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SENATE No. 787
By Mr. Rosenberg, a petition (accompanied by bill, Senate,

No. 787) of Stanley C. Rosenberg for legislation to increase afford-
ability and accessibility of health insurance in the Commonwealth.
Insurance.

in the Year One Thousand Nine Hundred and Ninety-Five

An Act to increase affordability and accessibility of health insur-
ance IN MASSACHUSETTS.

Be it enacted by the Senate and House of Representatives in General
Court assembled, and by the authority ofthe same, asfollows:

1 SECTION 1. The General Laws are hereby amended by insert-
-2 ing after Chapter 176 L the following chapter:

3
4

5 Section 1. Findings and Declarations.
6 It is hereby found and declared:

That, while most residents of the commonwealth are insured
8 through their employers’ group health benefits plans, there are a
9 significant number of residents who do not have access to health

10 insurance through the employer group market;
11 That, many residents of the commonwealth without group cov-
-12 erage face substantial obstacles in obtaining health insurance13 because of the insufficient number of affordable non-group prod--14 ucts in the marketplace;
15 That, the most effective way of making non-group health insur--6 ance accessible and affordable to those who need it is to build an7 active, functioning non-group market to complement the group8 insurance market that continues to work well for the majority of19 the residents of the commonwealth-
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20 That, it is more efficient, less costly and otherwise preferable
21 for individuals to obtain and maintain health insurance coverage
22 offered through the group market;
23 That, the most cost-effective way of ensuring access to afford-
-24 able health care coverage to those who need it is to target subsi-
-25 dies for non-group insurance premiums to individuals who meet
26 specific income guidelines rather than to subsidize institutions;
27 That, the most desirable way of ensuring access to affordable,
28 high quality health care is to encourage individuals to enroll in
29 managed health care plans to reduce inefficiencies and costs asso-
-30 ciated with uncontrolled health care utilization, as well as to facil-
-31 itate the accurate assessment of the performance of health care
32 providers;
33 That, it is in the public interest to distribute equitably the finan-
-34 cial burden of assuring the availability of comprehensive and
35 affordable health care to all residents of the commonwealth, and
36 therefore to subsidize health care for individuals ineligible for
37 group coverage by means of broad-based tax revenues; and
38 That, all carriers who choose to participate in the non-group
39 market should do so on equal terms, and should compete on the
40 basis of price and quality rather than selective enrollment of
41 healthy individuals through medical underwriting practices.
42 Section 2. Definitions.
43 As used in this chapter the following words shall have the fol-
-44 lowing meanings unless the context clearly requires otherwise:
45 “Adjusted Gross Income”, adjusted gross income used in con-
-46 nection with the poverty guidelines as defined by the United
47 States Bureau of the Census.
48 “Carrier”, an insurer licensed or otherwise authorized to trans-
-49 act accident and health insurance under chapter one hundred and
50 seventy-five; a non-profit hospital service corporation organized
51 under chapter one hundred and seventy-six A; a nonprofit medical
52 service corporation organized under chapter one hundred and
53 seventy-six B; a health maintenance organization organized under
54 chapter one hundred and seventy-six G; and an insured group
55 health benefit plan that includes a preferred provider arrangement
56 organized under chapter one hundred and seventy-six I.
57 “Commissioner”, the commissioner of the division of
58 insurance.
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“Department”, the department of medical security.59
“Designated Geographic Area”, one of not less than five dis-

tinct regions of the commonwealth which has been designated by
the commissioner for purposes of rate adjustments.

60
61
62

“Eligible Individual”, a resident of the commonwealth who
meets all of the following criteria: a) the individual does not have
access to a health benefit plan through such individual’s employer,
either because the employer does not offer a health benefit plan or
because the employee does not meet the eligibility criteria under
such health benefit plan including the criteria for an eligible
employee set forth in chapter one hundred and seventy-six J;
b) some or all of the premium for the individual’s health benefit
plan, whether issued on a group or non-group basis, is not paid
directly or indirectly by such individual’s employer; c) the indi-
vidual is not eligible for coverage through a health benefit plan in
which such individual’s spouse or parent or guardian is enrolled
or eligible to be enrolled; d) such individual is not eligible to
obtain benefits through a health insurance program administered
directly or indirectly by the department under chapter one hundred
and eighteen F; e) such individual is not or is no longer eligible
for continued group coverage under section 49808 of the Internal
Revenue Code of 1986, sections 601 through 608 of the Employee
Retirement Income Security Act of 1974, or pursuant to sec-
tions 2201 through 2208 of the Public Health Service Act, as
amended; and f) the individual is not eligible for benefits funded
and administered by any other state or federal government pro-
gram. For the purpose of subsection (e) above, an individual who
would have been eligible for such continuation of coverage bene-
fits, but is not eligible solely because such individual failed to
make the required coverage election during the applicable time
period, shall be deemed to be eligible for such group coverage
until the date on which the individual’s continuing group coverage
benefits would have expired had an election been made.
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“Financial Impairment”, a condition in which, as determined by
the commissioner, the carrier is, or if subjected to the provisions
of this chapter could reasonably be expected to be, insolvent, or
otherwise in an unsound financial condition such as to render
its further transactions of business hazardous to the public or its
policyholders or members, or compelled to compromise, or

92
93
94
95
96
97
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98 attempt to compromise, with its creditors or claimants on the
grounds that it is financially unable to pay its claims.99

100 “Health Benefit Plan”, any individual, general, blanket or group
policy of health, accident and sickness insurance issued by an
insurer licensed under chapter one hundred and seventy-five; a
group hospital service plan issued by a non-profit hospital service
corporation under chapter one hundred and seventy-six A; a group
medical service plan issued by a non-profit hospital service corpo-
ration under chapter one hundred and seventy-six B; a group
health maintenance contract issued by a health maintenance orga-
nization under chapter one hundred and seventy-six G; an insured
group health benefit plan that includes a preferred provider
arrangement under chapter one hundred and seventy-six I. The
term “health benefit plan” shall not include accident only, credit,
dental or disability income insurance, coverage issued as a supple-
ment to liability insurance, insurance arising out of a workers’
compensation or similar law, automobile medical payment insur-
ance, insurance under which beneficiaries are payable with or
without regard to fault and which is statutorily required to be con-
tained in a liability insurance policy or equivalent self-insurance,
long-term care only insurance, or any group blanket or general
policy which provides supplemental coverage to medicare or other
governmental programs.

101
102
103
104
105
106
107
108
109
no
11l
112
113
114
115
116
117
118
119
120

“Health Statement”, a formal written statement to be completed
by every applicant for non-group coverage and which sets out in
standardized form information specified by the department as rel-
evant to determining whether or not the applicant should be classi-
fied as a high-risk enrollee.

121
122
123
124
125

“High-Risk Enrollee”, an eligible individual who has been
determined by the carrier and department in accordance with uni-
form medical criteria developed by the department to be likely to
incur health care costs which exceed the amount of the premium
collected from or on behalf of such individual.

126
127
128
129
130

“High-Risk Subsidy”, a financial subsidy administered by the
department and furnished to carriers providing qualified health
benefit plans to high-risk enrollees in accordance with section
eight of this chapter.

131
132
133
134

“Managed Health Care Plan”, a health benefit plan which pro-
vides or arranges for, supervises and coordinates health care serv-

135
136
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137 ices to enrolled participants, including but not limited to plans
administered by health maintenance organizations and preferred
provider organizations.

138
139

“Mandated Benefit”, a health service or category of health
service provider which a carrier is required by its licensing or
other statute to include in its health benefit plan.

140
141
142

“Permissible Rate Band”, the criteria according to which carri-
ers are permitted to charge an individual enrolled in a health ben-
efit plan a premium rate which differs from that charged to
another enrollee for the same or substantially similar coverage, or
the maximum ratio of variation between the highest premium
charged and the lowest premium charged to enrollees, both in all
cases and when rates are adjusted according to the aforemen-
tioned criteria.

143
144
145
146
147
148
149
150

“Pre-Existing Condition Provision”, a health benefit plan pro-
vision which excludes coverage for charges or expenses incurred
during a specified period following the effective date of coverage
(i) as to a condition which, during a specified period immediately
preceding the effective date of coverage, had manifested itself in
such a manner as would cause an ordinarily prudent person to
seek medical advice, diagnosis, care or treatment or for which
medical advice, diagnosis, care or treatment was recommended or
received or (ii) as to a pregnancy existing on the effective date of
coverage.”

151
152
153
154
155
156
157
158
159
160
161 “Premium Subsidy”, a financial subsidy of the premium

charged to low and middle income individuals who are eligible to
enroll in a qualified health benefit plan in accordance with section
nine of this chapter in order to enable and encourage such indi-
viduals to purchase health care coverage by enrolling in a health
benefit plan.

162
163
164
165
166
167 “Qualified Health Benefit Plan”, a health benefit plan meeting

the criteria of section five (a) of this chapter.168
169 “Rate Basis Type”, each category of individual or family com-

position for which separate rates are charged for a qualified health
benefit plan as determined by the carrier subject to regulations
promulgated by the commissioner.

170
171
172

“Rating Period”, the period for which premium rates estab
lished by a carrier are in effect, as determined by the carrier.

173
174
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“Resident”, a person living in the commonwealth, as defined by
the department by regulation; provided, however, that the person
did not move into the commonwealth for the sole purpose of
securing health insurance under this chapter; and provided further,
that confinement of a person in a nursing home, hospital or other
medical institution shall not by itself be sufficient to qualify such
person as a resident.

175
176
177
178
179
180
181
182 “Waiting period”, a period immediately subsequent to the effec-

tive date of coverage under a health benefit plan during which the
carrier does not pay for some or all hospital or medical expenses.

183
184

Section 3. Provision of Non-Group Insurance in the
Commonwealth.

185
186

This chapter applies to all health benefit plans issued, made
effective, delivered or renewed to any eligible individual on or
after May 1, 1993. Nothing in this chapter shall be construed to
require a carrier which does not issue health benefit plans that are
subject to the provisions of this chapter to issue health benefit
plans that are subject to the provisions of this chapter.

187
188
189
190
191
192

Section 4. Enrollment in Health Benefit Plans.193
(a) Every carrier shall make available to every eligible individ-

ual a qualified health benefit plan which it provides to any eligible
individual. Except under the conditions set forth below, every car-
rier shall enroll every eligible individual who seeks to enroll in a
qualified health benefit plan, or any supplemental benefit plans
offered by the carrier pursuant to sec- tion five (c) of this chap-
ter, during the carrier’s open enrollment period.

194
195
196
197
198
199
200

(b) All carriers which enroll eligible individuals shall provide
for open enrollment for all eligible individuals commencing on
February first and ending on March thirty-first of each year, for
coverage to be effective not later than ninety days from the date of
enrollment; provided, however, that nothing contained herein shall
preclude the carrier from offering additional periods of open
enrollment for eligible individuals or from offering group conver-
sion coverage at times other than during the open enrollment peri-
od consistent with the carrier’s policies uniformly applied.

201
202
203
204
205
206
207
208
209

(c) Any carrier that offers health benefits to eligible individuals
that decides to terminate coverage for all eligible individuals
enrolled in its non-group health benefit plans offered pursuant to
this chapter must notify the commissioner no later than ninety

210
211
212
213
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days prior to the beginning of the next open enrollment period
described in subsection (b) that it is terminating coverage under
its non-group health benefit plans and that it will not participate in
the upcoming open enrollment period. Such carrier must continue
to provide coverage to those eligible individuals covered as of the
date of the notice of intent to terminate coverage until ninety days
after the conclusion of the said open enrollment period or until all
of such carrier’s non-group enrollees are transferred to another
carrier providing qualified health benefit plans to eligible individ-
uals, whichever occurs first. Such carrier shall not continue to
offer coverage under its qualified health benefit plans after the
date of the notice of the carrier’s interest to terminate.

214
215
216
217
218
219
220
221

iw

223
224
225

(d) A carrier shall not be required to issue a qualified health
benefit plan to an eligible individual if the carrier can demonstrate
to the satisfaction of the commissioner that: (1) the individual
fails at the time of issuance or renewal to meet the eligibility
requirements for coverage; (2) acceptance of applications would
create for the carrier a condition of financial impairment, and the
carrier demonstrates the same to the commissioner; (3) the eligi-
ble individual does not meet a health maintenance organization’s
requirements regarding residence or employment within the health
maintenance organization’s approved service area; or (4) within
an area, where the health maintenance organization reasonably
anticipates, and demonstrates to the satisfaction of the commis-
sioner, that it will not, within that area, have the capacity in its
network of providers to deliver services adequately to the individ-
ual because of its obligations to existing contract holders and
enrollees; provided that the health maintenance organization that
demonstrates to the satisfaction of the commissioner may not
offer coverage in the applicable area to any new applicants for
coverage, whether they be applicants for group or non-group cov-
erage, until the later of ninety days after each such refusal or the
date on which the health maintenance organization notifies the
commissioner that it has regained capacity to deliver services to
eligible individuals.

226
227
228
229
230
231
,232
233
234
235
236
237
238
239
240
241
242

1 243
244
245
246
247
248

(e) A carrier shall not be required to issue a health benefit plan
to an eligible individual if the carrier can demonstrate to the satis-
faction of the commissioner that within the prior twelve months
(1) the individual repeatedly failed to pay the required premium

249
250
251
252
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253 on a timely basis, or (2) the individual committed fraud, or mis-
represented whether or not he or she qualifies as an eligible indi-
vidual, or (3) the individual failed to comply in a material way
with the provisions of the health benefit plan, the member contract
or subscriber agreement. A carrier shall not be required to issue a
health benefit plan to an eligible individual if the individual fails
to comply with the carrier’s request for information which the car-
rier deems necessary to verify information provided in the appli-
cation for coverage under the health benefit plan or to qualify
such individual as a high-risk enrollee.

254
255
256
257
258
259
260
261
262
263 Section 5. Qualified Health Benefit Plans.

(a) Each carrier offering coverage to an eligible individual shall
offer a uniform set of benefits specified by the commissioner in
regulation which shall include at least the following medically
necessary services: reasonably comprehensive physician services;
inpatient and outpatient hospital services; emergency health care
services; and the full range of effective clinical preventive care.
The commissioner shall only require the carrier to offer additional
medical treatments, procedures, and related health services based
on their immediate and long-term effectiveness in improving the
medical status of individuals. The commissioner, in consultation
with the commissioner of the department, may waive the require-
ments to provide mandated benefits. To the extent not inconsistent
with the carrier’s licensing statute, the benefits specified under
this section shall be provided to eligible individuals through a
managed health care plan.

264
265
266
267
268
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(b) The carrier may establish member or subscriber cost-
sharing requirements, provided, however, that any member or sub-
scriber cost-sharing requirement set forth in a qualified health
benefit plan that serves as a financial barrier to reasonable access
to medical care shall be subject to disapproval by the commis-
sioner. Any cost-sharing requirements shall be consistent with the
carrier’s basic method of operation.

279
280
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284
285

(c) Subsection (a) of the section 5 shall not be construed to pre-
vent a carrier from offering health benefits in addition to those
mandated by the commissioner for the qualified health benefit
plan or for reducing cost-sharing requirements if such additional
benefits or reductions in cost-sharing are offered and priced sepa-
rately from the qualified health benefit plan, and are offered to

286
287
288
289
290
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292 every eligible individual enrolled in the carrier’s qualified health
293 benefit plan.
294 (d) No carrier may exclude any eligible individual on the basis
295 of the actual or expected health condition of such person or
296 impose pre-existing condition limitations or waiting periods as a
297 condition of coverage under a health benefit plan offered pursuant
298 to this chapter.
299 (e) A health maintenance organization may elect to offer its
300 federally-qualified benefit plan to eligible individuals. Such
301 federally-qualified benefit plan shall be deemed to be a qualified
302 health benefit plan and to meet all of the requirements of subsec-
-303 tion (a).
304 Section 6. Rate Requirements.
305 (a) Premiums charged to eligible individuals for a qualified
306 health benefit plan issued or renewed on or after May 1, 1993
307 shall satisfy the following requirements:
308 (1) Each carrier shall establish a standard premium for its quali-
-309 fied health benefit plan and any supplemental benefit plan for
310 each rating period. The amount of premium charged to any eligi-

ble individual shall be limited to the standard premium multiplied
312 by the class factors specified in subsections (2), (3), and (4), if
313 any, and may vary by rate basis type as provided in subsection 5
314 below.
315 (2) A carrier may establish an area rate adjustment for each
316 designated geographic area, the value of which shall range from
317 eight-tenths to one and one-fifth. If a carrier chooses to establish
318 area rate adjustments, the premium charged to every eligible indi-
-319 vidual within each area shall be subject to the applicable area rate
320 adjustment.

>321 (3) A carrier may establish premium rate adjustments based on
322 the age of insured individuals which shall be uniform with each
323 age band.
324 (4) A carrier may establish a premium rate adjustment based on
325 actuarially-sound calculations of costs associated with the sex of
326 the eligible individual.
327 (5) A carrier may establish a premium rate differential based on
328 the rate basis type.
329 (6) Notwithstanding the provisions of subsections (2), (3), and
330 (4), the premium rate for each rate basis type charged to any

t
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331 eligible individual shall not exceed four times the lowest premium
rate charged to any eligible individual.332

333 (7) No carrier may vary rates for health benefit plans based on
health status, claims experience, duration or any other factors
other than the factors expressly set forth in this section.

334
335

(b) The enrollee contracts and premium rates charged by carri-
ers for health benefit plans offered pursuant to this chapter shall
be subject to disapproval by the commissioner. No such contracts
shall be approved by the commissioner if the benefits provided
therein are unreasonable in relation to the rate charged, or if the
rates are excessive, inadequate or unfairly discriminatory. To gain
approval, classifications shall be fair and reasonable. The commis-
sioner shall be responsible for ensuring that the rating practices of
all carriers comply with the requirements for permissible rate
bands under this chapter.

336
337
338
339
340
341
342
343
344
345
346 Section 7. Assignment to the High-Risk Pool.
347 As part of the open enrollment application process, each eligi-

ble individual seeking to enroll in a qualified health benefit plan
shall be required to complete a uniform health statement as pre-
scribed by the department. Any eligible individual that fails to
meet the minimum health screening criteria established by the
department shall be designated as high-risk enrollee. In develop-
ing these criteria the department shall take into consideration
those conditions which are subject to pre-existing condition limi-
tations, waiting periods, and exclusions under health statements
that are in use by carriers immediately prior to the effective date
of this chapter. In no case shall more than ten percent of all eligi-
ble individuals enrolled in all qualified health benefit plans
offered pursuant to this chapter be designated by the department
as high-risk. Upon request by a carrier, the department may close
such carrier’s enrollment to high-risk enrollees if the enrollment
of such individuals exceeds ten percent of the carrier’s total popu-
lation. The carrier selected by the high-risk individual shall be
entitled to the high-risk subsidy described in section eight of this
chapter. Nothing in this section shall be construed as to relieve the
high-risk enrollee from his or her obligation to pay the full
amount of the premium to the carrier in a timely manner unless
the individual qualifies for an income subsidy, or of the portion of
the premium for which the high-risk enrollee has been assessed, if
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he or she qualifies for an income subsidy which is less than the
full amount of the premium. Any eligible individual who is desig-
nated as a high-risk enrollee must requalify for high-risk classifi-
cation on an annual basis in accordance with the procedures estab-
lished by the department. The department may not later designate
as a high-risk enrollee an individual whom it did not initially
determine to be a high-risk enrollee on the basis of his or her
health statement. Once an individual has failed to requalify as a
high-risk enrollee, the department may not redesignate such indi-
vidual as a high-risk enrollee.

370
371
372
373
374
375
376
377
378
379

Section 8. High-Risk Subsidy.380
The department shall reimburse the carrier its costs of provid-

ing health care services to high-risk enrollees at the lower of the
carrier’s actual costs or the providers’ usual and customary
charges for such health care services to the extent that the total
cost of covered health care services provided to all high-risk
enrollees in the carrier’s qualified health benefit plan
exceeds 110% of the aggregate premiums paid to the carrier by all
high-risk enrollees. The high-risk subsidy applies only to benefits
covered under the carrier’s qualified health benefit plan and does
not apply to any supplemental benefits offered by the carrier.
Payment of the high-risk subsidy, if any, will be made to the
carrier on a monthly basis, but will be subject to an annual settle-
ment. As a condition of payment of the high-risk subsidy, the
department may require a carrier to institute or maintain utiliza-
tion review and case management programs for high-risk
enrollees.

381
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385
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388
389
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394
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396
397 Section 9. Premium Subsidies
398 The department shall design and administer a mechanism for

subsidizing the premium costs of economically disadvantaged eli-
gible individuals enrolled in a qualified health benefit plan. The
basis for the premium subsidy shall be the price of the lowest-cost
qualified health benefit plan offered in the geographic area in
which the individual lives as determined by the Department.
Individuals shall be eligible for such subsidies on the following
terms: (a) an individual with an adjusted gross income at or lower
than one hundred percent of the federal poverty level as deter-
mined on an annual basis by the Secretary of Health and Human
Services shall receive a subsidy equal to the full price of the basis
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409 premium; (b) an eligible individual with an adjusted gross income
greater than one hundred percent of the federal poverty level but
less than or equal to two hundred percent of federal poverty level
shall receive a subsidy equal to ninety percent of the price of the
basis premium; and (c) an individual with an adjusted gross
income of greater than two hundred percent of the federal poverty
level but less than four hundred percent of the federal poverty
level shall receive a subsidy to be determined by the department
on a sliding scale according to income, but which shall range
between ninety percent and five percent of the price of the basis
premium for the qualified health benefit plan. The premium sub-
sidy applies only to premiums charged for the qualified health
benefit plan and does not apply to any supplemental benefit plan
offered by the carrier. Payment of the premium subsidy, if any,
shall be made to each carrier monthly, in advance of the period in
which services are to be provided. Notwithstanding any provision
of law or regulation to the contrary, the premium subsidy paid to a
carrier on behalf of an eligible individual shall be treated as
income to such individual for purposes of the Massachusetts
income tax.

410
411
412
413
414
415
416
417
418
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421
422
423
424
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Section 10. Application ofLaws.429
A carrier which enrolls eligible individuals in a qualified health

benefit plan shall be subject to all of the provisions of its enabling
or licensing statute_ or any other provisions of the general laws
applicable thereto to the extent such provisions do not conflict and
are not inconsistent with the provisions of this chapter.

430
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433
434
435

A carrier which provides a qualified health benefit plan to an
eligible individual shall file annually with the commissioner, with-
in one hundred and twenty days of the close of its fiscal year, a
report covering its prior fiscal year. The report shall include:

436
437
438
439

(a) the number of persons enrolled in its qualified health benefit
plans and any supplemental benefit plans;

440
441

(b) financial and utilization data of qualified health benefit
plans; and

442
443

(c) such other information as the commissioner may reasonably
require.

444
445

Section 12. Powers of Commissioner.446
In addition to other powers specified in this chapter, the com-

missioner may, after due hearing and in consultation with carriers
providing or intending to provide qualified health benefit plans;

447
448
449

Section 11. Reports.
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450 (i) promulgate appropriate rules and regulations necessary to
451 the administration and enforcement of this chapter;
452 (ii) issue an order requiring any person or organization to cease
453 and desist from violating any provision of this chapter or any
454 rules, regulations, or order hereunder; and
455 (iii) require any person or organization found to have violated
456 any provision of this chapter or any rule, regulation or order here-
-457 under to forfeit an amount not to exceed one thousand dollars for
458 any single violation.

1 SECTION 2. Chapter 118 F of the General Laws, as appearing
2 in the 1992 Official Edition, is hereby amended by inserting
3 immediately after section 18 the following new section:
4 Section 18A. Non-Group Insurance Trust.
5 (1) The non-group insurance trust fund established pursuant to
6 section 2V of chapter twenty-nine shall be administered and
7 expended by the department without further appropriation. In
8 expending such funds, the department shall expend the funds in
9 appropriate proportions in a given fiscal year for purposes set

10 forth in subsections (a) and (b) below. Amounts credited to the
11 non-group insurance trust fund shall be used for the following
12 purposes:
13 (a) To fund income-based premium subsidies as provided in
14 section nine of chapter one hundred and seventy-six M.
15 (b) To reimburse health insurance companies, health mainte-
-16 nance organizations, hospital service corporations, medical serv-
-17 ice corporations and other third-party payors, for the costs of pro-
-18 viding health care to high-risk enrollees as provided in sections
19 seven and eight of chapter one hundred and seventy-six M.
20 (2) The department shall develop a mechanism for certifying
21 the eligibility of individuals for the low-income premium subsidy,
22 for developing additional criteria to supplement as necessary the
23 criteria set forth in section nine of chapter one hundred and
24 seventy-six M, and for paying the subsidy allotted on behalf of an
25 eligible individual directly to the carrier offering the qualified
26 health benefit plan in which the individual is enrolled. The com-
-27 missioner of the department of revenue shall cooperate with the
28 department in certifying the eligibility and income levels of such
29 individuals, and, notwithstanding the provisions of any general or
30 special law to the contrary, shall provide the department with
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31 copies of income-related information in the possession of the
32 department of revenue, including the tax returns for any individual
33 requesting a premium subsidy, as reasonably requested by the
34 department.
35 (3) The department shall develop and oversee the application of
36 criteria to determine whether applicants for qualified health bene-
-37 fit plans are eligible individuals, such as defined in chapter one
38 hundred and seventy-six M, for purposes of said chapter one hun-
-39 dred and seventy-six M. These criteria shall include the require-
-40 ment that each applicant, and when applicable, the applicant’s
41 employer, certify that no health benefit plan is available to the
42 applicant and that no contribution is available from the employer
43 for the purchase of a health benefit plan directly by the applicant.
44 (4) The department shall develop a mechanism by which a car-
-45 rier may appeal a decision of the department with regard to appli-
-46 cation of the criteria for determining the high-risk status of indi-
-47 viduals and the appropriate level of the high-risk subsidy paid to
48 such carrier.
49 (5) The department shall, in consultation with the division of
50 insurance, promulgate regulations necessary to implement the
51 requirements of this section including establishing the health
52 statement and health screening criteria as specified in section
53 seven of chapter one hundred and seventy-six M.

1 SECTION 3. Section fifteen of chapter one hundred and eigh-
-2 teen Fof the General Laws, as appearing in the nineteen hundred
3 and ninety-two Official Edition, is hereby repealed.

1 SECTION 4. Section seventeen of chapter one hundred and
2 eighteen Fof the General Laws, as appearing in the nineteen hun-
-3 dred and ninety-two Official Edition, is hereby repealed.

1 SECTION 5. Section eleven of chapter six B of the General
2 Laws, as appearing in the nineteen hundred and ninety-two
3 Official Edition, is hereby repealed.

1 SECTION 6. The definition “Eligible small business,” in sec-
-2 tion one of chapter one hundred and seventy-six J of the General
3 Laws, as appearing in the 1992 Official Edition, is hereby
4 amended by striking the words “among one” in line four of the
5 definition and replacing them with the words: “at least two.”
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1 SECTION 7. Section one A of Chapter 176 A of the General
2 Laws, as appearing in the 1992 Official Edition, is hereby
3 amended by striking the words “any person” appearing in lines
4 one and six of the first paragraph and inserting in place thereof the
5 words: “any Medicare eligible person.”

1 SECTION 8. Section six of Chapter 176 A of the General Laws,
2 as appearing in the 1992 Official Edition, is hereby amended by
3 adding the following paragraph after the third paragraph there-
-4 of:—
5 Notwithstanding any other provision of this section to the con-
-6 trary, contracts issued and rates charged by nonprofit hospital
7 service corporations to subscribers enrolled in health benefit plans
8 offered pursuant to chapter one hundred and seventy-six M shall
9 not be subject to those provisions of paragraphs one and two of

10 this section including, but not limited to, prior approval of rates
11 by the commissioner, public hearing requirements, or rate or con-
-12 tract requirements.

1 SECTION 9. Section one of Chapter 1768 of the General
2 Laws, as appearing in the 1992 Official Edition, is hereby
3 amended by inserting the following definition between “Medical
4 service corporation” and “Nonprofit medical service plan”:
5 “Non-group Medical Service Agreement”, an agreement
6 between a medical service corporation and a person whereby such
7 corporation undertakes to furnish benefits for medical service to
8 said person and his covered dependents, if any, except any agree-
-9 ment entered into by the corporation under chapter one hundred
10 and seventy-six M.

1 SECTION 10. Section four of Chapter 1768 of the General
2 Laws as appearing in the 1992 Official Edition, is hereby
3 amended by striking the first sentence of the second paragraph
4 and in the second sentence, by striking the words “Under such an
5 agreement” and inserting in place thereof the words; “under a
6 non-group medical service agreement.”

1 SECTION 11. Section five of Chapter 1768, as appearing in
2 the 1992 Official Edition, is hereby amended by striking the
3 words “any person” from lines one and six and inserting in place
4 thereof the words; “any Medicare eligible person.”
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1 SECTION 12. Chapter 29 of the General Laws, as appearing in
2 the 1992 Official Edition, is hereby amended by inserting after
3 section two U the following new section:
4 Section 2V. There shall be established and set up on the books
5 of the commonwealth a separate fund to be known as the Non-
-6 Group Insurance Fund. There shall be credited to said Fund the
7 following;
8 (a) all amounts collected pursuant to section seven A of chapter
9 sixty-four C as an excise on the sale of cigarettes, together with

10 any penalties, forfeitures, interest, costs of suits and fines col-
-11 lected in connection therewith, less all amounts refunded or abat-
-12 ed in connection therewith, all as determined by the commissioner
13 of revenue according to his best information and belief;
14 (b) a thirty-five one hundredths of a percent of the amounts col-
-15 lected pursuant to chapter sixty-two section four as taxes on
16 income, interest thereon or penalties;
17 (c) forty percent of the amounts collected pursuant to chapter
18 sixty-three A section two as an excise on the sale of alcohol.
19 (d) any appropriation, grant, gift, or other contribution ex-

-20 plicitly made to said Fund;
21 (e) any income derived from the investment of amounts
22 credited to said Fund.
23 Amounts credited to said Fund may be expended, not subject to
24 appropriation, to provide income-based premium purchase subsi-
-25 dies for qualified health benefit plans offered pursuant to chapter
26 one hundred and seventy-six M and high-risk subsidies payable to
27 carriers under said chapter one hundred and seventy-six M; pro-
-28 vided, further, that the Fund shall be administered and expended
29 in accordance with the provisions of section eighteen Aof chapter
30 one hundred and eighteen F.

1 SECTION 13. Chapter 64C of the General Laws, as appearing
2 in the 1992 Official Edition, is hereby amended by inserting after
3 section seven the following new section;
4 Section 7A. (a) In addition to the excise imposed by section six,
5 every licensee who is required to file a return under section six-
-6 teen of chapter sixty-two C shall, at the time of filing such return,
7 pay to the commissioner an excise equal to four and one-tenth
8 mills for each cigarette so sold during the calendar month covered
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9 by the return; provided, however, that cigarettes with respect to
10 which the excise under this section has once been imposed and
11 has not been refunded, if paid, shall not be subject upon a subse-
-12 quent sale to the excise imposed by this section. In addition to the
13 excise imposed by section six, each unclassified acquirer shall, at
14 the time of filing a return required by said section sixteen of chap-
-15 ter sixty-two C, pay to the commissioner an excise equal to four
16 and one-tenth mills for each cigarette so imported or acquired and
17 held for sale or consumption, and cigarettes with respect to which
18 such excise has been imposed and has not been refunded, if paid,
19 shall not be subject, when subsequently sold, to any further excise
20 under this section. Notwithstanding the provisions of this section,
21 the excise imposed by this section shall equal eleven percent of
22 the price paid by such licensee or unclassified acquirer to pur-
-23 chase smokeless tobacco so sold, imported or acquired.
24 (b) Except as the provisions of this section expressly provide to
25 the contrary, all of the provisions of this chapter and of chapter
26 sixty-two C relative to the assessment, collection, payment, abate-
-27 ment, verification, and administration of taxes, including penal-
-28 ties, shall, so far as pertinent, be applicable to the excise imposed
29 by this section.
30 (c) Notwithstanding the provisions of section twenty-eight, all
31 revenues received pursuant to this section, together with any
32 penalties, forfeitures, interest, costs of suits and fines collected in
33 connection therewith, less all amounts refunded or abated in con-
-34 nection therewith, all as determined by the commissioner of rev-
-35 enue according to his best information and belief, shall be credited
36 to the Non-Group Insurance Fund, established pursuant to section
37 two V of chapter twenty-nine.

1 SECTION 14. Section 28 of Chapter 64C of the General Laws,
2 as appearing in the 1992 Official Edition, is hereby amended by
3 striking the first three lines of said section and inserting in place
4 thereof the following: “Except as provided in section seven A,
5 all sums received pursuant to the excise imposed by this chapter,
6 together with any penalties, forfeitures, interest, costs of suits and
7 fines collected in connection therewith, less all amounts refunded
8 or abated in connection therewith, shall be credited as follows:”.
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1 SECTION 15. Section 2of Chapter 63A of the General Laws,
2 as appearing in the 1992 Official Edition, is hereby amended by
3 striking the words “one half of’ in line two and by inserting in
4 their place; “seven tenths of.”

1 SECTION 16. Section 4 of Chapter 62 of the General Laws, as
2 appearing in the 1992 Official Edition, is hereby amended by
3 striking the words “five and ninety-five hundredths percent” in
4 part (b) and by inserting in their place the words; “six and thir-
-5 ty hundredths.”

1 SECTION 17. Section 14G of Chapter 151 A of the General
2 Laws, as appearing in the 1992 Official Edition, is hereby
3 amended by striking the words “twelve hundredths of one per
4 cent” in part (a) line five and inserting in their place the words:
5 “eighteen hundredths of one per cent.”

1 SECTION 18. Section 6 of Chapter 62 of the General Laws, as
2 appearing in the 1992 Official Edition, is hereby amended by
3 adding the following section:
4 (g) There is hereby established a credit for businesses offering
5 health insurance to their employees. For the purposes of this sec-
-6 tion, the term “businesses” shall include professions, sole propri-
-7 etorships, trades, businesses, or partnerships.
8 Any business which (a) has one or more full-time equivalent
9 employees unrelated to its owners or partners, (b) has not in any

10 one of the preceding five years made an expenditure for the full or
11 partial payment of premiums for a health insurance plan covering
12 any of its then employees, and (c) makes a health insurance pre-
-13 mium expenditure for a health insurance plan which is available to
14 at least all of its eligible employees as that term is defined in sec-
-15 tion one of chapter one hundred seventy-six J, shall be allowed a
16 credit against its income tax due under this chapter in each of the
17 first two years it makes such a health insurance expenditure.
18 The amount of such credit in the first tax year in which it is
19 taken shall be fifty percent of the health insurance premium
20 expenditure made by such business in the first tax year and
21 twenty-five percent of such health insurance premium expenditure
22 made by such business in the second tax year. To be eligible to
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23 receive such credits, the health insurance premium expenditure of
24 such business must equal at least fifty percent of the total cost of
25 the premiums for the health insurance plan made available to its
26 employees. For the purposes of this section, “unrelated” shall
27 mean not having the familial relationship of spouse, mother,
28 father, or child.

1 SECTION 19. Section 31 of Chapter 62 of the General Laws,
2 as appearing in the 1992 Official Edition, is hereby amended by
3 adding the following section:
4 Section 31H. Credit for Corporations Offering Health Insurance
5 to Employees; Amount of Credit; Eligibility.
6 There is hereby established a credit for corporations offering
7 health insurance to their employees. Any corporation which
8 (a) has one or more full-time equivalent employees unrelated to
9 its shareholders but not more than fifty of such employees calcu-

10 lated on an average annual basis, (b) has not in any one of the pre-
-11 ceding five years made an expenditure for the full or partial pay-
-12 ment of premiums for a health insurance plan covering any of its
13 then employees, and (c) makes a health insurance premium expen-
-14 diture for a health insurance plan which is available to at least all
15 of its eligible employees as that term is defined in section one of
16 chapter one hundred seventy-six J, shall be allowed a credit
17 against its income tax due under this chapter in each of the first
18 two years it makes such a health insurance expenditure.
19 The amount of such credit in the first tax year in which it is
20 taken shall be fifty per cent of the health insurance premium
21 expenditure made by such corporation in such tax year. The
22 amount of such credit in the second tax year in which it is taken
23 shall be twenty-five per cent of the amount of such health insur-
-24 ance premium expenditure made by such corporation in such tax
25 year. To be eligible for such credits, the health insurance premium
26 expenditure of such corporation must equal at least fifty per cent
27 of the total cost of the premiums for such health insurance plan
28 and such health insurance plan shall be available at least to all
29 of its full-time employees. For the purposes of this section,
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30 “unrelated” shall mean not having the familial relationship of
31 spouse, mother, father or child.

1 SECTION 20. The provisions of this Act shall take effect upon
2 passage.
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