUAL REPORT
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SHALL ALSO BE SHARED WITH THE TEMPORARY PRESIDENT OF THE SENATE AND THE
SPEAKER OF THE ASSEMBLY NO LATER THAN JULY FIRST, TWO THOUSAND TWENTY-
ONE AND SHALL BE UPDATED AND REISSUED ON AN ANNUAL BASIS THEREAFTER.

§ 2. This act shall take effect on the three hundred sixty-fifth day
after it shall have become a law; provided, however, that effective
immediately, any actions necessary for the implementation of this act on
its effective date are authorized to be completed on or before such
date.

PART V

Section 1. Paragraph (d) of subdivision 32 of section 364-j of the
social services law, as added by section 15 of part B of chapter 59 of
the laws of 2016, is amended to read as follows:

(d) (I) Penalties under this subdivision may be applied to any and all
circumstances described in paragraph (b) of this subdivision wuntil the
managed care organization complies with the requirements for submission
of encounter data.

(IT) No penalties for late, incomplete or inaccurate encounter data
shall Dbe assessed against managed care organizations in addition to
those provided for in this subdivision, PROVIDED, HOWEVER, THAT NOTHING
IN THIS PARAGRAPH SHALL PROHIBIT THE IMPOSITION OF PENALTIES, IN CASES
OF FRAUD OR ABUSE, OTHERWISE AUTHORIZED BY LAW.

§ 2. Section 364-7 of the social services law is amended by adding a
new subdivision 34 read as follows:

34. FOR PURPOSES OF RECOVERY OF OVERPAYMENTS PURSUANT TO SUBDIVISION
THIRTY-FIVE OF THIS SECTION, ANY PAYMENT MADE PURSUANT TO THE STATE'S
MANAGED CARE PROGRAM, INCLUDING PAYMENTS MADE BY MANAGED LONG TERM CARE
PLANS, SHALL BE DEEMED A PAYMENT BY THE STATE'S MEDICAL ASSISTANCE
PROGRAYM, PROVIDED THAT THIS SUBDIVISION SHALL NOT PERMIT THE IMPOSITION
OF A LIEN OR RECOVERY AGAINST PROPERTY OF AN INDIVIDUAL OR ESTATE ON
ACCOUNT OF MEDICAL ASSISTANCE PAYMENTS WHERE RECOVERY IS MADE AGAINST



THE INDIVIDUAL'S MANAGED CARE PROVIDER OR PROVIDER OF MEDICAL ASSISTANCE
PROGRAM ITEMS OR SERVICES. PROVIDED HOWEVER NOTHING IN THIS SUBDIVISION
SHALL BE CONSTRUED TO LIMIT RECOVERIES UNDER OTHER RELEVANT SECTIONS OF
LAW.

§ 3. Section 364-j of the social services law is amended by adding a
new subdivision 36 to read as follows:

36. MEDICAID PROGRAM INTEGRITY REVIEWS. (A) FOR PURPOSES OF THIS
SUBDIVISION, MANAGED CARE PROVIDER SHALL ALSO INCLUDE MANAGED LONG TERM
CARE PLANS.

(B) THE MEDICAID INSPECTOR GENERAL SHALL CONDUCT PERIODIC REVIEWS OF
THE CONTRACTUAL PERFORMANCE OF EACH MANAGED CARE PROVIDER AS IT RELATES
TO THE MANAGED CARE PROVIDER'S PROGRAM INTEGRITY OBLIGATIONS UNDER ITS
CONTRACT WITH THE DEPARTMENT. THE MEDICAID INSPECTOR GENERAL, IN CONSUL-
TATION WITH THE COMMISSIONER, SHALL PUBLISH ON ITS WEBSITE, A LIST OF
THOSE CONTRACTUAL OBLIGATIONS PURSUANT TO WHICH THE MANAGED CARE PROVID-
ER'S PROGRAM INTEGRITY PERFORMANCE SHALL BE EVALUATED, INCLUDING BENCH-
MARKS, PRIOR TO COMMENCING ANY REVIEW. A MEDICAID PROGRAM INTEGRITY
REVIEW OF A MANAGED CARE PROVIDER CONDUCTED PURSUANT TO THIS SUBDIVI-
SION, MAY BE COMPLETED NO MORE THAN ANNUALLY. REVIEWS PERFORMED PURSUANT
TO THIS SUBDIVISION SHALL INCLUDE A REVIEW OF COMPLIANCE WITH CONTRACTU-
AL STANDARDS WHICH PREVENT FRAUD, WASTE, OR ABUSE. SUCH STANDARDS MAY
INCLUDE BUT ARE NOT LIMITED TO EXCLUDED PROVIDERS, RESTRICTED RECIPIENT
PROGRAM, REPORTING OBLIGATIONS, COMPLIANCE PROGRAMS, AND SUSPENSION OF
PAYMENTS. HOWEVER, IF THE MEDICAID INSPECTOR GENERAL DETERMINES THAT A
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SUBSEQUENT REVIEW, PURSUANT TO THIS SUBDIVISION, IS NECESSARY, A SECOND
REVIEW MAY OCCUR WITHIN ONE YEAR.

(C) I1F, AS A RESULT OF HIS OR HER REVIEW, THE MEDICAID INSPECTOR
GENERAL DETERMINES THAT A MANAGED CARE PROVIDER IS NOT MEETING ITS
PROGRAM INTEGRITY OBLIGATIONS, THE MEDICAID INSPECTOR GENERAL MAY
RECOVER FROM THE MANAGED CARE PROVIDER UP TO TWO PERCENT OF THE MEDICAID
PREMIUMS PAID TO THE MANAGED CARE PROVIDER FOR THE PERIOD UNDER REVIEW.
ANY PREMIUM RECOVERY UNDER THIS SUBDIVISION SHALL BE A PERCENTAGE OF THE
ADMINISTRATIVE COMPONENT OF THE MEDICAID PREMIUM CALCULATED BY THE
DEPARTMENT AND MAY BE RECOVERED BY THE DEPARTMENT IN THE SAME MANNER IT
RECOVERS OVERPAYMENTS.

(D) THE MANAGED CARE PROVIDER SHALL BE ENTITLED TO RECEIVE A DRAFT
AUDIT REPORT AND FINAL AUDIT REPORT CONTAINING THE RESULTS OF THE MEDI-
CAID INSPECTOR GENERAL'S REVIEW. IF THE MEDICAID INSPECTOR GENERAL
DETERMINES TO RECOVER A PERCENTAGE OF THE PREMIUM AS DESCRIBED IN PARA-
GRAPH (C) OF THIS SUBDIVISION, THE MANAGED CARE PROVIDER SHALL BE ENTI-
TLED TO NOTICE AND AN OPPORTUNITY TO BE HEARD IN ACCORDANCE WITH SECTION
TWENTY-TWO OF THIS CHAPTER.

§ 4. Subdivision 3 of section 363-d of the social services law, as
amended by section 44 of part C of chapter 58 of the laws of 2007, is
amended to read as follows:

3. Upon enrollment in the medical assistance program, a provider shall
certify to the department that the provider satisfactorily meets the
requirements of this section. Additionally, the commissioner of health
and Medicaid inspector general shall have the authority to determine at
any time 1if a provider has a compliance program that satisfactorily
meets the requirements of this section.

(a) A compliance program that is accepted by the federal department of
health and human services office of inspector general and remains in
compliance with the standards promulgated by such office shall be deemed
in compliance with the provisions of this section, so long as such plans
adequately address medical assistance program risk areas and compliance
issues.

(b) A COMPLIANCE PROGRAM THAT MEETS FEDERAL REQUIREMENTS FOR MANAGED
CARE PROVIDER COMPLIANCE PROGRAMS, AS SPECIFIED 1IN THE CONTRACT OR
CONTRACTS BETWEEN THE DEPARTMENT AND THE MEDICAID MANAGED CARE PROVIDER
SHALL BE DEEMED IN COMPLIANCE WITH THE PROVISIONS IN THIS SECTION, SO
LONG AS SUCH PROGRAMS ADEQUATELY ADDRESS MEDICAL ASSISTANCE PROGRAM RISK
AREAS AND COMPLIANCE ISSUES. FOR PURPOSES OF THIS SECTION, A MANAGED
CARE PROVIDER IS AS DEFINED 1IN PARAGRAPH (C) OF SUBDIVISION ONE OF
SECTION THREE HUNDRED SIXTY-FOUR-J OF THIS CHAPTER, AND INCLUDES MANAGED
LONG TERM CARE PLANS.

(C) In the event that the commissioner of health or the Medicaid
inspector general finds that the provider does not have a satisfactory
program within ninety days after the effective date of the regulations
issued pursuant to subdivision four of this section, the provider may be
subject to any sanctions or penalties permitted by federal or state laws
and regulations, including revocation of the provider's agreement to
participate in the medical assistance program.

§ 5. Intentionally omitted.

§ 6. Section 364-j of the social services law is amended by adding a
new subdivision 35 to read as follows:

35. RECOVERY OF OVERPAYMENTS FROM NETWORK PROVIDERS. (A) WHERE THE
MEDICAID INSPECTOR GENERAL DURING THE COURSE OF AN AUDIT, INVESTIGATION,
OR REVIEW, OR THE DEPUTY ATTORNEY GENERAL FOR THE MEDICAID FRAUD CONTROL
UNIT DURING THE COURSE OF AN INVESTIGATION OR PROSECUTION FOR MEDICAID
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FRAUD, IDENTIFIES MEDICAL ASSISTANCE OVERPAYMENTS MADE BY A MANAGED CARE



PROVIDER OR MANAGED LONG TERM CARE PLAN TO ITS SUBCONTRACTOR OR SUBCON-
TRACTORS OR PROVIDER OR PROVIDERS, THE STATE SHALL HAVE THE RIGHT TO
RECOVER THE OVERPAYMENT FROM THE SUBCONTRACTOR OR SUBCONTRACTORS,
PROVIDER OR PROVIDERS, OR THE MANAGED CARE PROVIDER OR MANAGED LONG TERM
CARE PLAN; PROVIDED, HOWEVER, IN NO EVENT SHALL THE STATE DUPLICATE THE
RECOVERY OF AN OVERPAYMENT FROM A PROVIDER OR SUBCONTRACTOR.

(B) WHERE THE STATE IS UNSUCCESSFUL IN RECOVERING AN OVERPAYMENT FROM
THE SUBCONTRACTOR OR SUBCONTRACTORS OR PROVIDER OR PROVIDERS, THE MEDI-
CAID INSPECTOR GENERAL MAY REQUIRE THE MANAGED CARE PROVIDER OR MANAGED
LONG TERM CARE PLAN TO RECOVER THE MEDICAL ASSISTANCE OVERPAYMENT IDEN-
TIFIED 1IN PARAGRAPH (A) OF THIS SUBDIVISION ON BEHALF OF THE STATE. THE
MANAGED CARE PROVIDER OR MANAGED LONG TERM CARE PLAN SHALL REMIT TO THE
STATE THE FULL AMOUNT OF THE IDENTIFIED OVERPAYMENT NO LATER THAN SIX
MONTHS AFTER RECEIVING NOTICE OF THE OVERPAYMENT FROM THE STATE.

§ 7. This act shall take effect immediately and shall be deemed to
have been in full force and effect on and after April 1, 2019; provided,
however, that the amendments to section 364-j of the social services law
made by sections one, two, three, and six of this act shall not affect
the repeal of such section and shall be deemed repealed therewith;
provided further, that section three of this act shall apply to a
contract or contracts in effect as of January 1, 2015 or thereafter and
any review period 1in section three of this act shall not begin before
January 1, 2018.

PART W

Section 1. Section 1 of part D of chapter 111 of the laws of 2010
relating to the recovery of exempt income by the office of mental health
for community residences and family-based treatment programs, as amended
by section 1 of part H of chapter 59 of the laws of 2016, is amended to
read as follows:

Section 1. The office of mental health is authorized to recover fund-
ing from community residences and family-based treatment providers
licensed by the office of mental health, consistent with contractual
obligations of such providers, and notwithstanding any other inconsist-
ent provision of law to the contrary, in an amount equal to 50 percent
of the income received by such providers which exceeds the fixed amount
of annual Medicaid revenue limitations, as established by the commis-
sioner of mental health. Recovery of such excess income shall be for the
following fiscal periods: for programs in counties located outside of
the city of New York, the applicable fiscal periods shall be January 1,
2003 through December 31, 2009 and January 1, 2011 through December 31,
[2019] 2022; and for programs located within the city of New York, the
applicable fiscal periods shall be July 1, 2003 through June 30, 2010
and July 1, 2011 through June 30, [2019] 2022.

§ 2. This act shall take effect immediately.

PART X
Intentionally Omitted
PART Y

Section 1. Subdivisions 3-b and 3-c of section 1 of part C of chapter
57 of the 1laws of 2006, relating to establishing a cost of living
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adjustment for designated human services programs, as amended by section
1 of part AA of chapter 57 of the laws of 2018, are amended to read as
follows:

3-b. Notwithstanding any inconsistent provision of law, beginning
April 1, 2009 and ending March 31, 2016 and beginning April 1, 2017 and
ending March 31, [2019] 2020, the commissioners shall not include a COLA
for the purpose of establishing rates of payments, contracts or any
other form of reimbursement, provided that the commissioners of the
office for people with developmental disabilities, the office of mental
health, and the office of alcoholism and substance abuse services shall
not include a COLA beginning April 1, 2017 and ending March 31, [2019]
2021.

3-c. Notwithstanding any inconsistent provision of 1law, Dbeginning
April 1, [2019] 2020 and ending March 31, [2022] 2023, the commissioners
shall develop the COLA under this section using the actual U.S. consumer
price index for all wurban consumers (CPI-U) published by the United
States department of labor, bureau of labor statistics for the twelve
month period ending in July of the budget year prior to such state
fiscal vyear, for the purpose of establishing rates of payments,
contracts or any other form of reimbursement.

§ 2. Section 1 of part C of chapter 57 of the laws of 2006, relating
to establishing a cost of 1living adjustment for designated human
services programs, 1s amended by adding a new subdivision 3-f to read as
follows:

3-F. (I) NOTWITHSTANDING THE PROVISIONS OF SUBDIVISION 3-B OF THIS
SECTION OR ANY OTHER INCONSISTENT PROVISION OF LAW, AND SUBJECT TO THE
AVAILABILITY OF THE APPROPRIATION THEREFOR, FOR THE PROGRAMS LISTED IN
PARAGRAPHS (I), (II), AND (III) OF SUBDIVISION 4 OF THIS SECTION, THE
COMMISSIONERS SHALL PROVIDE FUNDING TO SUPPORT (1) AN OVERALL AVERAGE



TWO PERCENT (2.00%) INCREASE TO TOTAL SALARIES FOR DIRECT CARE STAFF,
DIRECT SUPPORT PROFESSIONALS FOR EACH ELIGIBLE STATE-FUNDED PROGRAM
BEGINNING JANUARY 1, 2020; AND (2) AN OVERALL AVERAGE TWO PERCENT
(2.00%) INCREASE TO TOTAL SALARIES FOR DIRECT CARE STAFF AND DIRECT
SUPPORT PROFESSIONALS, AND CLINICAL STAFF FOR EACH ELIGIBLE STATE-FUNDED
PROGRAM BEGINNING APRIL 1, 2020. FOR THE PURPOSE OF THIS FUNDING
INCREASE, DIRECT SUPPORT PROFESSIONALS ARE INDIVIDUALS EMPLOYED IN
CONSOLIDATED FISCAL REPORTING POSITION TITLE CODES RANGING FROM 100 TO
199; DIRECT CARE STAFF ARE INDIVIDUALS EMPLOYED IN CONSOLIDATED FISCAL
REPORTING POSITION TITLE CODES RANGING FROM 200 TO 299; AND CLINICAL
STAFF ARE INDIVIDUALS EMPLOYED IN CONSOLIDATED FISCAL REPORTING POSITION
TITLE CODES RANGING FROM 300 TO 399.

(I1) THE FUNDING MADE AVAILABLE PURSUANT TO PARAGRAPH (I) OF THIS
SUBDIVISION SHALL BE USED: (1) TO HELP ALLEVIATE THE RECRUITMENT AND
RETENTION CHALLENGES OF DIRECT CARE STAFF, DIRECT SUPPORT PROFESSIONALS
AND CLINICAL STAFF EMPLOYED IN ELIGIBLE PROGRAMS; AND (2) TO CONTINUE
AND TO EXPAND EFFORTS TO SUPPORT THE PROFESSIONALISM OF THE DIRECT CARE
WORKFORCE. EACH LOCAL GOVERNMENT UNIT OR DIRECT CONTRACT PROVIDER
RECEIVING SUCH FUNDING SHALL HAVE FLEXIBILITY IN ALLOCATING SUCH FUNDING
TO SUPPORT SALARY INCREASES TO PARTICULAR JOB TITLES TO BEST ADDRESS THE
NEEDS OF 1ITS DIRECT CARE STAFF, DIRECT SUPPORT PROFESSIONALS AND CLIN-
ICAL STAFF. EACH LOCAL GOVERNMENT UNIT OR DIRECT CONTRACT PROVIDER
RECEIVING SUCH FUNDING SHALL ALSO SUBMIT A WRITTEN CERTIFICATION, IN
SUCH FORM AND AT SUCH TIME AS EACH COMMISSIONER SHALL PRESCRIBE, ATTEST-
ING TO HOW SUCH FUNDING WILL BE OR WAS USED FOR PURPOSES ELIGIBLE UNDER
THIS SECTION. FURTHER, PROVIDERS SHALL SUBMIT A RESOLUTION FROM THEIR
GOVERNING BODY TO THE APPROPRIATE COMMISSIONER, ATTESTING THAT THE FUND-
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ING RECEIVED WILL BE USED SOLELY TO SUPPORT SALARY AND SALARY-RELATED
FRINGE BENEFIT INCREASES FOR DIRECT CARE STAFF, DIRECT SUPPORT PROFES-
SIONALS AND CLINICAL STAFF, PURSUANT TO PARAGRAPH (I) OF THIS SUBDIVI-
SION. SALARY INCREASES THAT TAKE EFFECT ON AND AFTER APRIL 1, 2019 MAY
BE USED TO DEMONSTRATE COMPLIANCE WITH THE JANUARY 1, 2020 FUNDING
INCREASE AUTHORIZED BY THIS SECTION, EXCEPT FOR SALARY INCREASES NECES-
SARY TO COMPLY WITH STATE MINIMUM WAGE REQUIREMENTS. SUCH COMMISSIONERS
SHALL BE AUTHORIZED TO RECOUP ANY FUNDS AS APPROPRIATED HEREIN DETER-
MINED TO HAVE BEEN USED IN A MANNER INCONSISTENT WITH SUCH STANDARDS OR
INCONSISTENT WITH THE PROVISIONS OF THIS SUBDIVISION, AND SUCH COMMIS-
SIONERS SHALL BE AUTHORIZED TO EMPLOY ANY LEGAL MECHANISM TO RECOUP SUCH
FUNDS, INCLUDING AN OFFSET OF OTHER FUNDS THAT ARE OWED TO SUCH LOCAL
GOVERNMENTAL UNIT OR PROVIDER.

(ITI) WHERE APPROPRIATE TRANSFERS TO THE DEPARTMENT OF HEALTH SHALL BE
MADE AS REIMBURSEMENT FOR THE STATE SHARE OF MEDICAL ASSISTANCE.

§ 3. This act shall take effect immediately and shall be deemed to
have been in full force and effect on and after April 1, 2019; provided,
however, that the amendments to section 1 of part C of chapter 57 of the
laws of 2006 made by sections one and two of this act shall not affect
the repeal of such section and shall be deemed repealed therewith.

PART Z

Section 1. Subdivision 1 of section 2801 of the public health law, as
amended by section 1 of subpart B of part S of chapter 57 of the laws of
2018, is amended to read as follows:

1. "Hospital™ means a facility or institution engaged principally in
providing services by or under the supervision of a physician or, in the
case of a dental clinic or dental dispensary, of a dentist, or, in the
case of a midwifery birth center, of a midwife, for the prevention,
diagnosis or treatment of human disease, pain, injury, deformity or
physical condition, including, but not limited to, a general hospital,
public health center, diagnostic center, treatment center, dental clin-
ic, dental dispensary, rehabilitation center other than a facility used
solely for vocational rehabilitation, nursing home, tuberculosis hospi-
tal, chronic disease hospital, maternity hospital, midwifery birth

center, 1lying-in-asylum, out-patient department, out-patient lodge,
dispensary and a laboratory or central service facility serving one or
more such institutions, but the term hospital shall not include an

institution, sanitarium or other facility engaged principally in provid-
ing services for the prevention, diagnosis or treatment of mental disa-
bility and which 1is subject to the powers of visitation, examination,
inspection and investigation of the department of mental hygiene except
for those distinct parts of such a facility which provide hospital
service. The provisions of this article shall not apply to a facility or
institution engaged principally in providing services by or under the
supervision of the bona fide members and adherents of a recognized reli-
gious organization whose teachings include reliance on spiritual means
through prayer alone for healing in the practice of the religion of such
organization and where services are provided in accordance with those
teachings. No provision of this article or any other provision of law
shall be construed to: (a) limit the volume of mental health [or],
substance use disorder services OR DEVELOPMENTAL DISABILITY SERVICES
that can be provided by a provider of primary care services licensed
under this article and authorized to provide integrated services in
accordance with regulations issued by the commissioner in consultation
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with the commissioner of the office of mental health [and], the commis-
sioner of the office of alcoholism and substance abuse services AND THE
COMMISSIONER OF THE OFFICE FOR PEOPLE WITH DEVELOPMENTAL DISABILITIES,
including regulations issued pursuant to subdivision seven of section
three hundred sixty-five-1 of the social services law or part L of chap-
ter fifty-six of the laws of two thousand twelve; (b) require a provider
licensed pursuant to article thirty-one of the mental hygiene 1law or
certified pursuant to ARTICLE SIXTEEN OR article thirty-two of the
mental hygiene law to obtain an operating certificate from the depart-
ment if such provider has been authorized to provide integrated services
in accordance with regulations issued by the commissioner in consulta-
tion with the commissioner of the office of mental health [and], the
commissioner of the office of alcoholism and substance abuse services
AND THE COMMISSIONER OF THE OFFICE FOR PEOPLE WITH DEVELOPMENTAL DISA-
BILITIES, including regulations issued pursuant to subdivision seven of
section three hundred sixty-five-1 of the social services law or part L
of chapter fifty-six of the laws of two thousand twelve.

§ 2. Subdivision (f) of section 31.02 of the mental hygiene law, as
added by section 2 of subpart B of part S of chapter 57 of the laws of
2018, is amended to read as follows:

(f) No provision of this article or any other provision of law shall
be construed to require a provider licensed pursuant to article twenty-
eight of the public health law or certified pursuant to ARTICLE SIXTEEN
OR article thirty-two of this chapter to obtain an operating certificate
from the office of mental health if such provider has been authorized to
provide integrated services in accordance with regulations issued by the
commissioner of the office of mental health in consultation with the
commissioner of the department of health [and], the commissioner of the
office of alcoholism and substance abuse services AND THE COMMISSIONER
OF THE OFFICE FOR PEOPLE WITH DEVELOPMENTAL DISABILITIES, including
regulations issued pursuant to subdivision seven of section three
hundred sixty-five-1 of the social services law or part L of chapter
fifty-six of the laws of two thousand twelve.

§ 3. Subdivision (b) of section 32.05 of the mental hygiene law, as
amended by section 3 of subpart B of part S of chapter 57 of the laws of
2018, is amended to read as follow:

(b) (1) Methadone, or such other controlled substance designated by
the commissioner of health as appropriate for such use, may be adminis-
tered to an addict, as defined in section thirty-three hundred two of
the public health law, by individual physicians, groups of physicians
and public or private medical facilities certified pursuant to article
twenty-eight or thirty-three of the public health law as part of a chem-
ical dependence program which has been issued an operating certificate
by the commissioner pursuant to subdivision (b) of section 32.09 of this
article, provided, however, that such administration must be done in
accordance with all applicable federal and state laws and regulations.
Individual physicians or groups of physicians who have obtained authori-
zation from the federal government to administer buprenorphine to
addicts may do so without obtaining an operating certificate from the
commissioner. (ii) No provision of this article or any other provision
of law shall be construed to require a provider licensed pursuant to
article twenty-eight of the public health law [or], article thirty-one
of this chapter OR A PROVIDER CERTIFIED PURSUANT TO ARTICLE SIXTEEN OF
THIS CHAPTER to obtain an operating certificate from the office of alco-
holism and substance abuse services if such provider has been authorized
to provide integrated services in accordance with regulations issued by
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the commissioner of alcoholism and substance abuse services in consulta-
tion with the commissioner of the department of health [and], the
commissioner of the office of mental health AND THE COMMISSIONER OF THE
OFFICE FOR PEOPLE WITH DEVELOPMENTAL DISABILITIES, including regulations
issued pursuant to subdivision seven of section three hundred sixty-
five-1 of the social services law or part L of chapter fifty-six of the
laws of two thousand twelve.

§ 4. Section 16.03 of the mental hygiene law is amended by adding a
new subdivision (g) to read as follows:

(G) NO PROVISION OF THIS ARTICLE OR ANY OTHER PROVISION OF LAW SHALL
BE CONSTRUED TO REQUIRE A PROVIDER LICENSED PURSUANT TO ARTICLE TWENTY-
EIGHT OF THE PUBLIC HEALTH LAW OR CERTIFIED PURSUANT TO ARTICLE THIRTY-
ONE OR THIRTY-TWO OF THIS CHAPTER TO OBTAIN AN OPERATING CERTIFICATE
FROM THE OFFICE FOR PEOPLE WITH DEVELOPMENTAL DISABILITIES IF SUCH
PROVIDER HAS BEEN AUTHORIZED TO PROVIDE INTEGRATED SERVICES IN ACCORD-
ANCE WITH REGULATIONS ISSUED BY THE COMMISSIONER OF THE OFFICE FOR
PEOPLE WITH DEVELOPMENTAL DISABILITIES, IN CONSULTATION WITH THE COMMIS-
SIONER OF THE DEPARTMENT OF HEALTH, THE COMMISSIONER OF THE OFFICE OF
MENTAL HEALTH AND THE COMMISSIONER OF THE OFFICE OF ALCOHOLISM AND
SUBSTANCE ABUSE SERVICES, INCLUDING REGULATIONS ISSUED PURSUANT TO
SUBDIVISION SEVEN OF SECTION THREE HUNDRED SIXTY-FIVE-L OF THE SOCIAL
SERVICES LAW OR PART L OF CHAPTER FIFTY-SIX OF THE LAWS OF TWO THOUSAND
TWELVE.

§ 5. This act shall take effect October 1, 2019; provided, however,
that the commissioner of the department of health, the commissioner of
the office of mental health, the commissioner of the office of alcohol-



ism and substance abuse services, and the commissioner of the office for
people with developmental disabilities are authorized to issue any rule
or regulation necessary for the implementation of this act on or before
its effective date.

PART AA

Intentionally Omitted

PART BB
Section 1. This part enacts into law major components of legislation
which are necessary to effectuate provisions relating to mental health
and substance wuse disorder treatment. Each component is wholly

contained within a Subpart identified as Subparts A through E. The
effective date for each particular provision contained within such
Subpart is set forth in the last section of such Subpart. Any provision
in any section contained within a Subpart, including the effective date
of the Subpart, which makes a reference to a section "of this act", when
used in connection with that particular component, shall be deemed to
mean and refer to the corresponding section of the Subpart in which it
is found. Section three of this Part sets forth the general effective
date of this Part.

SUBPART A

Section 1. Paragraph 4 of subsection (i) of section 3216 of the insur-
ance law is amended to read as follows:

(4) 1If a policy provides for reimbursement for psychiatric or psycho-
logical services or for diagnosis and treatment of mental[,nervous, or
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emotional disorders or ailments,] HEALTH CONDITIONS however defined in
the policy, the insured shall be entitled to reimbursement for such
services, diagnosis or treatment whether performed by a physician,
psychiatrist [or], a certified and registered psychologist, OR A NURSE
PRACTITIONER when the services rendered are within the lawful scope of
their practice.

§ 2. Subparagraph (B) of paragraph 25 of subsection (i) of section
3216 of the insurance law, as amended by section 38 of part D of chapter
56 of the laws of 2013, is amended to read as follows:

(B) Every policy that provides physician services, medical, major
medical or similar comprehensive-type coverage shall provide coverage
for the screening, diagnosis and treatment of autism spectrum disorder
in accordance with this paragraph and shall not exclude coverage for the
screening, diagnosis or treatment of medical conditions otherwise
covered by the policy because the individual is diagnosed with autism
spectrum disorder. Such coverage may be subject to annual deductibles,
copayments and coinsurance as may be deemed appropriate by the super-
intendent and shall be consistent with those imposed on other benefits
under the policy. [Coverage for applied behavior analysis shall be
subject to a maximum benefit of six hundred eighty hours of treatment
per policy or calendar year per covered individual.] This paragraph
shall not Dbe construed as 1limiting the benefits that are otherwise
available to an individual under the policy, provided however that such
policy shall not contain any limitations on visits that are solely
applied to the treatment of autism spectrum disorder. No insurer shall
terminate coverage or refuse to deliver, execute, issue, amend, adjust,
or renew coverage to an individual solely because the individual 1is
diagnosed with autism spectrum disorder or has received treatment for
autism spectrum disorder. Coverage shall be subject to wutilization
review and external appeals of health care services pursuant to article
forty-nine of this chapter as well as[,] case management](, ] and other
managed care provisions.

§ 3. Items (i) and (iii) of subparagraph (C) of paragraph 25 of
subsection (i) of section 3216 of the insurance law, as amended by chap-
ter 596 of the laws of 2011, are amended to read as follows:

(i) "autism spectrum disorder" means any pervasive developmental
disorder as defined 1in the most recent edition of the diagnostic and
statistical manual of mental disorders|[, including autistic disorder,

Asperger's disorder, Rett's disorder, childhood disintegrative disorder,
or pervasive developmental disorder not otherwise specified (PDD-NOS)].

(1ii) "behavioral health treatment" means counseling and treatment
programs, when provided by a licensed provider, and applied Dbehavior
analysis, when provided [or supervised] by a [behavior analyst certified
pursuant to the behavior analyst certification board] PERSON LICENSED,
CERTIFIED OR OTHERWISE AUTHORIZED TO PROVIDE APPLIED BEHAVIOR ANALYSIS,
that are necessary to develop, maintain, or restore, to the maximum
extent practicable, the functioning of an individual. [Individuals that
provide behavioral health treatment under the supervision of a certified
behavior analyst pursuant to this paragraph shall be subject to stand-
ards of professionalism, supervision and relevant experience pursuant to
regulations promulgated by the superintendent in consultation with the
commissioners of health and education.]

S 4. Paragraph 25 of subsection (i) of section 3216 of the insurance
law is amended by adding four new subparagraphs (H), (I), (J), and (K)



to read as follows:
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(H) COVERAGE UNDER THIS PARAGRAPH SHALL NOT APPLY FINANCIAL REQUIRE-
MENTS OR TREATMENT LIMITATIONS TO AUTISM SPECTRUM DISORDER BENEFITS THAT
ARE MORE RESTRICTIVE THAN THE PREDOMINANT FINANCIAL REQUIREMENTS AND
TREATMENT LIMITATIONS APPLIED TO SUBSTANTIALLY ALL MEDICAL AND SURGICAL
BENEFITS COVERED BY THE POLICY.

(I) THE CRITERIA FOR MEDICAL NECESSITY DETERMINATIONS UNDER THE POLICY
WITH RESPECT TO AUTISM SPECTRUM DISORDER BENEFITS SHALL BE MADE AVAIL-
ABLE BY THE INSURER TO ANY INSURED, PROSPECTIVE INSURED, OR IN-NETWORK
PROVIDER UPON REQUEST.

(J) FOR PURPOSES OF THIS PARAGRAPH:

(I) "FINANCIAL REQUIREMENT" MEANS DEDUCTIBLE, COPAYMENTS, COINSURANCE
AND OUT-OF-POCKET EXPENSES;

(IT) "PREDOMINANT" MEANS THAT A FINANCIAL REQUIREMENT OR TREATMENT
LIMITATION IS THE MOST COMMON OR FREQUENT OF SUCH TYPE OF LIMIT OR
REQUIREMENT; AND

(III) "TREATMENT LIMITATION" MEANS LIMITS ON THE FREQUENCY OF TREAT-
MENT, NUMBER OF VISITS, DAYS OF COVERAGE, OR OTHER SIMILAR LIMITS ON THE
SCOPE OR DURATION OF TREATMENT AND INCLUDES NONQUANTITATIVE TREATMENT
LIMITATIONS SUCH AS: MEDICAL MANAGEMENT STANDARDS LIMITING OR EXCLUDING
BENEFITS BASED ON MEDICAL NECESSITY, OR BASED ON WHETHER THE TREATMENT
IS EXPERIMENTAL OR INVESTIGATIONAL; FORMULARY DESIGN FOR PRESCRIPTION
DRUGS; NETWORK TIER DESIGN; STANDARDS FOR PROVIDER ADMISSION TO PARTIC-
IPATE 1IN A NETWORK, INCLUDING REIMBURSEMENT RATES; METHODS FOR DETER-
MINING USUAL, CUSTOMARY, AND REASONABLE CHARGES; FAIL-FIRST OR STEP
THERAPY PROTOCOLS; EXCLUSIONS BASED ON FAILURE TO COMPLETE A COURSE OF
TREATMENT; AND RESTRICTIONS BASED ON GEOGRAPHIC LOCATION, FACILITY TYPE,
PROVIDER SPECIALTY, AND OTHER CRITERIA THAT LIMIT THE SCOPE OR DURATION
OF BENEFITS FOR SERVICES PROVIDED UNDER THE POLICY.

(K) AN INSURER SHALL PROVIDE COVERAGE UNDER THIS PARAGRAPH, AT A MINI-
MUM, CONSISTENT WITH THE FEDERAL PAUL WELLSTONE AND PETE DOMENICI MENTAL
HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (29 U.S.C. § 1185A).

§ 5. Paragraph 30 of subsection (i) of section 3216 of the insurance
law, as amended by section 1 of part B of chapter 71 of the laws of
2016, is amended to read as follows:

(30) (A) Every policy that provides hospital, major medical or similar
comprehensive coverage [must] SHALL provide inpatient coverage for the
diagnosis and treatment of substance use disorder, including detoxifica-
tion and rehabilitation services. Such inpatient coverage shall include
unlimited medically necessary treatment for substance use disorder
treatment services provided in residential settings [as required by the
Mental Health Parity and Addiction Equity Act of 2008 (29 U.S.C. §
1185a)]. Further, such inpatient coverage shall not apply financial
requirements or treatment limitations, including utilization review
requirements, to inpatient substance use disorder benefits that are more
restrictive than the predominant financial requirements and treatment
limitations applied to substantially all medical and surgical benefits
covered by the policy. [Further, such coverage shall Dbe provided
consistent with the federal Paul Wellstone and Pete Domenici Mental
Health Parity and Addiction Equity Act of 2008 (29 U.S.C. § 1185a).]

(B) Coverage provided under this paragraph may be limited to facili-
ties in New York state [which are certified] THAT ARE LICENSED, CERTI-
FIED OR OTHERWISE AUTHORIZED by the office of alcoholism and substance
abuse services and, in other states, to those which are accredited by
the joint commission as alcoholism, substance abuse, or chemical depend-
ence treatment programs AND ARE SIMILARLY LICENSED, CERTIFIED OR OTHER-
WISE AUTHORIZED IN THE STATE IN WHICH THE FACILITY IS LOCATED.
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(C) Coverage provided under this paragraph may be subject to annual
deductibles and co-insurance as deemed appropriate by the superintendent
and that are consistent with those imposed on other benefits within a
given policy.

(D) This subparagraph shall apply to facilities in this state THAT ARE
LICENSED, certified OR OTHERWISE AUTHORIZED by the office of alcoholism
and substance abuse services that are participating in the insurer's
provider network. Coverage provided under this paragraph shall not be
subject to preauthorization. Coverage provided under this paragraph
shall also not Dbe subject to concurrent utilization review during the
first [fourteen] TWENTY-EIGHT days of the inpatient admission provided
that the facility notifies the insurer of both the admission and the
initial treatment plan within [forty-eight hours] TWO BUSINESS DAYS of
the admission. The facility shall perform daily clinical review of the
patient, including [the] periodic consultation with the insurer AT OR
JUST PRIOR TO THE FOURTEENTH DAY OF TREATMENT to ensure that the facili-
ty 1is using the evidence-based and peer reviewed clinical review tool
utilized by the insurer which is designated by the office of alcoholism
and substance abuse services and appropriate to the age of the patient,
to ensure that the inpatient treatment is medically necessary for the
patient. PRIOR TO DISCHARGE, THE FACILITY SHALL PROVIDE THE PATIENT AND
THE INSURER WITH A WRITTEN DISCHARGE PLAN WHICH SHALL DESCRIBE ARRANGE-
MENTS FOR ADDITIONAL SERVICES NEEDED FOLLOWING DISCHARGE FROM THE INPA-
TIENT FACILITY AS DETERMINED USING THE EVIDENCE-BASED AND PEER-REVIEWED



CLINICAL REVIEW TOOL UTILIZED BY THE INSURER WHICH IS DESIGNATED BY THE
OFFICE OF ALCOHOLISM AND SUBSTANCE ABUSE SERVICES. PRIOR TO DISCHARGE,
THE FACILITY SHALL INDICATE TO THE INSURER WHETHER SERVICES INCLUDED 1IN
THE DISCHARGE PLAN ARE SECURED OR DETERMINED TO BE REASONABLY AVAILABLE.
Any utilization review of treatment provided under this subparagraph may
include a review of all services provided during such inpatient treat-
ment, including all services provided during the first [fourteen] TWEN-
TY-EIGHT days of such inpatient treatment. Provided, however, the insur-
er shall only deny coverage for any portion of the initial [fourteen]
TWENTY-EIGHT day inpatient treatment on the basis that such treatment
was not medically necessary if such inpatient treatment was contrary to
the evidence-based and peer reviewed clinical review tool wutilized by
the insurer which 1is designated by the office of alcoholism and
substance abuse services. An insured shall not have any financial obli-
gation to the facility for any treatment under this subparagraph other
than any copayment, coinsurance, or deductible otherwise required under
the policy.

(E) AN INSURER SHALL MAKE AVAILABLE TO ANY INSURED, PROSPECTIVE
INSURED, OR IN-NETWORK PROVIDER, UPON REQUEST, THE CRITERIA FOR MEDICAL
NECESSITY DETERMINATIONS UNDER THE POLICY WITH RESPECT TO INPATIENT
SUBSTANCE USE DISORDER BENEFITS.

(F) FOR PURPOSES OF THIS PARAGRAPH:

(I) "FINANCIAL REQUIREMENT" MEANS DEDUCTIBLE, COPAYMENTS, COINSURANCE
AND OUT-OF-POCKET EXPENSES;

(I1) "PREDOMINANT" MEANS THAT A FINANCIAL REQUIREMENT OR TREATMENT
LIMITATION IS THE MOST COMMON OR FREQUENT OF SUCH TYPE OF LIMIT OR
REQUIREMENT;

(ITI1) "TREATMENT LIMITATION" MEANS LIMITS ON THE FREQUENCY OF TREAT-
MENT, NUMBER OF VISITS, DAYS OF COVERAGE, OR OTHER SIMILAR LIMITS ON THE
SCOPE OR DURATION OF TREATMENT AND INCLUDES NONQUANTITATIVE TREATMENT
LIMITATIONS SUCH AS: MEDICAL MANAGEMENT STANDARDS LIMITING OR EXCLUDING
BENEFITS BASED ON MEDICAL NECESSITY, OR BASED ON WHETHER THE TREATMENT
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IS EXPERIMENTAL OR INVESTIGATIONAL; FORMULARY DESIGN FOR PRESCRIPTION
DRUGS; NETWORK TIER DESIGN; STANDARDS FOR PROVIDER ADMISSION TO PARTIC-
IPATE IN A NETWORK, INCLUDING REIMBURSEMENT RATES; METHODS FOR DETERMIN-
ING USUAL, CUSTOMARY, AND REASONABLE CHARGES; FAIL-FIRST OR STEP THERAPY
PROTOCOLS; EXCLUSIONS BASED ON FAILURE TO COMPLETE A COURSE OF TREAT-
MENT; AND RESTRICTIONS BASED ON GEOGRAPHIC LOCATION, FACILITY TYPE,
PROVIDER SPECIALTY, AND OTHER CRITERIA THAT LIMIT THE SCOPE OR DURATION
OF BENEFITS FOR SERVICES PROVIDED UNDER THE POLICY; AND

(IV) "SUBSTANCE USE DISORDER" SHALL HAVE THE MEANING SET FORTH IN THE
MOST RECENT EDITION OF THE DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL
DISORDERS OR THE MOST RECENT EDITION OF ANOTHER GENERALLY RECOGNIZED
INDEPENDENT STANDARD OF CURRENT MEDICAL PRACTICE, SUCH AS THE INTERNA-
TIONAL CLASSIFICATION OF DISEASES.

(G) AN INSURER SHALL PROVIDE COVERAGE UNDER THIS PARAGRAPH, AT A MINI-
MUM, CONSISTENT WITH THE FEDERAL PAUL WELLSTONE AND PETE DOMENICI MENTAL
HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (29 U.S.C. § 1185A).

§ 6. Paragraph 31 of subsection (i) of section 3216 of the insurance
law, as added by chapter 41 of the laws of 2014 and subparagraph (E) as
added by section 3 of part MM of chapter 57 of the laws of 2018, is
amended to read as follows:

(31) (A) Every policy that provides medical, major medical or similar
comprehensive-type coverage [must] SHALL provide outpatient coverage for
the diagnosis and treatment of substance use disorder, including detoxi-
fication and rehabilitation services. Such coverage shall not apply
financial requirements or treatment limitations to outpatient substance
use disorder benefits that are more restrictive than the predominant
financial requirements and treatment limitations applied to substantial-
ly all medical and surgical benefits covered by the policy. [Further,
such coverage shall be provided consistent with the federal Paul Well-
stone and Pete Domenici Mental Health Parity and Addiction Equity Act of
2008 (29 U.s.C. § 1185a).]

(B) Coverage under this paragraph may be limited to facilities in New
York state [certified] THAT ARE LICENSED, CERTIFIED OR OTHERWISE AUTHOR-
IZED by the office of alcoholism and substance abuse services [or
licensed by such office as outpatient clinics or medically supervised
ambulatory] TO PROVIDE OUTPATIENT substance [abuse programs] USE DISOR-
DER SERVICES and, in other states, to those which are accredited by the
joint commission as alcoholism or chemical dependence substance abuse
treatment programs AND ARE SIMILARLY LICENSED, CERTIFIED, OR OTHERWISE
AUTHORIZED IN THE STATE IN WHICH THE FACILITY IS LOCATED.

(C) Coverage provided under this paragraph may be subject to annual
deductibles and co-insurance as deemed appropriate by the superintendent
and that are consistent with those imposed on other benefits within a
given policy.

(D) A policy providing coverage for substance use disorder services
pursuant to this paragraph shall provide up to twenty outpatient visits
per policy or calendar year to an individual who identifies him or
herself as a family member of a person suffering from substance use
disorder and who seeks treatment as a family member who 1s otherwise
covered Dby the applicable policy pursuant to this paragraph. The cover-
age required by this paragraph shall include treatment as a family
member pursuant to such family member's own policy provided such family



member:
(i) does not exceed the allowable number of family visits provided by
the applicable policy pursuant to this paragraph; and
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(ii) is otherwise entitled to coverage pursuant to this paragraph and
such family member's applicable policy.

(E) This subparagraph shall apply to facilities in this state THAT ARE
LICENSED, certified OR OTHERWISE AUTHORIZED by the office of alcoholism
and substance abuse services for the provision of outpatient, intensive
outpatient, outpatient rehabilitation and opioid treatment that are
participating in the insurer's provider network. Coverage provided under

this paragraph shall not be subject to preauthorization. Coverage
provided wunder this paragraph shall not be subject to concurrent review
for the first [two] FOUR weeks of continuous treatment, not to exceed

[fourteen] TWENTY-EIGHT visits, provided the facility notifies the
insurer of both the start of treatment and the initial treatment plan
within [forty-eight hours] TWO BUSINESS DAYS. The facility shall perform
clinical assessment of the patient at each visit, including [the] peri-
odic consultation with the insurer AT OR JUST PRIOR TO THE FOURTEENTH
DAY OF TREATMENT to ensure that the facility is using the evidence-based
and peer reviewed clinical review tool utilized by the insurer which is
designated by the office of alcoholism and substance abuse services and
appropriate to the age of the patient, to ensure that the outpatient
treatment is medically necessary for the patient. Any utilization review
of the treatment provided under this subparagraph may include a review
of all services provided during such outpatient treatment, including all
services provided during the first [two] FOUR weeks of continuous treat-
ment, not to exceed [fourteen] TWENTY-EIGHT visits, of such outpatient
treatment. Provided, however, the insurer shall only deny coverage for
any portion of the initial [two] FOUR weeks of continuous treatment, not
to exceed [fourteen] TWENTY-EIGHT visits, for outpatient treatment on
the basis that such treatment was not medically necessary if such outpa-
tient treatment was contrary to the evidence-based and peer reviewed
clinical review tool utilized by the insurer which is designated by the
office of alcoholism and substance abuse services. An insured shall not
have any financial obligation to the facility for any treatment under
this subparagraph other than any copayment, coinsurance, or deductible
otherwise required under the policy.

(F) THE CRITERIA FOR MEDICAL NECESSITY DETERMINATIONS UNDER THE POLICY
WITH RESPECT TO OUTPATIENT SUBSTANCE USE DISORDER BENEFITS SHALL BE MADE
AVAILABLE BY THE INSURER TO ANY INSURED, PROSPECTIVE INSURED, OR IN-NET-
WORK PROVIDER UPON REQUEST.

(G) FOR PURPOSES OF THIS PARAGRAPH:

(1) "FINANCIAL REQUIREMENT" MEANS DEDUCTIBLE, COPAYMENTS, COINSURANCE
AND OUT-OF-POCKET EXPENSES;

(IT) "PREDOMINANT" MEANS THAT A FINANCIAL REQUIREMENT OR TREATMENT
LIMITATION IS THE MOST COMMON OR FREQUENT OF SUCH TYPE OF LIMIT OR
REQUIREMENT;

(III) "TREATMENT LIMITATION" MEANS LIMITS ON THE FREQUENCY OF TREAT-
MENT, NUMBER OF VISITS, DAYS OF COVERAGE, OR OTHER SIMILAR LIMITS ON THE
SCOPE OR DURATION OF TREATMENT AND INCLUDES NONQUANTITATIVE TREATMENT
LIMITATIONS SUCH AS: MEDICAL MANAGEMENT STANDARDS LIMITING OR EXCLUDING
BENEFITS BASED ON MEDICAL NECESSITY, OR BASED ON WHETHER THE TREATMENT
IS EXPERIMENTAL OR INVESTIGATIONAL; FORMULARY DESIGN FOR PRESCRIPTION
DRUGS; NETWORK TIER DESIGN; STANDARDS FOR PROVIDER ADMISSION TO PARTIC-
IPATE IN A NETWORK, INCLUDING REIMBURSEMENT RATES; METHODS FOR DETERMIN-
ING USUAL, CUSTOMARY, AND REASONABLE CHARGES; FAIL-FIRST OR STEP THERAPY
PROTOCOLS; EXCLUSIONS BASED ON FAILURE TO COMPLETE A COURSE OF TREAT-
MENT; AND RESTRICTIONS BASED ON GEOGRAPHIC LOCATION, FACILITY TYPE,
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PROVIDER SPECIALTY, AND OTHER CRITERIA THAT LIMIT THE SCOPE OR DURATION
OF BENEFITS FOR SERVICES PROVIDED UNDER THE POLICY; AND

(IV) "SUBSTANCE USE DISORDER" SHALL HAVE THE MEANING SET FORTH IN THE
MOST RECENT EDITION OF THE DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL
DISORDERS OR THE MOST RECENT EDITION OF ANOTHER GENERALLY RECOGNIZED
INDEPENDENT STANDARD OF CURRENT MEDICAL PRACTICE SUCH AS THE INTERNA-
TIONAL CLASSIFICATION OF DISEASES.

(H) AN INSURER SHALL PROVIDE COVERAGE UNDER THIS PARAGRAPH, AT A MINI-
MUM, CONSISTENT WITH THE FEDERAL PAUL WELLSTONE AND PETE DOMENICI MENTAL
HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (29 U.S.C. § 1185Aa).

§ 7. Paragraph 31-a of subsection (i) of section 3216 of the insurance
law, as added by section 1 of part B of chapter 69 of the laws of 2016,
is amended to read as follows:

(31-a) [(A)] Every policy that provides medical, major medical or
similar comprehensive-type coverage and provides coverage for
prescription drugs for medication for the treatment of a substance use
disorder shall include immediate access, without prior authorization, to
[a five day emergency supply] THE FORMULARY FORMS of prescribed medica-
tions covered under the policy for the treatment of substance use disor-
der [where an emergency condition exists], including a prescribed drug
or medication associated with the management of opioid withdrawal and/or
stabilization, except where otherwise prohibited by law. Further, cover-
age [of an emergency supply] WITHOUT PRIOR AUTHORIZATION shall include



FORMULARY FORMS OF medication for opioid overdose reversal otherwise
covered wunder the policy prescribed OR DISPENSED to an individual
covered by the policy.

[ (B) For purposes of this paragraph, an "emergency condition" means a
substance use disorder condition that manifests itself by acute symptoms
of sufficient severity, including severe pain or the expectation of
severe pain, such that a prudent layperson, possessing an average know-—
ledge of medicine and health, could reasonably expect the absence of
immediate medical attention to result in:

(i) placing the health of the person afflicted with such condition in
serious Jjeopardy, or in the case of a behavioral condition, placing the
health of such person or others in serious jeopardy;

(ii) serious impairment to such person's bodily functions;

(iii) serious dysfunction of any bodily organ or part of such person;

(iv) serious disfigurement of such person; or

(v) a condition described in clause (i), (ii), or (11i1) of section
1867 (e) (1) (A) of the Social Security Act.
(C) Coverage provided under this paragraph may be subject to copay-

ments, coinsurance, and annual deductibles that are consistent with
those imposed on other benefits within the policy; provided, however, no
policy shall impose an additional copayment or coinsurance on an insured
who received an emergency supply of medication and then received up to a
thirty day supply of the same medication in the same thirty day period
in which the emergency supply of medication was dispensed. This subpara-
graph shall not preclude the imposition of a copayment or coinsurance on
the initial emergency supply of medication in an amount that 1is less
than the copayment or coinsurance otherwise applicable to a thirty day
supply of such medication, provided that the total sum of the copayments
or coinsurance for an entire thirty day supply of the medication does
not exceed the copayment or coinsurance otherwise applicable to a thirty
day supply of such medication.]

§ 8. Subsection (i) of section 3216 of the insurance law is amended by
adding a new paragraph 35 to read as follows:
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(35) (A) EVERY POLICY DELIVERED OR ISSUED FOR DELIVERY IN THIS STATE
THAT PROVIDES COVERAGE FOR INPATIENT HOSPITAL CARE OR COVERAGE FOR
PHYSICIAN SERVICES SHALL PROVIDE COVERAGE FOR THE DIAGNOSIS AND TREAT-
MENT OF MENTAL HEALTH CONDITIONS AS FOLLOWS:

(I) WHERE THE POLICY PROVIDES COVERAGE FOR INPATIENT HOSPITAL CARE,
BENEFITS FOR INPATIENT CARE IN A HOSPITAL AS DEFINED BY SUBDIVISION TEN
OF SECTION 1.03 OF THE MENTAL HYGIENE LAW AND BENEFITS FOR OUTPATIENT
CARE PROVIDED IN A FACILITY ISSUED AN OPERATING CERTIFICATE BY THE
COMMISSIONER OF MENTAL HEALTH PURSUANT TO THE PROVISIONS OF ARTICLE
THIRTY-ONE OF THE MENTAL HYGIENE LAW, OR IN A FACILITY OPERATED BY THE
OFFICE OF MENTAL HEALTH, OR, FOR CARE PROVIDED IN OTHER STATES, TO SIMI-
LARLY LICENSED OR CERTIFIED HOSPITALS OR FACILITIES; AND

(IT) WHERE THE POLICY PROVIDES COVERAGE FOR PHYSICIAN SERVICES, BENE-
FITS FOR OUTPATIENT CARE PROVIDED BY A PSYCHIATRIST OR PSYCHOLOGIST
LICENSED TO PRACTICE IN THIS STATE, A LICENSED CLINICAL SOCIAL WORKER
WHO MEETS THE REQUIREMENTS OF SUBPARAGRAPH (D) OF PARAGRAPH FOUR OF
SUBSECTION (1) OF SECTION THREE THOUSAND TWO HUNDRED TWENTY-ONE OF THIS
ARTICLE, A NURSE PRACTITIONER LICENSED TO PRACTICE IN THIS STATE, OR A
PROFESSIONAL CORPORATION OR UNIVERSITY FACULTY PRACTICE CORPORATION
THEREOF.

(B) COVERAGE REQUIRED BY THIS PARAGRAPH MAY BE SUBJECT TO ANNUAL
DEDUCTIBLES, COPAYMENTS AND COINSURANCE AS MAY BE DEEMED APPROPRIATE BY
THE SUPERINTENDENT AND SHALL BE CONSISTENT WITH THOSE IMPOSED ON OTHER
BENEFITS UNDER THE POLICY.

(C) COVERAGE UNDER THIS PARAGRAPH SHALL NOT APPLY FINANCIAL REQUIRE-
MENTS OR TREATMENT LIMITATIONS TO MENTAL HEALTH BENEFITS THAT ARE MORE
RESTRICTIVE THAN THE PREDOMINANT FINANCIAL REQUIREMENTS AND TREATMENT
LIMITATIONS APPLIED TO SUBSTANTIALLY ALL MEDICAL AND SURGICAL BENEFITS
COVERED BY THE POLICY.

(D) THE CRITERIA FOR MEDICAL NECESSITY DETERMINATIONS UNDER THE POLICY
WITH RESPECT TO MENTAL HEALTH BENEFITS SHALL BE MADE AVAILABLE BY THE
INSURER TO ANY INSURED, PROSPECTIVE INSURED, OR IN-NETWORK PROVIDER UPON
REQUEST.

(E) FOR PURPOSES OF THIS PARAGRAPH:

(I) "FINANCIAL REQUIREMENT" MEANS DEDUCTIBLE, COPAYMENTS, COINSURANCE
AND OUT-OF-POCKET EXPENSES;

(II) "PREDOMINANT" MEANS THAT A FINANCIAL REQUIREMENT OR TREATMENT
LIMITATION IS THE MOST COMMON OR FREQUENT OF SUCH TYPE OF LIMIT OR
REQUIREMENT;

(III) "TREATMENT LIMITATION" MEANS LIMITS ON THE FREQUENCY OF TREAT-
MENT, NUMBER OF VISITS, DAYS OF COVERAGE, OR OTHER SIMILAR LIMITS ON THE
SCOPE OR DURATION OF TREATMENT AND INCLUDES NONQUANTITATIVE TREATMENT
LIMITATIONS SUCH AS: MEDICAL MANAGEMENT STANDARDS LIMITING OR EXCLUDING
BENEFITS BASED ON MEDICAL NECESSITY, OR BASED ON WHETHER THE TREATMENT
IS EXPERIMENTAL OR INVESTIGATIONAL; FORMULARY DESIGN FOR PRESCRIPTION
DRUGS; NETWORK TIER DESIGN; STANDARDS FOR PROVIDER ADMISSION TO PARTIC-
IPATE IN A NETWORK, INCLUDING REIMBURSEMENT RATES; METHODS FOR DETERMIN-
ING USUAL, CUSTOMARY, AND REASONABLE CHARGES; FAIL-FIRST OR STEP THERAPY
PROTOCOLS; EXCLUSIONS BASED ON FAILURE TO COMPLETE A COURSE OF TREAT-
MENT; AND RESTRICTIONS BASED ON GEOGRAPHIC LOCATION, FACILITY TYPE,
PROVIDER SPECIALTY, AND OTHER CRITERIA THAT LIMIT THE SCOPE OR DURATION



OF BENEFITS FOR SERVICES PROVIDED UNDER THE POLICY; AND

(IV) "MENTAL HEALTH CONDITION" MEANS ANY MENTAL HEALTH DISORDER AS
DEFINED IN THE MOST RECENT EDITION OF THE DIAGNOSTIC AND STATISTICAL
MANUAL OF MENTAL DISORDERS OR THE MOST RECENT EDITION OF ANOTHER GENER-
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ALLY RECOGNIZED INDEPENDENT STANDARD OF CURRENT MEDICAL PRACTICE SUCH AS
THE INTERNATIONAL CLASSIFICATION OF DISEASES.

(F) AN INSURER SHALL PROVIDE COVERAGE UNDER THIS PARAGRAPH, AT A MINI-
MUM, CONSISTENT WITH THE FEDERAL PAUL WELLSTONE AND PETE DOMENICI MENTAL
HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (29 U.S.C. § 1185A).

(G) THIS SUBPARAGRAPH SHALL APPLY TO HOSPITALS IN THIS STATE THAT ARE
LICENSED BY THE OFFICE OF MENTAL HEALTH THAT ARE PARTICIPATING IN THE
INSURER'S PROVIDER NETWORK. WHERE THE POLICY PROVIDES COVERAGE FOR INPA-
TIENT HOSPITAL CARE, BENEFITS FOR INPATIENT HOSPITAL CARE IN A HOSPITAL
AS DEFINED BY SUBDIVISION TEN OF SECTION 1.03 OF THE MENTAL HYGIENE LAW
PROVIDED TO INDIVIDUALS WHO HAVE NOT ATTAINED THE AGE OF EIGHTEEN SHALL
NOT BE SUBJECT TO PREAUTHORIZATION. COVERAGE PROVIDED UNDER THIS SUBPAR-
AGRAPH SHALL ALSO NOT BE SUBJECT TO CONCURRENT UTILIZATION REVIEW DURING
THE FIRST FOURTEEN DAYS OF THE INPATIENT ADMISSION, PROVIDED THE FACILI-
TY NOTIFIES THE INSURER OF BOTH THE ADMISSION AND THE INITIAL TREATMENT
PLAN WITHIN TWO BUSINESS DAYS OF THE ADMISSION, PERFORMS DAILY CLINICAL
REVIEW OF THE PATIENT, AND PARTICIPATES IN PERIODIC CONSULTATION WITH
THE INSURER TO ENSURE THAT THE FACILITY IS USING THE EVIDENCE-BASED AND
PEER REVIEWED CLINICAL REVIEW CRITERIA UTILIZED BY THE INSURER WHICH IS
APPROVED BY THE OFFICE OF MENTAL HEALTH AND APPROPRIATE TO THE AGE OF
THE PATIENT, TO ENSURE THAT THE INPATIENT CARE IS MEDICALLY NECESSARY
FOR THE PATIENT. ALL TREATMENT PROVIDED UNDER THIS SUBPARAGRAPH MAY BE
REVIEWED RETROSPECTIVELY. WHERE CARE IS DENIED RETROSPECTIVELY, AN
INSURED SHALL NOT HAVE ANY FINANCIAL OBLIGATION TO THE FACILITY FOR ANY
TREATMENT UNDER THIS SUBPARAGRAPH OTHER THAN ANY COPAYMENT, COINSURANCE,
OR DEDUCTIBLE OTHERWISE REQUIRED UNDER THE POLICY.

§ 9. Paragraphs 17, 19 and 20 of subsection 2 of section 3217-a of the
insurance law, paragraph 17 as amended and paragraphs 19 and 20 as added
by section 1 of part H of chapter 60 of the laws of 2014, are amended
and a new paragraph 21 is added to read as follows:

(17) where applicable, a listing by specialty, which may be in a sepa-
rate document that is updated annually, of the name, address, and tele-
phone number of all participating providers, including facilities, AND:
(A) WHETHER THE PROVIDER IS ACCEPTING NEW PATIENTS; (B) IN THE CASE OF
MENTAL HEALTH OR SUBSTANCE USE DISORDER SERVICES PROVIDERS, ANY AFFIL-
IATIONS WITH PARTICIPATING FACILITIES CERTIFIED OR AUTHORIZED BY THE
OFFICE OF MENTAL HEALTH OR THE OFFICE OF ALCOHOLISM AND SUBSTANCE ABUSE
SERVICES, AND ANY RESTRICTIONS REGARDING THE AVAILABILITY OF THE INDI-
VIDUAL PROVIDER'S SERVICES; and [in addition,] (C) in the case of physi-
cians, board certification, languages spoken and any affiliations with
participating hospitals. The listing shall also be posted on the insur-
er's website and the insurer shall update the website within fifteen
days of the addition or termination of a provider from the insurer's
network or a change in a physician's hospital affiliation;

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

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

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

(C) examples of anticipated out-of-pocket costs for frequently billed
out-of-network health care services; [and]

(20) information in writing and through an internet website that
reasonably permits an insured or prospective insured to estimate the
anticipated out-of-pocket <cost for out-of-network health care services
in a geographical area or zip code based wupon the difference between
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what the insurer will reimburse for out-of-network health care services
and the wusual and customary cost for out-of-network health care
services[.]; AND

(21) THE MOST RECENT COMPARATIVE ANALYSIS PERFORMED BY THE INSURER TO
ASSESS THE PROVISION OF ITS COVERED SERVICES IN ACCORDANCE WITH THE PAUL
WELLSTONE AND PETE DOMENICI MENTAL HEALTH PARITY AND ADDICTION EQUITY
ACT OF 2008, 42 U.S.C. 18031 (J), AND ANY AMENDMENTS TO, AND FEDERAL
GUIDANCE OR REGULATIONS ISSUED UNDER THOSE ACTS.

§ 10. Subsection (b) of section 3217-b of the insurance law, as added
by chapter 705 of the laws of 1996, is amended to read as follows:

(b) No insurer subject to this article shall by contract, written
policy [or], written procedure OR PRACTICE prohibit or restrict any
health care provider from filing a complaint, making a report or
commenting to an appropriate governmental body regarding the policies or
practices of such insurer which the provider believes may negatively
impact wupon the quality of, or access to, patient care. NOR SHALL AN
INSURER SUBJECT TO THIS ARTICLE TAKE ANY ADVERSE ACTION, INCLUDING BUT
NOT LIMITED TO REFUSING TO RENEW OR EXECUTE A CONTRACT OR AGREEMENT WITH
A HEALTH CARE PROVIDER AS RETALIATION AGAINST A HEALTH CARE PROVIDER FOR
FILING A COMPLAINT, MAKING A REPORT OR COMMENTING TO AN APPROPRIATE
GOVERNMENTAL BODY REGARDING POLICIES OR PRACTICES OF SUCH INSURER WHICH



MAY VIOLATE THIS CHAPTER INCLUDING PARAGRAPHS THIRTY, AS ADDED BY CHAP-
TER FORTY-ONE OF THE LAWS OF 2014, THIRTY-ONE, THIRTY-ONE-A AND THIRTY-
FIVE OF SUBSECTION (I) OF SECTION THIRTY-TWO HUNDRED SIXTEEN AND PARA-
GRAPHS FIVE, SIX, SEVEN, SEVEN-A AND SEVEN-B OF SUBSECTION (L) OF
SECTION THIRTY-TWO HUNDRED TWENTY-ONE OF THIS ARTICLE.

§ 11. Subparagraph (A) of paragraph 4 of subsection (1) of section
3221 of the insurance law, as amended by chapter 230 of the laws of
2004, is amended to read as follows:

(A) Every insurer delivering a group policy or issuing a group policy

for delivery, in this state, [which] THAT provides reimbursement for
psychiatric or psychological services or for the diagnosis and treatment
of mentall, nervous or emotional disorders and ailments] HEALTH CONDI-

TIONS, however defined in such policy, by physicians, psychiatrists or
psychologists, [must] SHALL make available and if requested by the poli-
cyholder provide the same coverage to insureds for such services when
performed by a licensed clinical social worker, within the lawful scope
of his or her practice, who is licensed pursuant to article one hundred
fifty-four of the education law. Written notice of the availability of
such coverage shall be delivered to the policyholder prior to inception
of such group policy and annually thereafter, except that this notice
shall not be required where a policy covers two hundred or more employ-
ees or where the benefit structure was the subject of collective
bargaining affecting persons who are employed in more than one state.

§ 12. Subparagraph (D) of paragraph 4 of subsection (1) of section
3221 of the insurance law, as amended by section 50 of part D of chapter
56 of the laws of 2013, is amended to read as follows:

(D) In addition to the requirements of subparagraph (A) of this para-
graph, every insurer issuing a group policy for delivery in this state
where the policy provides reimbursement to insureds for psychiatric or
psychological services or for the diagnosis and treatment of mentall,
nervous or emotional disorders and ailments] HEALTH CONDITIONS, however
defined 1in such policy, by physicians, psychiatrists or psychologists,
shall provide the same coverage to insureds for such services when
performed Dby a licensed clinical social worker, within the lawful scope
of his or her practice, who is licensed pursuant to subdivision two of
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section seven thousand seven hundred four of the education law and in
addition shall have either: (i) three or more additional years experi-
ence in psychotherapy, which for the purposes of this subparagraph shall
mean the wuse of verbal methods in interpersonal relationships with the
intent of assisting a person or persons to modify attitudes and behavior
that are intellectually, socially or emotionally maladaptive, under
supervision, satisfactory to the state board for social work, in a
facility, 1licensed or incorporated by an appropriate governmental
department, providing services for diagnosis or treatment of mentall,
nervous or emotional disorders or ailments] HEALTH CONDITIONS; (1)
three or more additional years experience in psychotherapy under the
supervision, satisfactory to the state board for social work, of a
psychiatrist, a licensed and registered psychologist or a licensed clin-
ical social worker qualified for reimbursement pursuant to subsection
(e) of this section, or (iii) a combination of the experience specified
in items (i) and (ii) of this subparagraph totaling three years, satis-
factory to the state board for social work.

§ 13. Subparagraphs (A) and (B) of paragraph 5 of subsection (1) of
section 3221 of the insurance law, as amended by chapter 502 of the laws
of 2007, are amended to read as follows:

(A) Every insurer delivering a group or school blanket policy or issu-
ing a group or school blanket policy for delivery, in this state, which
provides coverage for inpatient hospital care or coverage for physician
services shall provide [as part of such policy broad-based] coverage for
the diagnosis and treatment of mental[, nervous or emotional disorders
or ailments, however defined in such policy, at least equal to the
coverage provided for other] health conditions and:

(i) where the policy provides coverage for inpatient hospital care,
benefits for inpatient care in a hospital as defined by subdivision ten
of section 1.03 of the mental hygiene law[, which benefits may be limit-
ed to not less than thirty days of active treatment in any contract
year, plan year or calendar year,] and benefits for outpatient care
provided in a facility issued an operating certificate by the commis-
sioner of mental health pursuant to the provisions of article thirty-one
of the mental hygiene law, or in a facility operated by the office of
mental health[, which benefits may be limited to not less than twenty
visits in any contract year, plan year or calendar year. Benefits for
partial Thospitalization program services shall be provided as an offset
to covered inpatient days at a ratio of two partial hospitalization
visits to one inpatient day of treatment.] OR, FOR CARE PROVIDED IN
OTHER STATES, TO SIMILARLY LICENSED OR CERTIFIED HOSPITALS OR FACILI-
TIES; AND

(ii) where the policy provides coverage for physician services, it
shall include benefits for outpatient care provided by a psychiatrist or
psychologist licensed to practice in this state, a licensed <clinical
social worker who meets the requirements of subparagraph (D) of para-
graph four of this subsection, A NURSE PRACTITIONER LICENSED TO PRACTICE
IN THIS STATE, or a professional corporation or university faculty prac-
tice corporation thereof. [Such benefits may be limited to not less than



twenty visits in any contract year, plan year, or calendar year.]

[(iii)] (B) Coverage required by this paragraph may be [provided on a
contract vyear, plan year or calendar year basis and shall be consistent
with the provision of other benefits under the policy. Such coverage may
be] subject to annual deductibles, co-pays and coinsurance as may be
deemed appropriate by the superintendent and shall be consistent with
those imposed on other benefits under the policy. [In the event that a
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policy provides coverage for both inpatient hospital care and physician
services, the aggregate of the benefits for outpatient care obtained
under this paragraph may be limited to not less than twenty visits in
any contract year, plan year or calendar year.

(iv) In this paragraph, "active treatment" means treatment furnished
in conjunction with inpatient confinement for mental, nervous or
emotional disorders or ailments that meet standards prescribed pursuant
to the regulations of the commissioner of mental health.

(B) (i) Every insurer delivering a group or school blanket policy or
issuing a group or school blanket policy for delivery, in this state,
which provides coverage for inpatient hospital care or coverage for
physician services, shall provide comparable coverage for adults and
children with biologically based mental illness. Such group policies
issued or delivered in this state shall also provide such comparable
coverage for children with serious emotional disturbances. Such coverage
shall be provided under the terms and conditions otherwise applicable
under the policy, including network limitations or variations, exclu-
sions, co-pays, coinsurance, deductibles or other specific cost sharing

mechanisms. Provided further, where a policy provides both in-network
and out-of-network benefits, the out-of-network Dbenefits may have
different coinsurance, co-pays, or deductibles, than the in-network

benefits, regardless of whether the policy is written under one license
or two licenses.

(ii) For purposes of this paragraph, the term "biologically based
mental illness" means a mental, nervous, or emotional condition that is
caused by a biological disorder of the brain and results in a clinically
significant, psychological syndrome or pattern that substantially limits
the functioning of the person with the illness. Such biologically based
mental illnesses are defined as schizophrenia/psychotic disorders, major
depression, bipolar disorder, delusional disorders, panic disorder,
obsessive compulsive disorders, bulimia, and anorexia.] PROVIDED THAT NO
COPAYMENT OR COINSURANCE IMPOSED FOR OUTPATIENT MENTAL HEALTH SERVICES
PROVIDED IN A FACILITY LICENSED, CERTIFIED OR OTHERWISE AUTHORIZED BY
THE OFFICE OF MENTAL HEALTH SHALL EXCEED THE COPAYMENTS OR COINSURANCE
IMPOSED FOR A PRIMARY CARE OFFICE VISIT UNDER THE POLICY.

§ 14. Subparagraphs (C), (D) and (E) of paragraph 5 of subsection (1)
of section 3221 of the insurance law are REPEALED and five new subpara-
graphs (C), (D), (E), (F) and (G) are added to read as follows:

(C) COVERAGE UNDER THIS PARAGRAPH SHALL NOT APPLY FINANCIAL REQUIRE-
MENTS OR TREATMENT LIMITATIONS TO MENTAL HEALTH BENEFITS THAT ARE MORE
RESTRICTIVE THAN THE PREDOMINANT FINANCIAL REQUIREMENTS AND TREATMENT
LIMITATIONS APPLIED TO SUBSTANTIALLY ALL MEDICAL AND SURGICAL BENEFITS
COVERED BY THE POLICY.

(D) THE CRITERIA FOR MEDICAL NECESSITY DETERMINATIONS UNDER THE POLICY
WITH RESPECT TO MENTAL HEALTH BENEFITS SHALL BE MADE AVAILABLE BY THE
INSURER TO ANY INSURED, PROSPECTIVE INSURED, OR IN-NETWORK PROVIDER UPON

REQUEST.
(E) FOR PURPOSES OF THIS PARAGRAPH:
(I) "FINANCIAL REQUIREMENT" MEANS DEDUCTIBLE, COPAYMENTS, COINSURANCE

AND OUT-OF-POCKET EXPENSES;

(IT) "PREDOMINANT" MEANS THAT A FINANCIAL REQUIREMENT OR TREATMENT
LIMITATION IS THE MOST COMMON OR FREQUENT OF SUCH TYPE OF LIMIT OR
REQUIREMENT;

(III) "TREATMENT LIMITATION" MEANS LIMITS ON THE FREQUENCY OF TREAT-
MENT, NUMBER OF VISITS, DAYS OF COVERAGE, OR OTHER SIMILAR LIMITS ON THE
SCOPE OR DURATION OF TREATMENT AND INCLUDES NONQUANTITATIVE TREATMENT
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LIMITATIONS SUCH AS: MEDICAL MANAGEMENT STANDARDS LIMITING OR EXCLUDING
BENEFITS BASED ON MEDICAL NECESSITY, OR BASED ON WHETHER THE TREATMENT
IS EXPERIMENTAL OR INVESTIGATIONAL; FORMULARY DESIGN FOR PRESCRIPTION
DRUGS; NETWORK TIER DESIGN; STANDARDS FOR PROVIDER ADMISSION TO PARTIC-
IPATE IN A NETWORK, INCLUDING REIMBURSEMENT RATES; METHODS FOR DETERMIN-
ING USUAL, CUSTOMARY, AND REASONABLE CHARGES; FAIL-FIRST OR STEP THERAPY
PROTOCOLS; EXCLUSIONS BASED ON FAILURE TO COMPLETE A COURSE OF TREAT-
MENT; AND RESTRICTIONS BASED ON GEOGRAPHIC LOCATION, FACILITY TYPE,
PROVIDER SPECIALTY, AND OTHER CRITERIA THAT LIMIT THE SCOPE OR DURATION
OF BENEFITS FOR SERVICES PROVIDED UNDER THE POLICY; AND

(IV) "MENTAL HEALTH CONDITION" MEANS ANY MENTAL HEALTH DISORDER AS
DEFINED IN THE MOST RECENT EDITION OF THE DIAGNOSTIC AND STATISTICAL
MANUAL OF MENTAL DISORDERS OR THE MOST RECENT EDITION OF ANOTHER GENER-
ALLY RECOGNIZED INDEPENDENT STANDARD OF CURRENT MEDICAL PRACTICE SUCH AS
THE INTERNATIONAL CLASSIFICATION OF DISEASES.

(F) AN INSURER SHALL PROVIDE COVERAGE UNDER THIS PARAGRAPH, AT A MINI-
MUM, CONSISTENT WITH THE FEDERAL PAUL WELLSTONE AND PETE DOMENICI MENTAL
HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (29 U.S.C. § 1185A).



(G) THIS SUBPARAGRAPH SHALL APPLY TO HOSPITALS IN THIS STATE THAT ARE
LICENSED BY THE OFFICE OF MENTAL HEALTH THAT ARE PARTICIPATING IN THE
INSURER'S PROVIDER NETWORK. WHERE THE POLICY PROVIDES COVERAGE FOR INPA-
TIENT HOSPITAL CARE, BENEFITS FOR INPATIENT HOSPITAL CARE IN A HOSPITAL
AS DEFINED BY SUBDIVISION TEN OF SECTION 1.03 OF THE MENTAL HYGIENE LAW
PROVIDED TO INDIVIDUALS WHO HAVE NOT ATTAINED THE AGE OF EIGHTEEN SHALL
NOT BE SUBJECT TO PREAUTHORIZATION. COVERAGE PROVIDED UNDER THIS SUBPAR-
AGRAPH SHALL ALSO NOT BE SUBJECT TO CONCURRENT UTILIZATION REVIEW DURING
THE FIRST FOURTEEN DAYS OF THE INPATIENT ADMISSION, PROVIDED THE FACILI-
TY NOTIFIES THE INSURER OF BOTH THE ADMISSION AND THE INITIAL TREATMENT
PLAN WITHIN TWO BUSINESS DAYS OF THE ADMISSION, PERFORMS DAILY CLINICAL
REVIEW OF THE PATIENT, AND PARTICIPATES IN PERIODIC CONSULTATION WITH
THE INSURER TO ENSURE THAT THE FACILITY IS USING THE EVIDENCE-BASED AND
PEER REVIEWED CLINICAL REVIEW CRITERIA UTILIZED BY THE INSURER WHICH IS
APPROVED BY THE OFFICE OF MENTAL HEALTH AND APPROPRIATE TO THE AGE OF
THE PATIENT, TO ENSURE THAT THE INPATIENT CARE IS MEDICALLY NECESSARY
FOR THE PATIENT. ALL TREATMENT PROVIDED UNDER THIS SUBPARAGRAPH MAY BE
REVIEWED RETROSPECTIVELY. WHERE CARE IS DENIED RETROSPECTIVELY, AN
INSURED SHALL NOT HAVE ANY FINANCIAL OBLIGATION TO THE FACILITY FOR ANY
TREATMENT UNDER THIS SUBPARAGRAPH OTHER THAN ANY COPAYMENT, COINSURANCE,
OR DEDUCTIBLE OTHERWISE REQUIRED UNDER THE POLICY.

§ 15. Subparagraphs (A), (B) and (D) of paragraph 6 of subsection (1)
of section 3221 of the insurance law, as amended by section 2 of part B
of chapter 71 of the laws of 2016, are amended and three new subpara-
graphs (E), (F) and (G) are added to read as follows:

(A) Every policy that provides hospital, major medical or similar
comprehensive coverage [must] SHALL provide inpatient coverage for the
diagnosis and treatment of substance use disorder, including detoxifica-
tion and rehabilitation services. Such inpatient coverage shall include
unlimited medically necessary treatment for substance use disorder
treatment services provided in residential settings [as required by the
Mental Health Parity and Addiction Equity Act of 2008 (29 U.S.C. §
1185a)]. Further, such inpatient coverage shall not apply financial
requirements or treatment limitations, including wutilization review
requirements, to inpatient substance use disorder benefits that are more
restrictive than the predominant financial requirements and treatment
limitations applied to substantially all medical and surgical benefits
covered by the policy. [Further, such coverage shall be provided
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consistent with the federal Paul Wellstone and Pete Domenici Mental
Health Parity and Addiction Equity Act of 2008 (29 U.S.C. § 1185a).]

(B) Coverage provided under this paragraph may be limited to facili-
ties in New York state [which are certified] THAT ARE LICENSED, certi-
fied OR OTHERWISE AUTHORIZED by the office of alcoholism and substance
abuse services and, in other states, to those which are accredited by
the Jjoint commission as alcoholism, substance abuse or chemical depend-
ence treatment programs AND ARE SIMILARLY LICENSED, CERTIFIED, OR OTHER-
WISE AUTHORIZED IN THE STATE IN WHICH THE FACILITY IS LOCATED.

(D) This subparagraph shall apply to facilities in this state THAT ARE
LICENSED, certified OR OTHERWISE AUTHORIZED by the office of alcoholism
and substance abuse services that are participating in the insurer's
provider network. Coverage provided under this paragraph shall not be
subject to ©preauthorization. Coverage provided under this paragraph
shall also not be subject to concurrent utilization review during the
first [fourteen] TWENTY-EIGHT days of the inpatient admission provided
that the facility notifies the insurer of both the admission and the
initial treatment plan within [forty-eight hours] TWO BUSINESS DAYS of
the admission. The facility shall perform daily clinical review of the
patient, including [the] ©periodic consultation with the insurer AT OR
JUST PRIOR TO THE FOURTEENTH DAY OF TREATMENT to ensure that the facili-
ty is using the evidence-based and peer reviewed clinical review tool
utilized Dby the insurer which is designated by the office of alcoholism
and substance abuse services and appropriate to the age of the patient,
to ensure that the inpatient treatment is medically necessary for the
patient. PRIOR TO DISCHARGE, THE FACILITY SHALL PROVIDE THE PATIENT AND
THE INSURER WITH A WRITTEN DISCHARGE PLAN WHICH SHALL DESCRIBE ARRANGE-
MENTS FOR ADDITIONAL SERVICES NEEDED FOLLOWING DISCHARGE FROM THE INPA-
TIENT FACILITY AS DETERMINED USING THE EVIDENCE-BASED AND PEER-REVIEWED
CLINICAL REVIEW TOOL UTILIZED BY THE INSURER WHICH IS DESIGNATED BY THE
OFFICE OF ALCOHOLISM AND SUBSTANCE ABUSE SERVICES. PRIOR TO DISCHARGE,
THE FACILITY SHALL INDICATE TO THE INSURER WHETHER SERVICES INCLUDED IN
THE DISCHARGE PLAN ARE SECURED OR DETERMINED TO BE REASONABLY AVAILABLE.
Any utilization review of treatment provided under this subparagraph may
include a review of all services provided during such inpatient treat-
ment, including all services provided during the first [fourteen] TWEN-
TY-EIGHT days of such inpatient treatment. Provided, however, the insur-
er shall only deny coverage for any portion of the initial [fourteen]
TWENTY-EIGHT day inpatient treatment on the basis that such treatment
was not medically necessary if such inpatient treatment was contrary to
the evidence-based and peer reviewed clinical review tool utilized by
the insurer which 1is designated by the office of alcoholism and
substance abuse services. An insured shall not have any financial obli-
gation to the facility for any treatment under this subparagraph other
than any copayment, coinsurance, or deductible otherwise required under
the policy.



(E) THE CRITERIA FOR MEDICAL NECESSITY DETERMINATIONS UNDER THE POLICY
WITH RESPECT TO INPATIENT SUBSTANCE USE DISORDER BENEFITS SHALL BE MADE
AVAILABLE BY THE INSURER TO ANY INSURED, PROSPECTIVE INSURED, OR IN-NET-
WORK PROVIDER UPON REQUEST.

(F) FOR PURPOSES OF THIS PARAGRAPH:

(I) "FINANCIAL REQUIREMENT" MEANS DEDUCTIBLE, COPAYMENTS, COINSURANCE
AND OUT-OF-POCKET EXPENSES;

(IT) "PREDOMINANT" MEANS THAT A FINANCIAL REQUIREMENT OR TREATMENT
LIMITATION IS THE MOST COMMON OR FREQUENT OF SUCH TYPE OF LIMIT OR
REQUIREMENT;
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(III) "TREATMENT LIMITATION" MEANS LIMITS ON THE FREQUENCY OF TREAT-
MENT, NUMBER OF VISITS, DAYS OF COVERAGE, OR OTHER SIMILAR LIMITS ON THE
SCOPE OR DURATION OF TREATMENT AND INCLUDES NONQUANTITATIVE TREATMENT
LIMITATIONS SUCH AS: MEDICAL MANAGEMENT STANDARDS LIMITING OR EXCLUDING
BENEFITS BASED ON MEDICAL NECESSITY, OR BASED ON WHETHER THE TREATMENT
IS EXPERIMENTAL OR INVESTIGATIONAL; FORMULARY DESIGN FOR PRESCRIPTION
DRUGS; NETWORK TIER DESIGN; STANDARDS FOR PROVIDER ADMISSION TO PARTIC-
IPATE IN A NETWORK, INCLUDING REIMBURSEMENT RATES; METHODS FOR DETERMIN-
ING USUAL, CUSTOMARY, AND REASONABLE CHARGES; FAIL-FIRST OR STEP THERAPY
PROTOCOLS; EXCLUSIONS BASED ON FAILURE TO COMPLETE A COURSE OF TREAT-
MENT; AND RESTRICTIONS BASED ON GEOGRAPHIC LOCATION, FACILITY TYPE,
PROVIDER SPECIALTY, AND OTHER CRITERIA THAT LIMIT THE SCOPE OR DURATION
OF BENEFITS FOR SERVICES PROVIDED UNDER THE POLICY; AND

(IV) "SUBSTANCE USE DISORDER" SHALL HAVE THE MEANING SET FORTH IN THE
MOST RECENT EDITION OF THE DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL
DISORDERS OR THE MOST RECENT EDITION OF ANOTHER GENERALLY RECOGNIZED
INDEPENDENT STANDARD OF CURRENT MEDICAL PRACTICE SUCH AS THE INTERNA-
TIONAL CLASSIFICATION OF DISEASES.

(G) AN INSURER SHALL PROVIDE COVERAGE UNDER THIS PARAGRAPH, AT A MINI-
MUM, CONSISTENT WITH THE FEDERAL PAUL WELLSTONE AND PETE DOMENICI MENTAL
HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (29 U.S.C. § 1185A).

s 1leo. Subparagraphs (A) and (B) of paragraph 7 of subsection (1) of
section 3221 of the insurance law, as amended by chapter 41 of the laws
of 2014, are amended and a new subparagraph (C-1) is added to read as
follows:

(A) Every policy that provides medical, major medical or similar
comprehensive-type coverage [must] SHALL provide outpatient coverage for
the diagnosis and treatment of substance use disorder, including detoxi-
fication and rehabilitation services. Such coverage shall not apply
financial requirements or treatment limitations to outpatient substance
use disorder benefits that are more restrictive than the predominant
financial requirements and treatment limitations applied to substantial-
ly all medical and surgical benefits covered by the policy. [Further,
such coverage shall be provided consistent with the federal Paul Well-
stone and Pete Domenici Mental Health Parity and Addiction Equity Act of
2008 (29 U.Ss.C. § 1185a).]

(B) Coverage under this paragraph may be limited to facilities in New
York state THAT ARE LICENSED, certified OR OTHERWISE AUTHORIZED by the
office of alcoholism and substance abuse services [or licensed by such
office as outpatient «clinics or medically supervised ambulatory
substance abuse programs] TO PROVIDE OUTPATIENT SUBSTANCE USE DISORDER
SERVICES and, in other states, to those which are accredited by the
joint commission as alcoholism or chemical dependence treatment programs
AND SIMILARLY LICENSED, CERTIFIED OR OTHERWISE AUTHORIZED IN THE STATE
IN WHICH THE FACILITY IS LOCATED.

(C-1) A LARGE GROUP POLICY THAT PROVIDES COVERAGE UNDER THIS PARAGRAPH
SHALL NOT IMPOSE COPAYMENTS OR COINSURANCE FOR OUTPATIENT SUBSTANCE USE
DISORDER SERVICES THAT EXCEEDS THE COPAYMENT OR COINSURANCE IMPOSED FOR
A PRIMARY CARE OFFICE VISIT. PROVIDED THAT NO GREATER THAN ONE SUCH
COPAYMENT MAY BE IMPOSED FOR ALL SERVICES PROVIDED IN A SINGLE DAY BY A
FACILITY LICENSED, CERTIFIED OR OTHERWISE AUTHORIZED BY THE OFFICE OF
ALCOHOLISM AND SUBSTANCE ABUSE SERVICES TO PROVIDE OUTPATIENT SUBSTANCE
USE DISORDER SERVICES.

§ 17. Subparagraph (E) of paragraph 7 of subsection (1) of section
3221 of the insurance law, as added by section 4 of part MM of chapter
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57 of the laws of 2018, is amended and three new subparagraphs (F), (G)
and (H) are added to read as follows:

(E) This subparagraph shall apply to facilities in this state THAT ARE
LICENSED, certified OR OTHERWISE AUTHORIZED by the office of alcoholism
and substance abuse services for the provision of outpatient, intensive
outpatient, outpatient rehabilitation and opioid treatment that are
participating in the insurer's provider network. Coverage provided under
this paragraph shall not Dbe subject to preauthorization. Coverage
provided wunder this paragraph shall not be subject to concurrent review
for the first [two] FOUR weeks of continuous treatment, not to exceed
[fourteen] TWENTY-EIGHT visits, provided the facility notifies the
insurer of both the start of treatment and the 1initial treatment plan
within [forty-eight hours] TWO BUSINESS DAYS. The facility shall
perform clinical assessment of the patient at each visit, including
[the] periodic consultation with the insurer AT OR JUST PRIOR TO THE
FOURTEENTH DAY OF TREATMENT to ensure that the facility 1is using the



evidence-based and peer reviewed clinical review tool utilized by the
insurer which is designated by the office of alcoholism and substance
abuse services and appropriate to the age of the patient, to ensure that
the outpatient treatment is medically necessary for the patient. Any
utilization review of the treatment provided under this subparagraph may
include a review of all services provided during such outpatient treat-
ment, including all services provided during the first [two] FOUR weeks
of continuous treatment, not to exceed [fourteen] TWENTY-EIGHT wvisits,
of such outpatient treatment. Provided, however, the insurer shall only
deny coverage for any portion of the initial [two] FOUR weeks of contin-
uous treatment, not to exceed [fourteen] TWENTY-EIGHT visits, for outpa-
tient treatment on the basis that such treatment was not medically
necessary 1f such outpatient treatment was contrary to the evidence-
based and peer reviewed clinical review tool wutilized by the insurer
which 1is designated by the office of alcoholism and substance abuse
services. An insured shall not have any financial obligation to the
facility for any treatment under this subparagraph other than any copay-
ment, coinsurance, or deductible otherwise required under the policy.

(F) THE CRITERIA FOR MEDICAL NECESSITY DETERMINATIONS UNDER THE POLICY
WITH RESPECT TO OUTPATIENT SUBSTANCE USE DISORDER BENEFITS SHALL BE MADE
AVAILABLE BY THE INSURER TO ANY INSURED, PROSPECTIVE INSURED, OR IN-NET-
WORK PROVIDER UPON REQUEST.

(G) FOR PURPOSES OF THIS PARAGRAPH:

(I) "FINANCIAL REQUIREMENT" MEANS DEDUCTIBLE, COPAYMENTS, COINSURANCE
AND OUT-OF-POCKET EXPENSES;

(II) "PREDOMINANT" MEANS THAT A FINANCIAL REQUIREMENT OR TREATMENT
LIMITATION IS THE MOST COMMON OR FREQUENT OF SUCH TYPE OF LIMIT OR
REQUIREMENT;

(III) "TREATMENT LIMITATION" MEANS LIMITS ON THE FREQUENCY OF TREAT-
MENT, NUMBER OF VISITS, DAYS OF COVERAGE, OR OTHER SIMILAR LIMITS ON THE
SCOPE OR DURATION OF TREATMENT AND INCLUDES NONQUANTITATIVE TREATMENT
LIMITATIONS SUCH AS: MEDICAL MANAGEMENT STANDARDS LIMITING OR EXCLUDING
BENEFITS BASED ON MEDICAL NECESSITY, OR BASED ON WHETHER THE TREATMENT
IS EXPERIMENTAL OR INVESTIGATIONAL; FORMULARY DESIGN FOR PRESCRIPTION
DRUGS; NETWORK TIER DESIGN; STANDARDS FOR PROVIDER ADMISSION TO PARTIC-
IPATE IN A NETWORK, INCLUDING REIMBURSEMENT RATES; METHODS FOR DETERMIN-
ING USUAL, CUSTOMARY, AND REASONABLE CHARGES; FAIL-FIRST OR STEP THERAPY
PROTOCOLS; EXCLUSIONS BASED ON FAILURE TO COMPLETE A COURSE OF TREAT-
MENT; AND RESTRICTIONS BASED ON GEOGRAPHIC LOCATION, FACILITY TYPE,
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PROVIDER SPECIALTY, AND OTHER CRITERIA THAT LIMIT THE SCOPE OR DURATION
OF BENEFITS FOR SERVICES PROVIDED UNDER THE POLICY; AND

(IV) "SUBSTANCE USE DISORDER" SHALL HAVE THE MEANING SET FORTH IN THE
MOST RECENT EDITION OF THE DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL
DISORDERS OR THE MOST RECENT EDITION OF ANOTHER GENERALLY RECOGNIZED
INDEPENDENT STANDARD OF CURRENT MEDICAL PRACTICE SUCH AS THE INTERNA-
TIONAL CLASSIFICATION OF DISEASES.

(H) AN INSURER SHALL PROVIDE COVERAGE UNDER THIS PARAGRAPH, AT A MINI-
MUM, CONSISTENT WITH THE FEDERAL PAUL WELLSTONE AND PETE DOMENICI MENTAL
HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (29 U.S.C. § 1185A7).

§ 18. Paragraph 7-b of subsection (1) of section 3221 of the insurance
law, as added by section 2 of part B of chapter 69 of the laws of 2016,
is amended to read as follows:

(7-b) [(A)] Every policy that provides medical, major medical or simi-
lar comprehensive-type coverage and provides coverage for prescription
drugs for medication for the treatment of a substance use disorder shall
include immediate access, without prior authorization, [to a five day
emergency supply] TO THE FORMULARY FORMS of prescribed medications
covered wunder the policy for the treatment of substance use disorder
[where an emergency condition exists], including a prescribed drug or
medication associated with the management of opioid withdrawal and/or
stabilization, except where otherwise prohibited by law. Further, cover-
age [of an emergency supply] WITHOUT PRIOR AUTHORIZATION shall include
FORMULARY FORMS medication for opioid overdose reversal otherwise
covered under the policy prescribed OR DISPENSED to an individual
covered by the policy.

[(B) For purposes of this paragraph, an "emergency condition" means a
substance use disorder condition that manifests itself by acute symptoms
of sufficient severity, including severe pain or the expectation of
severe pain, such that a prudent layperson, possessing an average know-
ledge of medicine and health, could reasonably expect the absence of
immediate medical attention to result in:

(i) placing the health of the person afflicted with such condition in
serious jeopardy, or in the case of a behavioral condition, placing the
health of such person or others in serious jeopardy;

(ii) serious impairment to such person's bodily functions;

(iii) serious dysfunction of any bodily organ or part of such person;

(iv) serious disfigurement of such person; or

(v) a condition described in clause (i), (ii), or (iii) of section
1867 (e) (1) (A) of the Social Security Act.

(C) Coverage provided under this paragraph may be subject to copay-
ments, coinsurance, and annual deductibles that are consistent with
those imposed on other benefits within the policy; provided, however, no
policy shall impose an additional copayment or coinsurance on an insured
who received an emergency supply of medication and then received up to a



thirty day supply of the same medication in the same thirty day period
in which the emergency supply of medication was dispensed. This subpara-
graph shall not preclude the imposition of a copayment or coinsurance on
the initial emergency supply of medication in an amount that is less
than the copayment or coinsurance otherwise applicable to a thirty day
supply of such medication, provided that the total sum of the copayments
or coinsurance for an entire thirty day supply of the medication does
not exceed the copayment or coinsurance otherwise applicable to a thirty
day supply of such medication.]
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§ 19. Subparagraph (B) of paragraph 17 of subsection (1) of section
3221 of the insurance law, as amended by section 39 of part D of chapter
56 of the laws of 2013, is amended to read as follows:

(B) Every group or blanket policy that provides physician services,
medical, major medical or similar comprehensive-type coverage shall
provide coverage for the screening, diagnosis and treatment of autism
spectrum disorder in accordance with this paragraph and shall not
exclude coverage for the screening, diagnosis or treatment of medical
conditions otherwise covered by the policy because the individual is
diagnosed with autism spectrum disorder. Such coverage may be subject to
annual deductibles, copayments and coinsurance as may be deemed appro-
priate by the superintendent and shall be consistent with those imposed
on other Dbenefits under the group or blanket policy. [Coverage for
applied behavior analysis shall be subject to a maximum benefit of six
hundred eighty hours of treatment per policy or calendar year per
covered individual.] This paragraph shall not be construed as limiting
the benefits that are otherwise available to an individual under the
group or blanket policy, provided however that such policy shall not
contain any limitations on visits that are solely applied to the treat-
ment of autism spectrum disorder. No insurer shall terminate coverage or
refuse to deliver, execute, issue, amend, adjust, or renew coverage to
an individual solely Dbecause the individual is diagnosed with autism
spectrum disorder or has received treatment for autism spectrum disor-

der. Coverage shall Dbe subject to wutilization review and external
appeals of health care services pursuant to article forty-nine of this
chapter as well as/,] case management(, ] and other managed care
provisions.

§ 20. Items (i) and (iii) of subparagraph (C) of paragraph 17 of
subsection (1) of section 3221 of the insurance law, as amended by chap-
ter 596 of the laws of 2011, are amended to read as follows:

(i) "autism spectrum disorder" means any pervasive developmental
disorder as defined in the most recent edition of the diagnostic and
statistical manual of mental disorders[, including autistic disorder,

Asperger's disorder, Rett's disorder, childhood disintegrative disorder,
or pervasive developmental disorder not otherwise specified (PDD-NOS)].

(1iii) "behavioral health treatment" means counseling and treatment
programs, when provided Dby a licensed provider, and applied behavior
analysis, when provided [or supervised] by a [behavior analyst] PERSON

LICENSED, certified [pursuant to the Dbehavior analyst certification
board,] OR OTHERWISE AUTHORIZED TO PROVIDE APPLIED BEHAVIOR ANALYSIS,
that are necessary to develop, maintain, or restore, to the maximum
extent practicable, the functioning of an individual. [Individuals that
provide behavioral health treatment under the supervision of a certified
behavior analyst pursuant to this paragraph shall be subject to stand-
ards of professionalism, supervision and relevant experience pursuant to
regulations promulgated by the superintendent in consultation with the
commissioners of health and education.]

§ 21. Paragraph 17 of subsection (1) of section 3221 of the insurance
law is amended by adding four new subparagraphs (H), (I), (J) and (K) to
read as follows:

(H) COVERAGE UNDER THIS PARAGRAPH SHALL NOT APPLY FINANCIAL REQUIRE-
MENTS OR TREATMENT LIMITATIONS TO AUTISM SPECTRUM DISORDER BENEFITS THAT
ARE MORE RESTRICTIVE THAN THE PREDOMINANT FINANCIAL REQUIREMENTS AND
TREATMENT LIMITATIONS APPLIED TO SUBSTANTIALLY ALL MEDICAL AND SURGICAL
BENEFITS COVERED BY THE POLICY.
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(I) THE CRITERIA FOR MEDICAL NECESSITY DETERMINATIONS UNDER THE POLICY
WITH RESPECT TO AUTISM SPECTRUM DISORDER BENEFITS SHALL BE MADE AVAIL-
ABLE BY THE INSURER TO ANY INSURED, PROSPECTIVE INSURED, OR IN-NETWORK
PROVIDER UPON REQUEST.

(J) FOR PURPOSES OF THIS PARAGRAPH:

(I) "FINANCIAL REQUIREMENT" MEANS DEDUCTIBLE, COPAYMENTS, COINSURANCE
AND OUT-OF-POCKET EXPENSES;

(IT) "PREDOMINANT" MEANS THAT A FINANCIAL REQUIREMENT OR TREATMENT
LIMITATION IS THE MOST COMMON OR FREQUENT OF SUCH TYPE OF LIMIT OR
REQUIREMENT; AND

(III) "TREATMENT LIMITATION" MEANS LIMITS ON THE FREQUENCY OF TREAT-
MENT, NUMBER OF VISITS, DAYS OF COVERAGE, OR OTHER SIMILAR LIMITS ON
THE SCOPE OR DURATION OF TREATMENT AND INCLUDES NONQUANTITATIVE TREAT-
MENT LIMITATIONS SUCH AS: MEDICAL MANAGEMENT STANDARDS LIMITING OR
EXCLUDING BENEFITS BASED ON MEDICAL NECESSITY, OR BASED ON WHETHER THE
TREATMENT IS EXPERIMENTAL OR INVESTIGATIONAL; FORMULARY DESIGN FOR
PRESCRIPTION DRUGS; NETWORK TIER DESIGN; STANDARDS FOR PROVIDER ADMIS-



SION TO PARTICIPATE IN A NETWORK, INCLUDING REIMBURSEMENT RATES; METHODS
FOR DETERMINING USUAL, CUSTOMARY, AND REASONABLE CHARGES; FAIL-FIRST OR
STEP THERAPY PROTOCOLS; EXCLUSIONS BASED ON FAILURE TO COMPLETE A COURSE
OF TREATMENT; AND RESTRICTIONS BASED ON GEOGRAPHIC LOCATION, FACILITY
TYPE, PROVIDER SPECIALTY, AND OTHER CRITERIA THAT LIMIT THE SCOPE OR
DURATION OF BENEFITS FOR SERVICES PROVIDED UNDER THE POLICY.

(K) AN INSURER SHALL PROVIDE COVERAGE UNDER THIS PARAGRAPH, AT A MINI-
MUM, CONSISTENT WITH THE FEDERAL PAUL WELLSTONE AND PETE DOMENICI MENTAL
HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (29 U.S.C. § 1185An).

§ 22. Paragraphs 1, 2, and 3 of subsection (g) of section 4303 of the
insurance law, as amended by chapter 502 of the laws of 2007, are
amended to read as follows:

[(1)] A MEDICAL EXPENSE INDEMNITY CORPORATION, hospital service corpo-
ration or a health service corporation, [which] THAT provides group,
group remittance or school Dblanket coverage for inpatient hospital
care[,] OR COVERAGE FOR PHYSICIAN SERVICES shall provide as part of its
contract [broad-based] coverage for the diagnosis and treatment of
mental [, nervous or emotional disorders or ailments, however defined in
such contract, at least equal to the coverage provided for other] health
conditions and [shall includel]:

[(A)]

(1) WHERE THE CONTRACT PROVIDES COVERAGE FOR INPATIENT HOSPITAL CARE,
benefits for in-patient care in a hospital as defined by subdivision ten
of section 1.03 of the mental hygiene law[, which benefits may be limit-
ed to not less than thirty days of active treatment in any contract
year, plan year or calendar year.

(B)] OR FOR INPATIENT CARE PROVIDED IN OTHER STATES, TO SIMILARLY
LICENSED HOSPITALS, AND benefits for out-patient care provided in a
facility issued an operating certificate by the commissioner of mental
health pursuant to the provisions of article thirty-one of the mental
hygiene law or in a facility operated by the office of mental health],
which benefits may be limited to not less than twenty visits in any
contract vyear, plan year or calendar year. Benefits for partial hospi-
talization program services shall be provided as an offset to covered
inpatient days at a ratio of two partial hospitalization visits to one
inpatient day of treatment.

(C) Such coverage may be provided on a contract year, plan year or
calendar year basis and shall be consistent with the provision of other
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benefits under the contract.] OR FOR OUT-PATIENT CARE PROVIDED IN OTHER
STATES, TO SIMILARLY CERTIFIED FACILITIES; AND

(2) WHERE THE CONTRACT PROVIDES COVERAGE FOR PHYSICIAN SERVICES BENE-
FITS FOR OUTPATIENT CARE PROVIDED BY A PSYCHIATRIST OR PSYCHOLOGIST
LICENSED TO PRACTICE IN THIS STATE, A LICENSED CLINICAL SOCIAL WORKER
WHO MEETS THE REQUIREMENTS OF SUBSECTION (N) OF THIS SECTION, A NURSE
PRACTITIONER LICENSED TO PRACTICE ON THIS STATE, OR PROFESSIONAL CORPO-
RATION OR UNIVERSITY FACULTY PRACTICE CORPORATION THEREOF.

(3) Such coverage may be subject to annual deductibles, co-pays and
coinsurance as may be deemed appropriate by the superintendent and shall
be consistent with those imposed on other benefits under the contract.
PROVIDED THAT NO COPAYMENT OR COINSURANCE IMPOSED FOR OUTPATIENT MENTAL
HEALTH SERVICES PROVIDED IN A FACILITY LICENSED, CERTIFIED OR OTHERWISE
AUTHORIZED BY THE OFFICE OF MENTAL HEALTH SHALL EXCEED THE COPAYMENTS OR
COINSURANCE IMPOSED FOR A PRIMARY CARE OFFICE VISIT UNDER THE CONTRACT.

[ (D) For the purpose of this subsection, "active treatment" means
treatment furnished 1in conjunction with in-patient confinement for
mental, nervous or emotional disorders or ailments that meet such stand-
ards as shall be prescribed pursuant to the regulations of the commis-
sioner of mental health.

(E) In the event the group remittance group or contract holder is
provided coverage under this subsection and under paragraph one of
subsection (h) of this section from the same health service corporation,
or under a contract that is jointly underwritten by two health service
corporations or by a health service corporation and a medical expense
indemnity corporation, the aggregate of the benefits for outpatient care
obtained wunder subparagraph (B) of this paragraph and paragraph one of
subsection (h) of this section may be limited to not less than twenty
visits in any contract year, plan year or calendar year.

(2) (A) A hospital service corporation or a health service corpo-
ration, which provides group, group remittance or school blanket cover-
age for inpatient hospital care, shall provide comparable coverage for
adults and children with biologically based mental illness. Such hospi-
tal service corporation or health service corporation shall also provide
such comparable coverage for children with serious emotional disturb-
ances. Such coverage shall be provided under the terms and conditions
otherwise applicable wunder the contract, including network limitations
or variations, exclusions, co-pays, coinsurance, deductibles or other
specific cost sharing mechanisms. Provided further, where a contract
provides both in-network and out-of-network benefits, the out-of-network
benefits may have different coinsurance, co-pays, or deductibles, than
the in-network benefits, regardless of whether the contract is written
under one license or two licenses.

(B) For purposes of this subsection, the term "biologically based
mental illness" means a mental, nervous, or emotional condition that is
caused by a biological disorder of the brain and results in a clinically



significant, psychological syndrome or pattern that substantially limits
the functioning of the person with the illness. Such biologically based
mental illnesses are defined as schizophrenia/psychotic disorders, major
depression, bipolar disorder, delusional disorders, panic disorder,
obsessive compulsive disorders, anorexia, and bulimia.

(3) For purposes of this subsection, the term "children with serious
emotional disturbances" means persons under the age of eighteen years
who have diagnoses of attention deficit disorders, disruptive behavior
disorders, or pervasive development disorders, and where there are one
or more of the following:
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(A) serious suicidal symptoms or other life-threatening self-destruc-
tive behaviors;

(B) significant psychotic symptoms (hallucinations, delusion, bizarre
behaviors) ;

(C) behavior caused by emotional disturbances that placed the child at
risk of causing personal injury or significant property damage; or

(D) behavior caused by emotional disturbances that placed the child at
substantial risk of removal from the household.]

§ 23. Paragraphs 4 and 5 of subsection (g) of section 4303 of the
insurance law are REPEALED and five new paragraphs 4, 5, 6, 7 and 8 are
added to read as follows:

(4) COVERAGE UNDER THIS SUBSECTION SHALL NOT APPLY FINANCIAL REQUIRE-
MENTS OR TREATMENT LIMITATIONS TO MENTAL HEALTH BENEFITS THAT ARE MORE
RESTRICTIVE THAN THE PREDOMINANT FINANCIAL REQUIREMENTS AND TREATMENT
LIMITATIONS APPLIED TO SUBSTANTIALLY ALL MEDICAL AND SURGICAL BENEFITS
COVERED BY THE CONTRACT.

(5) THE CRITERIA FOR MEDICAL NECESSITY DETERMINATIONS UNDER THE
CONTRACT WITH RESPECT TO MENTAL HEALTH BENEFITS SHALL BE MADE AVAILABLE
BY THE CORPORATION TO ANY INSURED, PROSPECTIVE INSURED, OR IN-NETWORK
PROVIDER UPON REQUEST.

(6) FOR PURPOSES OF THIS SUBSECTION:

(A) "FINANCIAL REQUIREMENT" MEANS DEDUCTIBLE, COPAYMENTS, COINSURANCE
AND OUT-OF-POCKET EXPENSES;

(B) "PREDOMINANT" MEANS THAT A FINANCIAL REQUIREMENT OR TREATMENT
LIMITATION IS THE MOST COMMON OR FREQUENT OF SUCH TYPE OF LIMIT OR
REQUIREMENT;

(C) "TREATMENT LIMITATION" MEANS LIMITS ON THE FREQUENCY OF TREATMENT,
NUMBER OF VISITS, DAYS OF COVERAGE, OR OTHER SIMILAR LIMITS ON THE

SCOPE OR DURATION OF TREATMENT AND INCLUDES NONQUANTITATIVE TREATMENT
LIMITATIONS SUCH AS: MEDICAL MANAGEMENT STANDARDS LIMITING OR EXCLUDING
BENEFITS BASED ON MEDICAL NECESSITY, OR BASED ON WHETHER THE TREATMENT
IS EXPERIMENTAL OR INVESTIGATIONAL; FORMULARY DESIGN FOR PRESCRIPTION
DRUGS; NETWORK TIER DESIGN; STANDARDS FOR PROVIDER ADMISSION TO PARTIC-
IPATE 1IN A NETWORK, INCLUDING REIMBURSEMENT RATES; METHODS FOR DETER-
MINING USUAL, CUSTOMARY, AND REASONABLE CHARGES; FAIL-FIRST OR STEP
THERAPY PROTOCOLS; EXCLUSIONS BASED ON FAILURE TO COMPLETE A COURSE OF
TREATMENT; AND RESTRICTIONS BASED ON GEOGRAPHIC LOCATION, FACILITY TYPE,
PROVIDER SPECIALTY, AND OTHER CRITERIA THAT LIMIT THE SCOPE OR DURATION
OF BENEFITS FOR SERVICES PROVIDED UNDER THE CONTRACT; AND

(D) "MENTAL HEALTH CONDITION" MEANS ANY MENTAL HEALTH DISORDER AS
DEFINED IN THE MOST RECENT EDITION OF THE DIAGNOSTIC AND STATISTICAL
MANUAL OF MENTAL DISORDERS OR THE MOST RECENT EDITION OF ANOTHER GENER-
ALLY RECOGNIZED INDEPENDENT STANDARD OF CURRENT MEDICAL PRACTICE SUCH AS
THE INTERNATIONAL CLASSIFICATION OF DISEASES.

(7) A CORPORATION SHALL PROVIDE COVERAGE UNDER THIS SUBSECTION, AT A
MINIMUM, CONSISTENT WITH THE FEDERAL PAUL WELLSTONE AND PETE DOMENICI
MENTAL HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (29 U.S.C. §
1185A).

(8) THIS PARAGRAPH SHALL APPLY TO HOSPITALS IN THIS STATE THAT ARE
LICENSED BY THE OFFICE OF MENTAL HEALTH THAT ARE PARTICIPATING IN THE
CORPORATION'S PROVIDER NETWORK. WHERE THE CONTRACT PROVIDES COVERAGE FOR
INPATIENT HOSPITAL CARE, BENEFITS FOR INPATIENT HOSPITAL CARE IN A
HOSPITAL AS DEFINED BY SUBDIVISION TEN OF SECTION 1.03 OF THE MENTAL
HYGIENE LAW PROVIDED TO INDIVIDUALS WHO HAVE NOT ATTAINED THE AGE OF
EIGHTEEN SHALL NOT BE SUBJECT TO PREAUTHORIZATION. COVERAGE PROVIDED
UNDER THIS PARAGRAPH SHALL ALSO NOT BE SUBJECT TO CONCURRENT UTILIZA-
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TION REVIEW DURING THE FIRST FOURTEEN DAYS OF THE INPATIENT ADMISSION,
PROVIDED THE FACILITY NOTIFIES THE CORPORATION OF BOTH THE ADMISSION AND
THE INITIAL TREATMENT PLAN WITHIN TWO BUSINESS DAYS OF THE ADMISSION,
PERFORMS DAILY CLINICAL REVIEW OF THE PATIENT, AND PARTICIPATES IN PERI-
ODIC CONSULTATION WITH THE CORPORATION TO ENSURE THAT THE FACILITY IS
USING THE EVIDENCE-BASED AND PEER REVIEWED CLINICAL REVIEW CRITERIA
UTILIZED BY THE CORPORATION WHICH IS APPROVED BY THE OFFICE OF MENTAL
HEALTH AND APPROPRIATE TO THE AGE OF THE PATIENT, TO ENSURE THAT THE
INPATIENT CARE IS MEDICALLY NECESSARY FOR THE PATIENT. ALL TREATMENT
PROVIDED UNDER THIS PARAGRAPH MAY BE REVIEWED RETROSPECTIVELY. WHERE
CARE IS DENIED RETROSPECTIVELY, AN INSURED SHALL NOT HAVE ANY FINANCIAL
OBLIGATION TO THE FACILITY FOR ANY TREATMENT UNDER THIS PARAGRAPH OTHER
THAN ANY COPAYMENT, COINSURANCE, OR DEDUCTIBLE OTHERWISE REQUIRED UNDER
THE CONTRACT.

§ 24. Subsection (h) of section 4303 of the insurance law is REPEALED.



§ 25. Subsection (i) of section 4303 of the insurance law, as amended
by chapter 230 of the laws of 2004, is amended to read as follows:

(1) A medical expense indemnity corporation or health service corpo-
ration [which] THAT provides coverage for physicians, psychiatrists or
psychologists for psychiatric or psychological services or for the diag-
nosis and treatment of [mental, nervous or emotional disorders and
ailments] MENTAL HEALTH CONDITIONS, however defined in such contract,
[must] SHALL make available and if requested by all persons holding
individual contracts in a group whose premiums are paid by a remitting
agent or Dby the contract holder in the case of a group contract issued
pursuant to section four thousand three hundred five of this article,
provide the same coverage for such services when performed by a licensed
clinical social worker, within the lawful scope of his or her practice,
who 1is licensed pursuant to article one hundred fifty-four of the educa-
tion law. The state board for social work shall maintain a list of all
licensed clinical social workers qualified for reimbursement under this
subsection. Such coverage shall be made available at the inception of
all new contracts and, with respect to all other contracts, at any anni-
versary date subject to evidence of insurability. Written notice of the
availability of such coverage shall be delivered to the group remitting
agent or group contract holder prior to inception of such contract and
annually thereafter, except that this notice shall not be required where
a [policy] CONTRACT covers two hundred or more employees or where the
benefit structure was the subject of collective bargaining affecting
persons who are employed in more than one state.

§ 26. Subsection (k) of section 4303 of the insurance law, as amended
by section 3 of part B of chapter 71 of the laws of 2016, is amended to
read as follows:

(k) (1) Every contract that provides hospital, major medical or similar
comprehensive coverage [must] SHALL provide inpatient coverage for the
diagnosis and treatment of substance use disorder, including detoxifica-
tion and rehabilitation services. Such inpatient coverage shall include
unlimited medically necessary treatment for substance use disorder
treatment services provided in residential settings [as required by the
Mental Health Parity and Addiction Equity Act of 2008 (29 U.S.C. §
1185a)]. Further, such inpatient coverage shall not apply financial
requirements or treatment limitations, including utilization review
requirements, to inpatient substance use disorder benefits that are more
restrictive than the predominant financial requirements and treatment
limitations applied to substantially all medical and surgical benefits
covered by the contract. [Further, such coverage shall be provided
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consistent with the federal Paul Wellstone and Pete Domenici Mental
Health Parity and Addiction Equity Act of 2008 (29 U.S.C. § 1185a).]

(2) Coverage provided under this subsection may be limited to facili-
ties in New York state [which are certified] THAT ARE LICENSED, CERTI-
FIED OR OTHERWISE AUTHORIZED by the office of alcoholism and substance
abuse services and, in other states, to those which are accredited by
the joint commission as alcoholism, substance abuse, or chemical depend-
ence treatment programs AND ARE SIMILARLY LICENSED, CERTIFIED OR OTHER-
WISE AUTHORIZED IN THE STATE IN WHICH THE FACILITY IS LOCATED.

(3) Coverage provided under this subsection may be subject to annual
deductibles and co-insurance as deemed appropriate by the superintendent
and that are consistent with those imposed on other benefits within a
given contract.

(4) This paragraph shall apply to facilities in this state [certified]
THAT ARE LICENSED, CERTIFIED OR OTHERWISE AUTHORIZED by the office of
alcoholism and substance abuse services that are participating in the
corporation's provider network. Coverage provided under this subsection
shall not Dbe subject to preauthorization. Coverage provided under this
subsection shall also not be subject to concurrent utilization review
during the first [fourteen] TWENTY-EIGHT days of the inpatient admission
provided that the facility notifies the corporation of both the admis-
sion and the initial treatment plan within [forty-eight hours] TWO BUSI-
NESS DAYS of the admission. The facility shall perform daily clinical
review of the patient, including [the] periodic consultation with the
corporation AT OR JUST PRIOR TO THE FOURTEENTH DAY OF TREATMENT to
ensure that the facility is using the evidence-based and peer reviewed
clinical review tool utilized by the corporation which is designated by
the office of alcoholism and substance abuse services and appropriate to
the age of the patient, to -ensure that the inpatient treatment is
medically necessary for the patient. PRIOR TO DISCHARGE, THE FACILITY
SHALL PROVIDE THE PATIENT AND THE CORPORATION WITH A WRITTEN DISCHARGE
PLAN WHICH SHALL DESCRIBE ARRANGEMENTS FOR ADDITIONAL SERVICES NEEDED
FOLLOWING DISCHARGE FROM THE INPATIENT FACILITY AS DETERMINED USING THE
EVIDENCE-BASED AND PEER-REVIEWED CLINICAL REVIEW TOOL UTILIZED BY THE
CORPORATION WHICH IS DESIGNATED BY THE OFFICE OF ALCOHOLISM AND
SUBSTANCE ABUSE SERVICES. PRIOR TO DISCHARGE, THE FACILITY SHALL INDI-
CATE TO THE CORPORATION WHETHER SERVICES INCLUDED IN THE DISCHARGE PLAN
ARE SECURED OR DETERMINED TO BE REASONABLY AVAILABLE. Any wutilization
review of treatment provided under this paragraph may include a review
of all services provided during such inpatient treatment, including all
services provided during the first [fourteen] TWENTY-EIGHT days of such
inpatient treatment. Provided, however, the corporation shall only deny
coverage for any portion of the initial [fourteen] TWENTY-EIGHT day



inpatient treatment on the basis that such treatment was not medically
necessary if such inpatient treatment was contrary to the evidence-based
and peer reviewed clinical review tool utilized by the corporation which
is designated by the office of alcoholism and substance abuse services.
An insured shall not have any financial obligation to the facility for
any treatment under this paragraph other than any copayment, coinsu-
rance, or deductible otherwise required under the contract.

(5) THE CRITERIA FOR MEDICAL NECESSITY DETERMINATIONS UNDER THE
CONTRACT WITH RESPECT TO INPATIENT SUBSTANCE USE DISORDER BENEFITS
SHALL BE MADE AVAILABLE BY THE CORPORATION TO ANY INSURED, PROSPECTIVE
INSURED OR IN-NETWORK PROVIDER UPON REQUEST.

(6) FOR PURPOSES OF THIS SUBSECTION:
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(A) "FINANCIAL REQUIREMENT" MEANS DEDUCTIBLE, COPAYMENTS, COINSURANCE
AND OUT-OF-POCKET EXPENSES;

(B) "PREDOMINANT" MEANS THAT A FINANCIAL REQUIREMENT OR TREATMENT
LIMITATION IS THE MOST COMMON OR FREQUENT OF SUCH TYPE OF LIMIT OR
REQUIREMENT;

(C) "TREATMENT LIMITATION" MEANS LIMITS ON THE FREQUENCY OF TREATMENT,
NUMBER OF VISITS, DAYS OF COVERAGE, OR OTHER SIMILAR LIMITS ON THE

SCOPE OR DURATION OF TREATMENT AND INCLUDES NONQUANTITATIVE TREATMENT
LIMITATIONS SUCH AS: MEDICAL MANAGEMENT STANDARDS LIMITING OR EXCLUDING
BENEFITS BASED ON MEDICAL NECESSITY, OR BASED ON WHETHER THE TREATMENT
IS EXPERIMENTAL OR INVESTIGATIONAL; FORMULARY DESIGN FOR PRESCRIPTION
DRUGS; NETWORK TIER DESIGN; STANDARDS FOR PROVIDER ADMISSION TO PARTIC-
IPATE IN A NETWORK, INCLUDING REIMBURSEMENT RATES; METHODS FOR DETER-
MINING USUAL, CUSTOMARY, AND REASONABLE CHARGES; FAIL-FIRST OR STEP
THERAPY PROTOCOLS; EXCLUSIONS BASED ON FAILURE TO COMPLETE A COURSE OF
TREATMENT; AND RESTRICTIONS BASED ON GEOGRAPHIC LOCATION, FACILITY TYPE,
PROVIDER SPECIALTY, AND OTHER CRITERIA THAT LIMIT THE SCOPE OR DURATION
OF BENEFITS FOR SERVICES PROVIDED UNDER THE CONTRACT; AND

(D) "SUBSTANCE USE DISORDER" SHALL HAVE THE MEANING SET FORTH IN THE
MOST RECENT EDITION OF THE DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL
DISORDERS OR THE MOST RECENT EDITION OF ANOTHER GENERALLY RECOGNIZED
INDEPENDENT STANDARD OF CURRENT MEDICAL PRACTICE SUCH AS THE INTERNA-
TIONAL CLASSIFICATION OF DISEASES.

(7) A CORPORATION SHALL PROVIDE COVERAGE UNDER THIS SUBSECTION, AT A
MINIMUM, CONSISTENT WITH THE FEDERAL PAUL WELLSTONE AND PETE DOMENICI
MENTAL HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (29 U.S.C. §
1185A).

§ 27. Paragraphs 1 and 2 of subsection (1) of section 4303 of the
insurance law, as amended by chapter 41 of the laws of 2014, are amended
and a new paragraph 3-a is added to read as follows:

(1) Every contract that provides medical, major medical or similar
comprehensive-type coverage [must] SHALL provide outpatient coverage for
the diagnosis and treatment of substance use disorder, including detoxi-
fication and rehabilitation services. Such coverage shall not apply
financial requirements or treatment limitations to outpatient substance
use disorder benefits that are more restrictive than the predominant
financial requirements and treatment limitations applied to substantial-
ly all medical and surgical benefits covered by the contract. [Further,
such coverage shall be provided consistent with the federal Paul Well-
stone and Pete Domenici Mental Health Parity and Addiction Equity Act of
2008 (29 U.s.C. § 1185a).]

(2) Coverage under this subsection may be limited to facilities in New
York state THAT ARE LICENSED, certified OR OTHERWISE AUTHORIZED by the
office of alcoholism and substance abuse services [or licensed by such
office as outpatient clinics or medically supervised ambulatory] TO
PROVIDE OUTPATIENT substance [abuse programs] USE DISORDER SERVICES and,
in other states, to those which are accredited by the joint commission
as alcoholism or chemical dependence substance abuse treatment programs
AND ARE SIMILARLY LICENSED, CERTIFIED OR OTHERWISE AUTHORIZED IN THE
STATE IN WHICH THE FACILITY IS LOCATED.

(3-A) A CONTRACT THAT PROVIDES LARGE GROUP COVERAGE UNDER THIS
SUBSECTION SHALL NOT IMPOSE COPAYMENTS OR COINSURANCE FOR OUTPATIENT
SUBSTANCE USE DISORDER SERVICES THAT EXCEED THE COPAYMENT OR COINSURANCE
IMPOSED FOR A PRIMARY CARE OFFICE VISIT. PROVIDED THAT NO GREATER THAN
ONE SUCH COPAYMENT MAY BE IMPOSED FOR ALL SERVICES PROVIDED IN A SINGLE
DAY BY A FACILITY LICENSED, CERTIFIED OR OTHERWISE AUTHORIZED BY THE
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OFFICE OF ALCOHOLISM AND SUBSTANCE ABUSE SERVICES TO PROVIDE OUTPATIENT
SUBSTANCE USE DISORDER SERVICES.

§ 28. Paragraph 5 of subsection (1) of section 4303 of the insurance
law, as added by section 5 of part MM of chapter 57 of the laws of 2018,
is amended and three new paragraphs 6, 7 and 8 are added to read as
follows:

(5) This paragraph shall apply to facilities in this state [certified]
THAT ARE LICENSED, CERTIFIED OR OTHERWISE AUTHORIZED by the office of
alcoholism and substance abuse services for the provision of outpatient,
intensive outpatient, outpatient rehabilitation and opioid treatment
that are participating in the corporation's provider network. Coverage
provided under this subsection shall not be subject to preauthorization.
Coverage provided under this subsection shall not be subject to concur-



rent review for the first [two] FOUR weeks of continuous treatment, not
to exceed [fourteen] TWENTY-EIGHT visits, provided the facility notifies
the corporation of both the start of treatment and the initial treatment
plan within [forty-eight hours] TWO BUSINESS DAYS. The facility shall
perform clinical assessment of the patient at each visit, including
[the] periodic consultation with the corporation AT OR JUST PRIOR TO THE
FOURTEENTH DAY OF TREATMENT to ensure that the facility i1s using the
evidence-based and peer reviewed clinical review tool utilized by the
corporation which is designated by the office of alcoholism and
substance abuse services and appropriate to the age of the patient, to
ensure that the outpatient treatment 1is medically necessary for the
patient. Any utilization review of the treatment provided under this
paragraph may include a review of all services provided during such
outpatient treatment, including all services provided during the first
[two] FOUR weeks of continuous treatment, not to exceed [fourteen] TWEN-
TY-EIGHT visits, of such outpatient treatment. Provided, however, the
corporation shall only deny coverage for any portion of the initial
[two] FOUR weeks of continuous treatment, not to exceed [fourteen] TWEN-
TY-EIGHT visits, for outpatient treatment on the basis that such treat-
ment was not medically necessary 1f such outpatient treatment was
contrary to the evidence-based and peer reviewed clinical review tool
utilized by the corporation which is designated by the office of alco-
holism and substance abuse services. A subscriber shall not have any
financial obligation to the facility for any treatment under this para-
graph other than any copayment, coinsurance, or deductible otherwise
required under the contract.

(6) THE CRITERIA FOR MEDICAL NECESSITY DETERMINATIONS UNDER THE
CONTRACT WITH RESPECT TO OUTPATIENT SUBSTANCE USE DISORDER BENEFITS
SHALL BE MADE AVAILABLE BY THE CORPORATION TO ANY INSURED, PROSPECTIVE
INSURED, OR IN-NETWORK PROVIDER UPON REQUEST.

(7) FOR PURPOSES OF THIS SUBSECTION:

(A) "FINANCIAL REQUIREMENT" MEANS DEDUCTIBLE, COPAYMENTS, COINSURANCE
AND OUT-OF-POCKET EXPENSES;

(B) "PREDOMINANT" MEANS THAT A FINANCIAL REQUIREMENT OR TREATMENT
LIMITATION IS THE MOST COMMON OR FREQUENT OF SUCH TYPE OF LIMIT OR
REQUIREMENT.

(C) "TREATMENT LIMITATION" MEANS LIMITS ON THE FREQUENCY OF TREATMENT,
NUMBER OF VISITS, DAYS OF COVERAGE, OR OTHER SIMILAR LIMITS ON THE SCOPE
OR DURATION OF TREATMENT AND INCLUDES NONQUANTITATIVE TREATMENT LIMITA-
TIONS SUCH AS: MEDICAL MANAGEMENT STANDARDS LIMITING OR EXCLUDING BENE-
FITS BASED ON MEDICAL NECESSITY, OR BASED ON WHETHER THE TREATMENT IS
EXPERIMENTAL OR INVESTIGATIONAL; FORMULARY DESIGN FOR PRESCRIPTION
DRUGS; NETWORK TIER DESIGN; STANDARDS FOR PROVIDER ADMISSION TO PARTIC-
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IPATE IN A NETWORK, INCLUDING REIMBURSEMENT RATES; METHODS FOR DETERMIN-
ING USUAL, CUSTOMARY, AND REASONABLE CHARGES; FAIL-FIRST OR STEP THERAPY
PROTOCOLS; EXCLUSIONS BASED ON FAILURE TO COMPLETE A COURSE OF TREAT-
MENT; AND RESTRICTIONS BASED ON GEOGRAPHIC LOCATION, FACILITY TYPE,
PROVIDER SPECIALTY, AND OTHER CRITERIA THAT LIMIT THE SCOPE OR DURATION
OF BENEFITS FOR SERVICES PROVIDED UNDER THE CONTRACT; AND

(D) "SUBSTANCE USE DISORDER" SHALL HAVE THE MEANING SET FORTH IN THE
MOST RECENT EDITION OF THE DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL
DISORDERS OR THE MOST RECENT EDITION OF ANOTHER GENERALLY RECOGNIZED
INDEPENDENT STANDARD OF CURRENT MEDICAL PRACTICE SUCH AS THE INTERNA-
TIONAL CLASSIFICATION OF DISEASES.

(8) A CORPORATION SHALL PROVIDE COVERAGE UNDER THIS SUBSECTION, AT A
MINIMUM, CONSISTENT WITH THE FEDERAL PAUL WELLSTONE AND PETE DOMENICI
MENTAL HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (29 U.S.C. §
1185A) .

§ 29. Subsection (1-2) of section 4303 of the insurance law, as added
by section 3 of part B of chapter 69 of the laws of 2016, is amended to
read as follows:

(1-2) [(1l)] Every contract that provides medical, major medical or
similar comprehensive-type coverage and provides coverage for
prescription drugs for medication for the treatment of a substance wuse
disorder shall include immediate access, without prior authorization, to
[a five day emergency supply] THE FORMULARY FORMS of prescribed medica-
tions covered under the contract for the treatment of substance wuse
disorder [where an emergency condition exists], including a prescribed
drug or medication associated with the management of opioid withdrawal
and/or stabilization, except where otherwise prohibited by law. Further,
coverage [of an emergency supply] WITHOUT PRIOR AUTHORIZATION shall
include FORMULARY FORMS OF medication for opioid overdose reversal
otherwise covered under the contract prescribed OR DISPENSED to an indi-
vidual covered by the contract.

[(2) For purposes of this paragraph, an "emergency condition" means a
substance use disorder condition that manifests itself by acute symptoms
of sufficient severity, including severe pain or the expectation of
severe pain, such that a prudent layperson, possessing an average know-
ledge of medicine and health, could reasonably expect the absence of
immediate medical attention to result in:

(i) placing the health of the person afflicted with such condition in
serious jeopardy, or in the case of a behavioral condition, placing the
health of such person or others in serious jeopardy;

(ii) serious impairment to such person's bodily functions;



(1iii) serious dysfunction of any bodily organ or part of such person;

(iv) serious disfigurement of such person; or

(v) a condition described in clause (i), (ii) or (iii) of section
1867 (e) (1) (A) of the Social Security Act.

(3) Coverage provided under this subsection may be subject to copay-
ments, coinsurance, and annual deductibles that are consistent with
those imposed on other benefits within the contract; provided, however,
no contract shall impose an additional copayment or coinsurance on an
insured who received an emergency supply of medication and then received
up to a thirty day supply of the same medication in the same thirty day
period in which the emergency supply of medication was dispensed. This
paragraph shall not preclude the imposition of a copayment or coinsu-
rance on the initial limited supply of medication in an amount that is
less than the copayment or coinsurance otherwise applicable to a thirty
day supply of such medication, provided that the total sum of the copay-
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ments or coinsurance for an entire thirty day supply of the medication
does not exceed the copayment or coinsurance otherwise applicable to a
thirty day supply of such medication.]

§ 30. Subsection (n) of section 4303 of the insurance law, as amended
by chapter 230 of the laws of 2004, is amended to read as follows:

(n) In addition to the requirements of subsection (i) of this section,
every health service or medical expense indemnity corporation issuing a
group contract pursuant to this section or a group remittance contract
for delivery in this state which contract provides reimbursement to
subscribers or physicians, psychiatrists or psychologists for psychiat-
ric or psychological services or for the diagnosis and treatment of
[mental, nervous or emotional disorders and ailments,] MENTAL HEALTH
CONDITIONS, however defined in such contract, must provide the same
coverage to persons covered under the group contract for such services
when performed by a licensed clinical social worker, within the lawful
scope of his or her practice, who is licensed pursuant to subdivision
two of section seven thousand seven hundred four of the education law
and 1in addition shall have either (i) three or more additional years
experience in psychotherapy, which for the purposes of this subsection
shall mean the use of verbal methods in interpersonal relationships with
the intent of assisting a person or persons to modify attitudes and
behavior which are intellectually, socially or emotionally maladaptive,
under supervision, satisfactory to the state board for social work, in a
facility, 1licensed or incorporated by an appropriate governmental
department, providing services for diagnosis or treatment of [mental,
nervous or emotional disorders or ailments,] MENTAL HEALTH CONDITIONS,
or (ii) three or more additional years experience in psychotherapy under
the supervision, satisfactory to the state board for social work, of a
psychiatrist, a licensed and registered psychologist or a licensed clin-
ical social worker qualified for reimbursement pursuant to subsection
(i) of this section, or (iii) a combination of the experience specified
in paragraphs (i) and (ii) totaling three years, satisfactory to the
state board for social work. The state board for social work shall
maintain a 1list of all licensed clinical social workers qualified for
reimbursement under this subsection.

§ 31. Paragraph 2 of subsection (ee) of section 4303 of the insurance
law, as amended by section 40 of part D of chapter 56 of the laws of
2013, is amended to read as follows:

(2) Every contract that provides physician services, medical, major
medical or similar comprehensive-type coverage shall provide coverage
for the screening, diagnosis and treatment of autism spectrum disorder
in accordance with this paragraph and shall not exclude coverage for the
screening, diagnosis or treatment of medical conditions otherwise
covered by the contract because the individual is diagnosed with autism
spectrum disorder. Such coverage may be subject to annual deductibles,
copayments and coinsurance as may be deemed appropriate by the super-
intendent and shall be consistent with those imposed on other benefits

under the contract. [Coverage for applied behavior analysis shall be
subject to a maximum benefit of six hundred eighty hours of treatment
per contract or calendar year per covered individual.] This paragraph

shall not be construed as 1limiting the benefits that are otherwise
available to an individual under the contract, provided however that
such contract shall not contain any limitations on visits that are sole-
ly applied to the treatment of autism spectrum disorder. No insurer
shall terminate coverage or refuse to deliver, execute, issue, amend,
adjust, or renew coverage to an individual solely because the individual
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is diagnosed with autism spectrum disorder or has received treatment for
autism spectrum disorder. Coverage shall be subject to utilization
review and external appeals of health care services pursuant to article
forty-nine of this chapter as well as[,] case management[,] and other
managed care provisions.

§ 32. Subparagraphs (A) and (C) of paragraph 3 of subsection (ee) of
section 4303 of the insurance law, as amended by chapter 596 of the laws
of 2011, are amended to read as follows:

(A) "autism spectrum disorder" means any pervasive developmental
disorder as defined in the most recent edition of the diagnostic and



statistical manual of mental disorders[, including autistic disorder,
Asperger's disorder, Rett's disorder, childhood disintegrative disorder,
or pervasive developmental disorder not otherwise specified (PDD-NOS)].

(C) "behavioral health treatment”" means counseling and treatment
programs, when provided by a licensed provider, and applied behavior
analysis, when provided [or supervised] by a [behavior analyst certified
pursuant to the behavior analyst certification board] PERSON THAT IS
LICENSED, CERTIFIED OR OTHERWISE AUTHORIZED TO PROVIDE APPLIED BEHAVIOR
ANALYSIS, that are necessary to develop, maintain, or restore, to the
maximum extent practicable, the functioning of an individual. [Individ-
uals that provide behavioral health treatment under the supervision of a
certified behavior analyst pursuant to this subsection shall be subject
to standards of professionalism, supervision and relevant experience
pursuant to regulations promulgated by the superintendent in consulta-
tion with the commissioners of health and education.]

§ 33. Subsection (ee) of section 4303 of the insurance law is amended
by adding four new paragraphs 8, 9, 10, and 11 to read as follows:

(8) COVERAGE UNDER THIS SUBSECTION SHALL NOT APPLY FINANCIAL REQUIRE-
MENTS OR TREATMENT LIMITATIONS TO AUTISM SPECTRUM DISORDER BENEFITS THAT
ARE MORE RESTRICTIVE THAN THE PREDOMINANT FINANCIAL REQUIREMENTS AND
TREATMENT LIMITATIONS APPLIED TO SUBSTANTIALLY ALL MEDICAL AND SURGICAL
BENEFITS COVERED BY THE POLICY.

(9) THE CRITERIA FOR MEDICAL NECESSITY DETERMINATIONS UNDER THE
CONTRACT WITH RESPECT TO AUTISM SPECTRUM DISORDER BENEFITS SHALL BE MADE
AVAILABLE BY THE CORPORATION TO ANY INSURED, PROSPECTIVE INSURED, OR
IN-NETWORK PROVIDER UPON REQUEST.

(10) FOR PURPOSES OF THIS SUBSECTION:

(A) "FINANCIAL REQUIREMENT" MEANS DEDUCTIBLE, COPAYMENTS, COINSURANCE
AND OUT-OF-POCKET EXPENSES;

(B) "PREDOMINANT" MEANS THAT A FINANCIAL REQUIREMENT OR TREATMENT
LIMITATION IS THE MOST COMMON OR FREQUENT OF SUCH TYPE OF LIMIT OR
REQUIREMENT; AND

(C) "TREATMENT LIMITATION" MEANS LIMITS ON THE FREQUENCY OF TREATMENT,
NUMBER OF VISITS, DAYS OF COVERAGE, OR OTHER SIMILAR LIMITS ON THE SCOPE
OR DURATION OF TREATMENT AND INCLUDES NONQUANTITATIVE TREATMENT LIMITA-
TIONS SUCH AS: MEDICAL MANAGEMENT STANDARDS LIMITING OR EXCLUDING BENE-
FITS BASED ON MEDICAL NECESSITY, OR BASED ON WHETHER THE TREATMENT IS
EXPERIMENTAL OR INVESTIGATIONAL; FORMULARY DESIGN FOR PRESCRIPTION
DRUGS; NETWORK TIER DESIGN; STANDARDS FOR PROVIDER ADMISSION TO PARTIC-
IPATE IN A NETWORK, INCLUDING REIMBURSEMENT RATES; METHODS FOR DETERMIN-
ING USUAL, CUSTOMARY, AND REASONABLE CHARGES; FAIL-FIRST OR STEP THERAPY
PROTOCOLS; EXCLUSIONS BASED ON FAILURE TO COMPLETE A COURSE OF TREAT-
MENT; AND RESTRICTIONS BASED ON GEOGRAPHIC LOCATION, FACILITY TYPE,
PROVIDER SPECIALTY, AND OTHER CRITERIA THAT LIMIT THE SCOPE OR DURATION
OF BENEFITS FOR SERVICES PROVIDED UNDER THE CONTRACT.
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(11) A CORPORATION SHALL PROVIDE COVERAGE UNDER THIS SUBSECTION, AT A
MINIMUM, CONSISTENT WITH THE FEDERAL PAUL WELLSTONE AND PETE DOMENICI
MENTAL HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (29 U.S.C. S
1185A) .

S 34. Paragraphs 17, 20 and 21 of subsection (a) of section 4324 of
the insurance law, paragraph 17 as amended and paragraphs 20 and 21 as
added by section 8 of part H of chapter 60 of the laws of 2014, are
amended and a new paragraph 22 is added to read as follows:

(17) where applicable, a listing by specialty, which may be in a sepa-
rate document that is updated annually, of the name, address, and tele-
phone number of all participating providers, including facilities, [and
in addition,] AND: (A) WHETHER THE PROVIDER IS ACCEPTING NEW PATIENTS;
(B) IN THE CASE OF MENTAL HEALTH OR SUBSTANCE USE DISORDER SERVICES
PROVIDERS, ANY AFFILIATIONS WITH PARTICIPATING FACILITIES CERTIFIED OR
AUTHORIZED BY THE OFFICE OF MENTAL HEALTH OR THE OFFICE OF ALCOHOLISM
AND SUBSTANCE ABUSE SERVICES, AND ANY RESTRICTIONS REGARDING THE AVAIL-
ABILITY OF THE INDIVIDUAL PROVIDER'S SERVICES; (C) in the case of physi-
cians, Dboard certification, languages spoken and any affiliations with
participating hospitals. The listing shall also be posted on the corpo-
ration's website and the corporation shall update the website within
fifteen days of the addition or termination of a provider from the
corporation's network or a change in a physician's hospital affiliation;

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

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

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

(C) examples of anticipated out-of-pocket costs for frequently billed
out-of-network health care services; [and]

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

(22) THE MOST RECENT COMPARATIVE ANALYSIS PERFORMED BY THE CORPORATION



TO ASSESS THE PROVISION OF ITS COVERED SERVICES IN ACCORDANCE WITH THE
PAUL WELLSTONE AND PETE DOMENICI MENTAL HEALTH PARITY AND ADDICTION
EQUITY ACT OF 2008, 42 U.S.C. 18031 (J), AND ANY AMENDMENTS TO, AND
FEDERAL GUIDANCE OR REGULATIONS ISSUED UNDER, THOSE ACTS.

§ 35. Subsection (b) of section 4325 of the insurance law, as added by
chapter 705 of the laws of 1996, is amended to read as follows:

(b) No corporation organized under this article shall by contract,
written policy [or], written procedure OR PRACTICE prohibit or restrict
any health care provider from filing a complaint, making a report or
commenting to an appropriate governmental body regarding the policies or
practices of such corporation which the provider believes may negatively
impact upon the quality of or access to patient care. NOR SHALL A CORPO-
RATION ORGANIZED UNDER THIS ARTICLE TAKE ANY ADVERSE ACTION, INCLUDING
BUT NOT LIMITED TO REFUSING TO RENEW OR EXECUTE A CONTRACT OR AGREEMENT
WITH A HEALTH CARE PROVIDER AS RETALIATION AGAINST A HEALTH CARE PROVID-
ER FOR FILING A COMPLAINT, MAKING A REPORT OR COMMENTING TO AN APPROPRI-
ATE GOVERNMENTAL BODY REGARDING POLICIES OR PRACTICES OF SUCH CORPO-
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RATION WHICH MAY VIOLATE THIS CHAPTER INCLUDING SUBSECTION (G), (K),
(1), (1-1) OR (1-2) OF SECTION FORTY-THREE HUNDRED THREE OF THIS ARTI-
CLE.

§ 36. Subparagraph (C) of paragraph 1 of subsection (b) of section
4900 of the insurance law, as added by chapter 41 of the laws of 2014,
is amended and a new subparagraph (D) is added to read as follows:

(C) for purposes of a determination involving substance use disorder
treatment:

(i) a physician who possesses a current and valid non-restricted
license to practice medicine and who specializes in behavioral health
and has experience in the delivery of substance use disorder courses of
treatment; or

(ii) a health care professional other than a licensed physician who
specializes in behavioral health and has experience in the delivery of
substance use disorder courses of treatment and, where applicable,
possesses a current and valid non-restricted license, certificate or
registration or, where no provision for a license, certificate or regis-
tration exists, 1s credentialed by the national accrediting body appro-
priate to the profession; [and] OR

(D) FOR PURPOSES OF A DETERMINATION INVOLVING TREATMENT FOR A MENTAL
HEALTH CONDITION:

(I) A PHYSICIAN WHO POSSESSES A CURRENT AND VALID NON-RESTRICTED
LICENSE TO PRACTICE MEDICINE AND WHO SPECIALIZES 1IN BEHAVIORAL HEALTH
AND HAS EXPERIENCE IN THE DELIVERY OF MENTAL HEALTH COURSES OF TREAT-
MENT; OR

(IT) A HEALTH CARE PROFESSIONAL OTHER THAN A LICENSED PHYSICIAN WHO
SPECIALIZES IN BEHAVIORAL HEALTH AND HAS EXPERIENCE IN THE DELIVERY OF
MENTAL HEALTH COURSES OF TREATMENT AND, WHERE APPLICABLE, POSSESSES A
CURRENT AND VALID NON-RESTRICTED LICENSE, CERTIFICATE, OR REGISTRATION
OR, WHERE NO PROVISION FOR A LICENSE, CERTIFICATE OR REGISTRATION
EXISTS, IS CREDENTIALED BY THE NATIONAL ACCREDITING BODY APPROPRIATE TO
THE PROFESSION; AND

§ 37. Paragraph 9 of subsection (a) of section 4902 of the insurance
law, as amended Dby section 1 of part A of chapter 69 of the laws of
2016, is amended to read as follows:

(9) When conducting utilization review for purposes of determining
health care coverage for substance use disorder treatment, a utilization
review agent shall utilize AN evidence-based and peer reviewed clinical
review [tools designated by the office of alcoholism and substance abuse
services that are appropriate to the age of the patient and consistent
with the treatment service levels within the office of alcoholism and
substance abuse services system] TOOL THAT IS APPROPRIATE TO THE AGE OF
THE PATIENT. WHEN CONDUCTING SUCH UTILIZATION REVIEW FOR TREATMENT
PROVIDED IN THIS STATE, A UTILIZATION REVIEW AGENT SHALL UTILIZE AN
EVIDENCE-BASED AND PEER REVIEWED CLINICAL TOOL DESIGNATED BY THE OFFICE
OF ALCOHOLISM AND SUBSTANCE ABUSE SERVICES THAT IS CONSISTENT WITH THE
TREATMENT SERVICE LEVELS WITHIN THE OFFICE OF ALCOHOLISM AND SUBSTANCE
ABUSE SERVICES SYSTEM. All approved tools shall have inter rater reli-
ability testing completed by December thirty-first, two thousand
sixteen.

§ 38. Subsection (a) of section 4902 of the insurance law 1s amended
by adding a new paragraph 12 to read as follows:

(12) WHEN CONDUCTING UTILIZATION REVIEW FOR PURPOSES OF DETERMINING
HEALTH CARE COVERAGE FOR A MENTAL HEALTH CONDITION, A UTILIZATION REVIEW
AGENT SHALL UTILIZE EVIDENCE-BASED AND PEER REVIEWED CLINICAL REVIEW
CRITERIA THAT IS APPROPRIATE TO THE AGE OF THE PATIENT. THE UTILIZATION

S. 1507--C 121 A. 2007--C

REVIEW AGENT SHALL USE CLINICAL REVIEW CRITERIA DEEMED APPROPRIATE AND
APPROVED FOR SUCH USE BY THE COMMISSIONER OF THE OFFICE OF MENTAL
HEALTH, IN CONSULTATION WITH THE COMMISSIONER OF HEALTH AND THE SUPER-
INTENDENT. APPROVED CLINICAL REVIEW CRITERIA SHALL HAVE INTER RATER
RELIABILITY TESTING COMPLETED BY DECEMBER THIRTY-FIRST, TWO THOUSAND
NINETEEN.

§ 39. Paragraph (b) of subsection 5 of section 4403 of the public
health law, as added by chapter 705 of the laws of 1996, is amended to



read as follows:

(b) The following criteria shall be considered by the commissioner at
the time of a review: (i) the availability of appropriate and timely
care that 1is provided in compliance with the standards of the Federal
Americans with Disability Act to assure access to health care for the

enrollee population; (ii) the network's ability to provide culturally
and linguistically competent care to meet the needs of the enrollee
population; [and] (iii) THE AVAILABILITY OF APPROPRIATE AND TIMELY CARE

THAT IS IN COMPLIANCE WITH THE STANDARDS OF THE PAUL WELLSTONE AND PETE
DOMENICI MENTAL HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008, 42
U.s.cC. 18031 (J), AND ANY AMENDMENTS TO, AND FEDERAL GUIDANCE AND REGU-
LATIONS ISSUED UNDER THOSE ACTS, WHICH SHALL INCLUDE AN ANALYSIS OF THE
RATE OF OUT-OF-NETWORK UTILIZATION FOR COVERED MENTAL HEALTH AND
SUBSTANCE USE DISORDER SERVICES AS COMPARED TO THE RATE OF OUT-OF-NET-
WORK UTILIZATION FOR THE RESPECTIVE CATEGORY OF MEDICAL SERVICES; AND
(IV) with the exception of initial licensure, the number of grievances
filed by enrollees relating to waiting times for appointments, appropri-
ateness of referrals and other indicators of plan capacity.

§ 40. Subdivision 3 of section 4406-c of the public health law, as
added by chapter 705 of the laws of 1996, is amended to read as follows:

3. No health care plan shall by contract, written policy [or], written
procedure OR PRACTICE prohibit or restrict any health care provider from
filing a complaint, making a report or commenting to an appropriate
governmental body regarding the policies or practices of such health
care plan which the provider believes may negatively impact upon the
quality of, or access to, patient care. NOR SHALL A HEALTH CARE PLAN
TAKE ANY ADVERSE ACTION, INCLUDING BUT NOT LIMITED TO REFUSING TO RENEW
OR EXECUTE A CONTRACT OR AGREEMENT WITH A HEALTH CARE PROVIDER AS RETAL-
IATION AGAINST A HEALTH CARE PROVIDER FOR FILING A COMPLAINT, MAKING A
REPORT OR COMMENTING TO AN APPROPRIATE GOVERNMENTAL BODY REGARDING POLI-
CIES OR PRACTICES OF SUCH HEALTH CARE PLAN WHICH MAY VIOLATE THIS CHAP-

TER OR THE INSURANCE LAW INCLUDING SUBSECTION (G), (K), (L), (L-1) OR
(1-2) OF SECTION FORTY-THREE HUNDRED THREE OF THE INSURANCE LAW.
§ 41. Paragraphs (r), (t) and (u) of subdivision 1 of section 4408 of

the public health law, paragraph (r) as amended and paragraphs (t) and
(u) as added by section 18 of part H of chapter 60 of the laws of 2014,
are amended and a new paragraph (v) is added to read as follows:

(r) a listing by specialty, which may be in a separate document that
is updated annually, of the name, address and telephone number of all
participating providers, including facilities, [and, in addition,] AND:
(I) WHETHER THE PROVIDER IS ACCEPTING NEW PATIENTS; (II) IN THE CASE OF
MENTAL HEALTH OR SUBSTANCE USE DISORDER SERVICES PROVIDERS, ANY AFFIL-
IATIONS WITH PARTICIPATING FACILITIES CERTIFIED OR AUTHORIZED BY THE
OFFICE OF MENTAL HEALTH OR THE OFFICE OF ALCOHOLISM AND SUBSTANCE ABUSE
SERVICES, AND ANY RESTRICTIONS REGARDING THE AVAILABILITY OF THE INDI-
VIDUAL PROVIDER'S SERVICES; AND (III) in the case of physicians, board
certification, languages spoken and any affiliations with participating
hospitals. The listing shall also be posted on the health maintenance
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organization's website and the health maintenance organization shall
update the website within fifteen days of the addition or termination of
a provider from the health maintenance organization's network or a
change in a physician's hospital affiliation;

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

(i) a clear description of the methodology used by the health mainte-
nance organization to determine reimbursement for out-of-network health
care services;

(ii) the amount that the health maintenance organization will reim-
burse under the methodology for out-of-network health care services set
forth as a percentage of the usual and customary cost for out-of-network
health care services;

(iii) examples of anticipated out-of-pocket <costs for frequently
billed out-of-network health care services; [and]

(u) information in writing and through an internet website that
reasonably permits an enrollee or prospective enrollee to estimate the
anticipated out-of-pocket cost for out-of-network health care services
in a geographical area or zip code based upon the difference between
what the health maintenance organization will reimburse for out-of-net-
work health care services and the usual and customary cost for out-of-
network health care services([.]; AND

(V) THE MOST RECENT COMPARATIVE ANALYSIS PERFORMED BY THE HEALTH MAIN-
TENANCE ORGANIZATION TO ASSESS THE PROVISION OF ITS COVERED SERVICES 1IN
ACCORDANCE WITH THE PAUL WELLSTONE AND PETE DOMINICI MENTAL HEALTH PARI-
TY AND ADDICTION EQUITY ACT OF 2008, 42 U.S.C. 18031 (J) AND ANY AMEND-
MENTS TO, AND FEDERAL GUIDANCE AND REGULATIONS ISSUED UNDER, THOSE ACTS.

§ 42. Subparagraph (iii) of paragraph (a) of subdivision 2 of section

4900 of the public health law, as added by chapter 41 of the laws of
2014, is amended and a new subparagraph (1v) is added to read as
follows:

(iii) for purposes of a determination involving substance use disorder
treatment:

(A) a physician who possesses a current and valid non-restricted
license to practice medicine and who specializes in Dbehavioral health
and has experience in the delivery of substance use disorder courses of
treatment; or



(B) a health care professional other than a 1licensed physician who
specializes 1in behavioral health and has experience in the delivery of
substance use disorder courses of treatment and, where applicable,
possesses a current and valid non-restricted license, certificate or
registration or, where no provision for a license, certificate or regis-
tration exists, is credentialed by the national accrediting body appro-
priate to the profession; [and] OR

(IV) FOR PURPOSES OF A DETERMINATION INVOLVING TREATMENT FOR A MENTAL
HEALTH CONDITION:

(A) A PHYSICIAN WHO POSSESSES A CURRENT AND VALID NON-RESTRICTED
LICENSE TO PRACTICE MEDICINE AND WHO SPECIALIZES IN BEHAVIORAL HEALTH
AND HAS EXPERIENCE IN THE DELIVERY OF MENTAL HEALTH COURSES OF TREAT-
MENT; OR

(B) A HEALTH CARE PROFESSIONAL OTHER THAN A LICENSED PHYSICIAN WHO
SPECIALIZES IN BEHAVIORAL HEALTH AND HAS EXPERIENCE IN THE DELIVERY OF A
MENTAL HEALTH COURSES OF TREATMENT AND, WHERE APPLICABLE, POSSESSES A
CURRENT AND VALID NON-RESTRICTED LICENSE, CERTIFICATE, OR REGISTRATION
OR, WHERE NO PROVISION FOR A LICENSE, CERTIFICATE OR REGISTRATION
EXISTS, IS CREDENTIALED BY THE NATIONAL ACCREDITING BODY APPROPRIATE TO
THE PROFESSION; AND
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§ 43. Paragraph (i) of subdivision 1 of section 4902 of the public
health 1law, as amended by section 2 of part A of chapter 69 of the laws
of 2016, is amended and a new paragraph (j) is added to read as follows:

(i) When conducting wutilization review for purposes of determining
health care coverage for substance use disorder treatment, a utilization
review agent shall utilize AN evidence-based and peer reviewed clinical
review [tools designated by the office of alcoholism and substance abuse
services that are appropriate to the age of the patient and consistent
with the treatment service levels within the office of alcoholism and
substance abuse services system] TOOL THAT IS APPROPRIATE TO THE AGE OF
THE PATIENT. WHEN CONDUCTING SUCH UTILIZATION REVIEW FOR TREATMENT
PROVIDED IN THIS STATE, A UTILIZATION REVIEW AGENT SHALL UTILIZE AN
EVIDENCE-BASED AND PEER REVIEWED CLINICAL TOOL DESIGNATED BY THE OFFICE
OF ALCOHOLISM AND SUBSTANCE ABUSE SERVICES THAT IS CONSISTENT WITH THE
TREATMENT SERVICE LEVELS WITHIN THE OFFICE OF ALCOHOLISM AND SUBSTANCE
ABUSE SERVICES SYSTEM. All approved tools shall have inter rater reli-
ability testing completed by December thirty-first, two thousand
sixteen.

(J) WHEN CONDUCTING UTILIZATION REVIEW FOR PURPOSES OF DETERMINING
HEALTH CARE COVERAGE FOR A MENTAL HEALTH CONDITION, A UTILIZATION REVIEW
AGENT SHALL UTILIZE EVIDENCE-BASED AND PEER REVIEWED CLINICAL REVIEW
CRITERIA THAT IS APPROPRIATE TO THE AGE OF THE PATIENT. THE UTILIZATION
REVIEW AGENT SHALL USE CLINICAL REVIEW CRITERIA DEEMED APPROPRIATE AND
APPROVED FOR SUCH USE BY THE COMMISSIONER OF THE OFFICE OF MENTAL
HEALTH, IN CONSULTATION WITH THE COMMISSIONER AND THE SUPERINTENDENT OF
FINANCIAL SERVICES. APPROVED CLINICAL REVIEW CRITERIA SHALL HAVE INTER
RATER RELIABILITY TESTING COMPLETED BY DECEMBER THIRTY-FIRST, TWO THOU-
SAND NINETEEN.

§ 44. This act shall take effect on the first of January next succeed-
ing the date on which it shall have become a law and shall apply to all
policies and contracts issued, renewed, modified, altered or amended on
or after such date; provided, however, notwithstanding any provision of
law to the contrary, nothing in this act shall limit the rights accruing
to employees pursuant to a collective bargaining agreement with any
state or local government employer for the unexpired term of such agree-
ment where such agreement is in effect on the effective date of this act
and so long as such agreement remains in effect thereafter or the eligi-
bility of any member of an employee organization to join a health insur-
ance plan open to him or her pursuant to such a collectively negotiated
agreement.

SUBPART B

Section 1. Subdivision 1 of section 2803-u of the public health law,
as added by section 1 of part C of chapter 70 of the laws of 2016, is
amended to read as follows:

1. The office of alcoholism and substance abuse services, in consulta-
tion with the department, shall develop or utilize existing educational
materials to be provided to general hospitals to disseminate to individ-
uals with a documented substance use disorder or who appear to have or
be at risk for a substance use disorder during discharge planning pursu-
ant to section twenty-eight hundred three-i of this [chapter] ARTICLE.
Such materials shall include information regarding the various types of
treatment and recovery services, including but not limited to: inpa-
tient, outpatient, and medication-assisted treatment; how to recognize
the need for treatment services; information for individuals to deter-
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mine what type and level of treatment 1is most appropriate and what
resources are available to them; and any other information the commis-
sioner deems appropriate. GENERAL HOSPITALS SHALL INCLUDE IN THEIR POLI-
CIES AND PROCEDURES TREATMENT PROTOCOLS, CONSISTENT WITH MEDICAL STAND-
ARDS, TO BE UTILIZED BY THE EMERGENCY DEPARTMENTS IN GENERAL HOSPITALS



FOR THE APPROPRIATE USE OF MEDICATION-ASSISTED TREATMENT, INCLUDING
BUPRENORPHINE, PRIOR TO DISCHARGE, OR REFERRAL PROTOCOLS FOR EVALUATION
OF MEDICATION-ASSISTED TREATMENT WHEN INITIATION IN AN EMERGENCY DEPART-
MENT OF A GENERAL HOSPITAL IS NOT FEASIBLE.

§ 2. This act shall take effect immediately.

SUBPART C
Intentionally Omitted
SUBPART D

Section 1. Paragraph (r) of subdivision 4 of section 364-j of the
social services law, as amended by section 39 of part A of chapter 56 of
the laws of 2013, is amended to read as follows:

(r) A managed care provider shall provide services to participants
pursuant to an order of a court of competent jurisdiction, provided
however, that such services shall be within such provider's or plan's
benefit package and are reimbursable wunder title xix of the federal
social security act, PROVIDED THAT SERVICES FOR A SUBSTANCE USE DISORDER
SHALL BE PROVIDED BY A PROGRAM LICENSED, CERTIFIED OR OTHERWISE AUTHOR-
IZED BY THE OFFICE OF ALCOHOLISM AND SUBSTANCE ABUSE SERVICES.

§ 2. This act shall take effect immediately; provided, however that
the amendments to paragraph (r) of subdivision 4 of section 364-j of the
social services law made by section one of this act shall not affect the
repeal of such section and shall be deemed to be repealed therewith.

SUBPART E
Intentionally Omitted

§ 2. Severability clause. If any clause, sentence, paragraph, subdivi-
sion, section or part of this act shall be adjudged by any court of
competent jurisdiction to Dbe invalid, such judgment shall not affect,
impair, or invalidate the remainder thereof, but shall be confined in
its operation to the clause, sentence, paragraph, subdivision, section
or part thereof directly involved in the controversy in which such judg-
ment shall have been rendered. It has hereby declared to be the intent
of the 1legislature that this act would have been enacted even if such
invalid provisions had not been included herein.

§ 3. This act shall take effect immediately provided, however, that
the applicable effective date of Subparts A through E of this act shall
be as specifically set forth in the last section of such Subparts.

PART CC
Intentionally Omitted
PART DD
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Intentionally Omitted
PART EE

Section 1. Subdivision 10 of section 2899-a of the public health law,
as amended by section 5 of part C of chapter 57 of the laws of 2018, 1is
amended to read as follows:

10. Notwithstanding subdivision eleven of section eight hundred
forty-five-b of the executive 1law, a certified home health agency,
licensed home care services agency or long term home health care program
certified, licensed or approved under article thirty-six of this chapter
or a home care services agency exempt from certification or licensure
under article thirty-six of this chapter, a hospice program under arti-
cle forty of this chapter, or an adult home, enriched housing program or
residence for adults licensed under article seven of the social services
law, or a health home, or any subcontractor of such health home, who
contracts with or is approved or otherwise authorized by the department
to provide health home services to all enrollees enrolled pursuant to a
diagnosis of a developmental disability as defined in subdivision twen-
ty-two of section 1.03 of the mental hygiene law and enrollees who are
under twenty-one years of age under section three hundred sixty-five-1
of the social services law, or any entity that provides home and commu-
nity based services to enrollees who are under twenty-one years of age
under a demonstration program pursuant to section eleven hundred fifteen
of the federal social security act may temporarily approve a prospective
employee while the results of the criminal history information check and
the determination are pending, upon the condition that the provider
conducts appropriate direct observation and evaluation of the temporary
employee, while he or she is temporarily employed, and the care recipi-
ent; provided, however, that for a health home, or any subcontractor of
a health home, who contracts with or is approved or otherwise authorized
by the department to provide health home services to all enrollees
enrolled pursuant to a diagnosis of developmental disability as defined
in subdivision twenty-two of section 1.03 of the mental hygiene law and
enrollees who are under twenty-one years of age under section three



hundred sixty-five-1 of the social services law, or any entity that
provides home and community based services to enrollees who are under
twenty-one vyears of age under a demonstration program pursuant to
section eleven hundred fifteen of the federal social security act,
direct observation and evaluation of temporary employees shall not be
required until [April] JULY first, two thousand nineteen. The results of
such observations shall be documented in the temporary employee's
personnel file and shall be maintained. For purposes of providing such
appropriate direct observation and evaluation, the provider shall
utilize an individual employed by such provider with a minimum of one
year's experience working in an agency certified, licensed or approved
under article thirty-six of this chapter or an adult home, enriched
housing program or residence for adults licensed under article seven of
the social services law, a health home, or any subcontractor of such
health home, who contracts with or is approved or otherwise authorized
by the department to provide health home services to those enrolled
pursuant to a diagnosis of a developmental disability as defined in
subdivision twenty-two of section 1.03 of the mental hygiene law and
enrollees who are under twenty-one years of age wunder section three
hundred sixty-five-1 of the social services law, or any entity that
provides home and community based services to enrollees who are under
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twenty-one vyears of age under a demonstration program pursuant to
section eleven hundred fifteen of the federal social security act. If
the temporary employee is working under contract with another provider
certified, 1licensed or approved under article thirty-six of this chap-
ter, such contract provider's appropriate direct observation and evalu-
ation of the temporary employee, shall be considered sufficient for the
purposes of complying with this subdivision.

§ 2. This act shall take effect immediately, except that if this act
shall have Dbecome a law on or after April 1, 2019 this act shall take
effect immediately and shall be deemed to have been in full force and
effect on and after April 1, 2019.

PART FF

Section 1. Section 4 of chapter 495 of the laws of 2004, amending the
insurance law and the public health law relating to the New York state
health insurance continuation assistance demonstration project, as
amended by section 1 of part QQ of chapter 58 of the laws of 2018, is
amended to read as follows:

§ 4. This act shall take effect on the sixtieth day after it shall
have become a law; provided, however, that this act shall remain in
effect wuntil July 1, [2019] 2020 when upon such date the provisions of
this act shall expire and be deemed repealed; provided, further, that a
displaced worker shall be eligible for continuation assistance retroac-
tive to July 1, 2004.

§ 2. This act shall take effect immediately.

PART GG

Section 1. It is the intent of the legislature that, subject to the
approval of the director of the budget and sufficient appropriation
authority, no less than one hundred million dollars of existing revenue
shall be made available annually to support programs operated by the New
York state office of alcoholism and substance abuse services or agencies
certified, authorized, approved or otherwise funded by the New York
state office of alcoholism and substance abuse services to provide
opioid treatment, recovery and prevention and education services.

§ 2. This act shall take effect immediately.

PART HH

Section 1. Subdivision 5 of section 209 of the elder law, as amended
by section 1 of part S of chapter 59 of the laws of 2016, is amended to
read as follows:

5. Within amounts specifically appropriated therefor and consistent
with the criteria developed and required pursuant to this section the
director shall approve grants to eligible applicants. Individual grants
awarded for classic NORC programs shall be in amounts not to exceed
[two] THREE hundred thousand ([$200,000] $300,000) dollars and for
neighborhood NORCs not less than sixty thousand ($60,000) dollars in any
twelve month period.

§ 2. This act shall take effect immediately.

PART II
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Section 1. Section 13 of chapter 141 of the laws of 1994, amending the
legislative law and the state finance law relating to the operation and
administration of the legislature, as amended by section 2 of part GGG
of chapter 59 of the laws of 2018, is amended to read as follows:

§ 13. This act shall take effect immediately and shall be deemed to
have been in full force and effect as of April 1, 1994, provided that,



the provisions of section 5-a of the legislative law as amended by
sections two and two-a of this act shall take effect on January 1, 1995,
and provided further that, the provisions of article 5-A of the legisla-
tive law as added by section eight of this act shall expire June 30,
[2019] 2020 when upon such date the provisions of such article shall be
deemed repealed; and provided further that section twelve of this act
shall be deemed to have been in full force and effect on and after April
10, 1994.

§ 2. This act shall take effect immediately, provided, however, if
section one of this act shall take effect on or after June 30, 2019
section one of this act shall be deemed to have been in full force and
effect on and after June 30, 2019.

PART JJ

Section 1. Section 2815 of the public health law is amended by adding
a new subdivision 5-a to read as follows:

5-A. NOTWITHSTANDING ANYTHING IN THIS SECTION TO THE CONTRARY, THE
AUTHORITY IS AUTHORIZED AND DIRECTED TO TRANSFER FROM THE RESTRUCTURING
POOL TO THE DEPARTMENT, UPON WRITTEN REQUEST OF THE DIRECTOR OF THE
BUDGET AND WITHIN THIRTY DAYS THEREOF, FUNDS REPAID BY PARTICIPATING
BORROWERS, AND HELD BY THE AUTHORITY RELATING TO RESTRUCTURING POOL
LOANS FUNDED BY AMOUNTS TRANSFERRED TO THE RESTRUCTURING POOL BY THE
DEPARTMENT OR REMAINING FUNDS IN THE RESTRUCTURING POOL THAT WERE TRANS-
FERRED BY THE DEPARTMENT, NOT TO EXCEED A TOTAL OF EIGHTY-THREE MILLION
FIVE HUNDRED THOUSAND DOLLARS, EXCEPTING THEREFROM AMOUNTS NECESSARY TO
PAY EXPENSES OF THE AUTHORITY AS PROVIDED IN THE AGREEMENT DESCRIBED IN
SUBDIVISION THREE OF THIS SECTION. ALL PARTICIPATING BORROWERS SHALL BE
OBLIGATED 1IN THEIR LOAN AGREEMENT TO REPAY NO LATER THAN MARCH THIRTY-
FIRST, TWO THOUSAND TWENTY ALL FUNDS BORROWED FROM THE EIGHTY-THREE
MILLION FIVE HUNDRED THOUSAND DOLLARS TRANSFERRED BY THE DEPARTMENT
PURSUANT TO THIS SECTION, TO FUND THESE RESTRUCTURING POOL LOANS.
FURTHER, IN RESPECT OF THESE BORROWED FUNDS, ALL PARTICIPATING BORROWERS
SHALL BE REQUIRED UNDER THE TERMS OF THEIR LOAN AGREEMENT TO IMMEDIATELY
UPON RECEIPT OF QUALITY IMPROVEMENT INCENTIVE PAYMENTS OR ADDITIONAL
SUPPLEMENTAL ASSISTANCE INITIATE REPAYMENT OF AN AMOUNT EQUAL TO THE
QUALITY IMPROVEMENT INCENTIVE PAYMENTS OR ADDITIONAL SUPPLEMENTAL
ASSISTANCE NOT TO EXCEED THE AMOUNT OF SUCH BORROWED FUNDS, UNLESS A
WAIVER OR EXTENSION OF REPAYMENT HAS BEEN APPROVED BY THE DIRECTOR OF
THE BUDGET.

§ 2. This act shall take effect immediately.

PART KK

Section 1. The Department of Health shall conduct a study to examine
how staffing enhancements and other initiatives could be used to improve
patient safety and the quality of healthcare service delivery in hospi-
tals and nursing homes subject to article 28 of the public health law.
The Department study shall consider minimum staffing levels, other
staffing enhancement strategies, and other patient quality improvement
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initiatives for registered nurses, licensed practical nurses, and certi-
fied nurse aides to improve the quality of care and patient safety.

The study will analyze the range of potential fiscal impacts of staff-
ing levels, other staffing enhancement strategies, and other patient
quality improvement initiatives.

The Department study will commence no later than May 1, 2019, and
shall engage stakeholders, including the statewide hospital and nursing
home associations, direct care health workers, and patient and community
health advocates, and shall report its findings and recommendations to
the Commissioner of the Department of Health and to the Temporary Presi-
dent of the Senate and Speaker of the Assembly no later than December
31, 2019.

§ 2. This act shall take effect immediately and shall be deemed to
have been in full force and effect on and after April 1, 2019.

§ 2. Severability clause. If any clause, sentence, paragraph, subdivi-
sion, section or part of this act shall be adjudged by any court of
competent jurisdiction to be invalid, such judgment shall not affect,
impair, or invalidate the remainder thereof, but shall be confined in
its operation to the clause, sentence, paragraph, subdivision, section
or part thereof directly involved in the controversy in which such judg-
ment shall have been rendered. It is hereby declared to be the intent of
the legislature that this act would have been enacted even if such
invalid provisions had not been included herein.

§ 3. This act shall take effect immediately provided, however, that
the applicable effective date of Parts A through KK of this act shall be
as specifically set forth in the last section of such Parts.



