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An Act

to

promote

more

effective physician
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in the

common-

wealth.

Be it enacted by the Senate and House of Representatives in General
Court assembled, and by the authority of the same, as follows:
SECTION 1. For purposes of sections I through 8 of this act,
1
2 the following terms shall, unless the context requires otherwise,
have the following meanings
4
(a) “Group insurance commission”, the group insurance com-5 mission established pursuant to section 4 of chapter 32A of the
6 General Laws.
(b) “Commissioner”, the commissioner of the division of health
8 care finance and policy, appointed pursuant to section 2 of chapter
9 118 G of the General Laws.
10
(c) “Division of health care finance and policy”, the division of
11 health care finance and policy established pursuant to section 2of
12 chapter 118 G of the General Laws.
13
(d) “Division of medical assistance”, the division established
14 pursuant to section 16A of chapter 6A of the General Laws.
(e) “Fiscal year”, the fiscal year of the commonwealth.
15
16
(f) “Medicare”, the programs established pursuant to title XVIII

17 of the federal social security act.
18
(g) “Physician data advisory committee”, the committee estab
19 lished pursuant to section 5 of this act.
1
SECTION 2. The commissioner shall, by regulation, require the
2 commissioner of the division of medical assistance and the execu-
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3 live director of the group insurance commission to file with the
4 division of health care finance and policy, with such frequency as
5 shall be specified in such regulations, but no less frequently than

6 annually, such cost, payment and quality data as the commissioner
7 deems reasonable and appropriate for purposes of monitoring the
8 cost, quality and effectiveness of health care services provided by
9 physicians in conjunction with programs administered by the divi-10 sion of medical assistance and the group insurance commission.
11 Such data shall include fee schedules used for purposes of
12 provider payment under the programs administered by the group
13 insurance commission and by the division of medical assistance.
14 Data provided to the division of health care finance and policy
15 pursuant to regulations issued pursuant to this section shall be
16 deemed to be public records, as defined in clause twenty-sixth of
17 section 7of chapter 4 of the General Laws, and said division shall
18 facilitate making such data available to the public through peri-19 odic publications and through electronic transmission mecha-20 nisms.

1
SECTION 3. The commissioner shall, in consultation with the
2 physician data advisory committee established in section 5, ana-

-3 lyze the

extent to

which physicians licensed under chapter 112 of

4 the General Laws provide free care to uninsured and underinsured

5 residents of the commonwealth. Based on such analysis and
6 following review by the physician data advisory committee, the
7 commissioner shall report his findings to the joint committee on
8 health care and the joint committee on insurance and to the house
9 and senate committees on ways and means, by no later than July
10 1, 2002, which report shall include such recommendations as the
11 commissioner deems appropriate, after consultation with such
12 other persons or organizations that the commissioner deems
13 appropriate or necessary, concerning development and implemen-14 tation of policies, including as needed legislation, that respond to
15 the findings of its analysis and that are intended to encourage the
16 provision of the highest quality physician care to uninsured and
17 underinsured residents of the commonwealth without placing
18 undue financial burdens on the physicians who provide such care.
SECTION 4. The commissioner of the division of health care
2 finance and policy shall undertake, in consultation with the physi1
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3 cian data advisory committee established by section 5, a study of
4 the level of costs of delivering care as compared to payments to
5 physicians licensed under chapter 112 of the General Laws who
6 are providing services within the commonwealth and to undertake
7 a comparative analysis of physician revenues as compared to costs
8 in other states, adjusted for differences in the cost of living and
9 other factors deemed statistically appropriate by the commis-10 sioner. Such study shall also take into account any impact on
11 patient care. Following review by said physician data advisory
12 committee, the commissioner, after consultation with such other
13 public and private persons or organizations as the commissioner
14 deems appropriate, shall report his findings to the joint committee
15 on health care and the joint committee on insurance by July 1,
16 2002.
SECTION 5. (a) There is hereby established the physician data
2 advisory committee, to be appointed by the commissioner of the
3 division of health care finance and policy, which shall consist of

1

4 twelve physicians licensed under chapter 112 of the General

5 Laws. The commissioner shall, after consultation with such public
6 or private persons and organizations as the commissioner deems
7 necessary or appropriate, appoint the physician data advisory
8 committee by no later than July 1, 2001, and, in making such
9 appointments, shall assure that the members of the physician data
10 advisory committee represent a cross-section of licensed physi-11 cians in the commonwealth in terms of academic and community
12 settings, geography, and specialty including primary care physi-13 cians. The commissioner shall designate one member as the
14 chairman.
15
All appointments shall be for a term of three years, except that
16 four of the initial appointees shall be appointed to terms of two
17 years each and four of the initial appointees shall be appointed to
18 terms of one year each. The physician data advisory committee
19 shall adopt its own rules for conducting its business.
20
The commissioner may provide staffing and other support as
21 may reasonably be needed by the physician data advisory com-22 mittee in the conduct of its duties. The physician data advisory
23 committee shall meet at least quarterly.
24
(b) In addition to other rights and responsibilities of the physi-25 cian data advisory committee as established by law, and other
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26 rights and responsibilities as may be conferred on the physician
27 data advisory committee from time to time by the commissioner
28 through regulation or otherwise, the physician data advisory com-29 mittee shall:
(1) undertake for the division periodic reviews of the state of
30
31 physician practice in the commonwealth, including a review of
32 prevailing fees, practice costs incurred by physicians in providing
33 care, the effects of inflation on physician practice costs, other
34 aspects of the economics of physician practice in the common-35 wealth and their impact on quality patient care, and factors
36 affecting the recruitment of physicians to the commonwealth and
37 the retention of physicians in the commonwealth;
38
(2) review and comment on all proposed physician fee sched-39 ules to be implemented by the group insurance commission and
40 the division of medical assistance and their impact on quality or
41 access to patient care;
42
(3) be available to consult with the executive director of the
43 group insurance commission on identification, planning or imple-44 mentation of pilot projects that test innovative ways to provide the
45 best patient care for state employees most efficiently and at the

46 lowest

cost;

47

(4) consult with the commissioner of the division of medical
48 assistance to identify reforms that will improve patient care most
49 efficiently and at the lowest possible cost to the commonwealth,
50 and on identification, planning and implementation of pilot pro-51 jects that test innovative ways to provide the best patient care
52 most efficiently and at the lowest cost for the commonwealth’s
53 Medicaid population.

1

2
3
4
5
6
8
-9

-10

SECTION 6. Notwithstanding any provision of general or
special law to the contrary, and notwithstanding any regulations of
the division of health care finance and policy or the division of
medical assistance to the contrary, effective July 1, 2001, the fees
payable under programs administered by the division of medical
assistance for physician services shall be subject to the following:
(a) For each fiscal year, the schedule of maximum fees in effect
at the end of the immediately preceding fiscal year shall be subject to an upward adjustment at least equal to the inflation adjustmenl then applicable for purposes of determining physician fees
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11 under Medicare, with a further upward adjustment during the
12 fiscal year in the event that Medicare adjusts physician fees as of

13 the October first occurring during such fiscal year. The commis-14 sioner of the division of medical assistance shall consult with the
15 physician data advisory committee with regard to the appropriate
16 adjustments to be instituted pursuant to this subsection.
(b) For the fiscal years beginning on July 1. 2001, July 1, 2002
17
18 and July 1, 2003, each of the fees contained on the schedule of
19 maximum fees in effect at the end of the immediately preceding
20 fiscal year shall, in addition to the adjustment or adjustments pro-21 vided for in subsection (a) above, be further adjusted upward by
22 an amount equal to ten per cent of such fees. Not withstanding the
23 foregoing, adjustments under this subsection shall continue until
24 such time as such fees are at least equal to physician fees under
25 Medicare.
26
(c) Pursuant to regulations to be promulgated by the division of
27 medical assistance by January 1, 2001, the division of medical
28 assistance shall pay for, or assure that all of its contractors respon-29 sible for paying for physician services shall pay for, all office pro-30 cedures appropriately provided by a physician during a single
31 office visit to a person eligible to receive healthcare services
32 under programs administered by the division of medical assis-

1
3
4
5

6
7
8
9

10
11
12
13

14
15

tance.

SECTION 7. The commissioner of the division of medical
assistance shall consult with the physician data advisory committee established under section 5 to identify reforms that will
improve patient care for patients eligible to receive health care
services under programs administered by the division of medical
assistance, while improving efficiency in the delivery of such
care. Said commissioner shall a
nsult with the physician data
ries of projects that test way
advisory committee to identify
to provide the best care to sue patients, most efficiently and at
the lowest cost to the commonv alth. The commissioner shall file
a report with the joint committe je on health care no later than May
1, 2002 outlining proposed refc arms or projects which shall begin
on July I, 2002. The commissi icner shall file a final report with
the joint committee on health c; are and the house and senate committees on ways and means no later than May I, 2003, which out-

I

-33
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commonwealth, pro-

-17 jected impact on the quality of patient care, and any legislation
18 necessary to implement successful reforms or projects perma-19 nently.
1
2

-3
4
5

6
7

8
9

-10
-11
12
13

14
15
-16

17
18
19

20
-21

22
23
24

25

SECTION 8. Section 351 of chapter 127 of the acts of 1999 is
hereby amended by striking the first sentence of the fourth paragraph and inserting in place thereof the following:
Said commission shall consist of 23 members as follows: the
senate and house chairs of the joint committee on health care, the
chairs of the house and senate committees on ways and means or
their designees; the secretary of health and human services; the
secretary of elder affairs; the commissioner of medical assistance;
the commissioner of health care finance and policy; the commissioner of public health; the commissioner of the division of insurance; the executive director of the board of pharmacy; a
representative of the biotech council; a representative of Health
Care for All; a representative of the Massachusetts Senior Action
Council; a representative of the American Association of Retired
Persons; a representative of the Alzheimer’s Association; a representative of the Massachusetts Association of Health Maintenance
Organizations; a representative of the Disability Law Center; and
five persons appointed by the governor, one of whom shall be
from higher education institutions and shall have expertise in
public health or health care economics, one of whom shall represent the pharmaceutical industry, one of whom shall be an actuary,
and two of whom shall be physicians licensed under chapter 112
of the General Laws, at least one of whom shall be associated
with an academic medical center in the commonwealth that has
expertise in pharmacy management.

SECTION 9. Section 1 of chapter 111 of the General Laws, as
1
2 most recently amended by section 4 of chapter 54 of the acts of

3 2000, is hereby further amended by inserting at the end of the def-4 inition of "Medical peer review committee”’ or “committee” the
5 following sentence: “Medical peer review committee” or “com-6 mittee” shall also include a committee serving the functions
7 described in the previous sentence on behalf of a network con-8 trading entity, provided that the governing body of such entity
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9 shall have established such committee and charged it with per-10 forming the functions described in the preceding sentence.
SECTION 10. Said section lof chapter 111, as so appearing, is
1
further amended by inserting after the definition of “Medhereby
2

-3 ical peer review committee” or “committee” the following defini-4 tion:
5
“Network contracting entity”, an entity that negotiates and
6 enters into, on behalf of a network of providers that includes but is
7 not limited to hospitals and physicians, capitation contracts with
8 health maintenance organizations organized under chapter 176
9 and that directly or indirectly receives payments from such an
10 organization to be distributed in whole or in part to providers in
11 its network, provided that the governing body of such entity shall

G

—

12 include substantial provider representation.
1
SECTION 11. Subsection (b) of section 205 of chapter 111 of
2 the General Laws, as appearing in the 1998 Official Edition, is
3 hereby amended by adding the following sentence:
4
This section shall also apply to information and records of the
5 types described in the first sentence of this subsection that is
6 developed in conjunction with risk management and quality assur7 ance programs established by a network contracting entity, as
8 defined in section one.
—

1
SECTION 12. Section 12 of chapter 118 E of the General Laws,
2 as so appearing, is hereby amended by inserting after the seventh

3 paragraph the following three paragraphs:—
The division shall, within 45 days of receiving a completed
5 claim for reimbursement, or within 15 days if such claim is
6 received electronically, from a provider of medical services that
4

7 participates in a medical assistance program established pursuant
8 to this chapter, (i) make payment for the services provided by

9 such provider that are services covered under such medical assis-10 tance program and for which the claim is made, or (ii) notify such
11 provider in writing of the reason or reasons for non-payment, or
12 (iii) notify such provider in writing, based on the criteria estab-13 lished pursuant to this paragraph, of what additional information
14 or documentation is necessary to establish such provider’s entitle-
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15 ment to such reimbursement. If the division fails to comply with
16 the provisions of this paragraph for any such completed claim for
17 reimbursement, the division shall pay, in addition to any reim-18 bursement for medical services to which such provider of medical
19 services is entitled, interest on the amount unpaid, which shall
20 accrue beginning 45 days after the division’s receipt of the com-21 pleted claim for reimbursement, or beginning 15 days after the
22 division’s receipt of a completed claim for reimbursement if such
23 claim is submitted electronically, at the rate of 1.5 per cent per
24 month, not to exceed 18 per cent per year. The provisions of this
25 paragraph relating to interest payments shall not apply to a claim
26 that the division is investigating because of fraud.
The division shall provide written guidelines to providers of
27
28 medical services that participate in a medical assistance program
29 established pursuant to this chapter setting forth a statement of its
30 policies and procedures that is complete, detailed and specific
31 with regard to what such providers must include in claims for
32 reimbursement in order to qualify as a completed claim for reim-33 bursement payment for which any such provider is entitled. Such
34 guidelines shall identify all of the data and documentation that is
35 to accompany each claim for reimbursement and shall identify all
36 utilization review and other screening policies and procedures
37 employed by the division in reviewing such claims submitted by a
38 provider of medical services.
39
The division shall implement electronic claims processing sys-40 terns that comply with the requirements of the federal health
41 insurance portability and accountability act by no later than Jan-42 uary 1, 2002, and shall process all claims by licensed hospitals
43 and licensed physicians electronically by no later than July 1,
44 2002 and all claims from other providers of medical services as
45 soon thereafter as is feasible.
SECTION 13. Section 248 of chapter 175 of the General Laws,
1
2 as most recently amended by section 7 of chapter 141 of the Acts
3 of 2000, is hereby amended by adding the following three para\
graphs
5
Companies subject to the provisions of this section shall pro-6 vide in writing to all providers of health care services which or
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7 who have been regularly paid for services

to

policyholders or sub-

-8 scribers the following; (i) a statement of each such company’s
9 policies and procedures that is complete, detailed and specific
10 with regard to what must be included to qualify a claim for reim-11 bursement as a completed claim for reimbursement for which such
12 providers of health care services are entitled to payment, which
13 statement shall identify all of the data and documentation that is to
14 accompany each such claim and shall identify all utilization
15 review and other screening policies and procedures employed by
16 each such company in reviewing claims for reimbursement; (ii) all
17 policies and procedures relating to utilization review and quality
18 improvement, including policies regarding medical necessity, appro-19 priateness of care, and location for the provision of care, (ii) creden-20 haling standards, (iii) data reporting requirements, (iv) policies on
21 confidentiality, (v) guidelines or criteria for the furnishing of spe-22 cific services, and (vi) policies and procedures related to such
23 other areas of contract administration as the commissioner may
24 from time to time identify. Further, each such company shall
25 notify all such providers in writing of any material change in any
26 of the policies, procedures, standards, requirements, guidelines or
at least 60 days prior to
the effective date of any such change.
Each company subject to the provisions of this section shall
administer its completed claim for reimbursement policies in a
consistent manner for all providers of health care services which
or who have been regularly paid for services to policyholders or
subscribers, with the intent to assure efficient and timely processing of claims for reimbursement in a way that minimizes the
number of claims resubmissions required of such providers, and
which does not impose unreasonable documentation burden upon
providers beyond what is necessary to document that the services
were provided appropriately. Upon the request of a provider of
health care services to any such company, such company shall
make a good faith effort to cooperate with such provider to implement electronic claims processing.
Any contract between a company subject to the provisions of
this section and a hospital or physician regularly paid for services
to policyholders or subscribers shall preclude such company,
either on its own behalf or on behalf of a self insured plan.

27 criteria encompassed by this subsection,
28
29
30
31
32

33
-34
35
36

37
38
39
40

-41
42
43
44

45
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46
-47

including the group insurance commission, from unilaterally modifying significant economic terms of any such contract, including
48 the fees paid to such hospitals or physicians, without providing
49 the affected hospital or physician a reasonable opportunity for
50 negotiation over the modifications and an opportunity to terminate
51

the contract.

SECTION 14. Subsection 4(c) of section 108 of chapter 175 of
1
the
General Laws, as most recently amended by sections 9 and 10
2
3 of chapter 141 of the acts of 2000, is hereby further amended by

4 inserting after the words “receipt of notice” in the second
5 the following words:
-6 mitted electronically,.

—

sentence

,or within 15 days if said notice is sub-

1
SECTION 15. Said subsection 4(c) of said section 108 of said
2 chapter 175, as so appearing, is hereby further amended by
3 inserting after the words “notice of claim” in the third sentence
4 the following words:— ,or beginning 15 days after the insurer’s
5 receipt of notice of claim if such notice is submitted electroni-6 cally,.
1

SECTION 16. Said subsection 4(c) of said section 108 of said

2 chapter 175, as so appearing, is hereby further amended by adding
3 the following paragraph:—
4

-5
6
7

8
-9

10
11
12

13

Any appeal of a claimant or provider from the denial of paythe making of only partial payment hereunder with
respect to any claim notice of which is submitted hereunder may
be filed within one year of receipt by such claimant or provider of
the insurer’s notification of denial or partial payment. The commissioner shall report at least annually to the joint committee on
health care and the joint committee on insurance on compliance
by insurers subject to the provisions of this subsection with the
payment provisions of this subsection. For purposes of each such
report the commissioner may, by regulation, require the submisment or

-14 sion of relevant data by insurers.

SECTION 17. The second paragraph of subdivision (G) of
1
2 section 110 of chapter 175 of the General Laws, as most recently
3 amended by sections 11 and 12 of chapter 141 of the acts of 2000,
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4 is hereby further amended by inserting, after the words “receipt of
5 notice” in the second sentence, the following words:— ,or within
6 15 days if said notice is submitted electronically,.
1

2
3
4

SECTION 18. Said second paragraph of said subdivision (G) of
said section 110 of chapter 175, as so appearing, is hereby further
amended by inserting, after the words “notice of claim” in the
third sentence, the following words;— ,or beginning 15 days after
the insurer’s receipt of notice of claim if such notice is submitted

5
6 electronically,.

SECTION 19. Said subdivision (G) of said section 110 of said
1
2 chapter 175, as so appearing, is hereby further amended by adding
3 the following paragraph;—
4
Any appeal of a claimant from the denial of payment or the
5 making of only partial payment hereunder with respect to any

6 claim notice of which is submitted hereunder may be filed within
7 one year of receipt by such claimant of the insurer’s notification
8 of denial or partial payment. The commissioner shall report at
9 least annually to the joint committee on health care and the joint
10 committee on insurance on compliance by insurers subject to the
11 provisions of this subsection with the payment provisions of this
12 subsection. For purposes of each such report the commissioner
13 may, by regulation, require the submission of relevant data by
14 insurers.
1
SECTION 20. Clause (e) of section 8 of chapter 176 A of the
2 General Laws, as most recently amended by section 13 of chapter
3 141 of the acts of 2000, is hereby further amended by inserting
4 after the words “completed forms for such benefits” in the first
5 sentence the following words;— ,or within 15 days if said forms

6 are submitted

electronically,.

1
SECTION 21. Said clause (e) of said section Bof said chapter
2 176A, as so appearing, is hereby further amended by inserting
3 after the words “notice of claim” in the second sentence the
4 following words:— ,or beginning 15 days after the corporation’s
5 receipt of notice of claim if such notice is submitted electroni-6 cally,.
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1
SECTION 22. Said clause (e) of said section 8 of chapter 176A,
2 as so appearing, is hereby further amended by adding the
3 following paragraph:—
4
Any appeal of any party submitting completed forms for such
5 benefits hereunder from the denial of payment or the making of
6 only partial payment hereunder may be filed within one year of
7 receipt by such party of notification from a nonprofit hospital

8 service corporation of denial or partial payment. The commis-9 sioner shall report at least annually to the joint committee on
10 health care and the joint committee on insurance on compliance
11 by nonprofit hospital service corporations subject to the provi-12 sions of this subsection with the payment provisions of this sub-13 section. For purposes of each such report the commissioner may,
14 by regulation, require the submission of relevant data by nonprofit

15 hospital service corporations.
1
2

3
4
5

6
1

2

SECTION 23. The second paragraph of section 7 of chapter
1768 of the General Laws, as most recently amended by sections
16, 17 and 18 of chapter 141 of the acts of 2000. is hereby further
amended by inserting, after the words “completed claim form for
covered services” in the second sentence, the following words:
or within 15 days if such claim form is submitted electronically,.

—

,

SECTION 24. Said second paragraph of said section 7 of said
chapter 1768, as so appearing, is hereby further amended by
inserting, after the words “notice of claim” in the third sentence,
,or beginning 15 days after the corporathe following words:
tion’s receipt of notice of claim if such notice is submitted elec-

3
4
-5
-6 Ironically,.

—

1
SECTION 25. Said section 7 of said chapter 1768. as so
2 appearing, is hereby further amended by inserting, after the

second paragraph, the following paragraph
4
Any appeal by a participating physician or other provider of
5 health services from the denial of payment or the making of only
6 partial payment hereunder with respect to any completed claim

7 form for covered services that is submitted hereunder may be filed
within one year of receipt by such participating physician or other
9 provider of health services of the medical service corporation's

8
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10 notification of denial or partial payment. The commissioner shall
11 report at least annually to the joint committee on health care and
12 the joint committee on insurance on compliance by medical
13 service corporations with the payment provisions of this para-14 graph. For purposes of each such report the commissioner may, by
15 regulation, require the submission of relevant data by medical
16 service corporations.
SECTION 26. Chapter 176 D of the General Laws, as appearing
1
2 in the 1998 official Edition, is hereby amended by inserting after
section 3B the

4

5
6
7
8
9

-10
11
12
13
14
-15
16
-17
18

19
20

1

2
3
4
5

6

following two

sections

Section 3C. The commissioner shall establish, by regulation,
mechanisms for auditing compliance with payment requirements
imposed pursuant to sections 108 and 111 of chapter 175, section
8 of chapter 176A, section 7 of chapter 1768, section 6 of
chapter 176G, and section 2 of chapter 1761, and for determining,
by statistical analysis or otherwise, the extent that an entity subject to any of those provisions exhibits a pattern of late payment
to claimants or providers. The commissioner shall take such steps
as he determines reasonable and appropriate to correct any pattern
of non-compliance by any such entity that he deems improper,
including but not limited to requiring such entity to institute payments on account to providers.
Section 3D. In accordance with regulations issued by the cornmissioner, entities subject to section 3A of this chapter shall
implement universal electronic claims processing systems that
comply fully with the requirements of the federal health insurance
portability and accountability act.
SECTION 27. The second paragraph of section 6of chapter
176 G of the General Laws, as inserted by section 20 of chapter
141 of the acts of 2000, is hereby further amended by inserting,
after the words “provider of health care services” the second time
they appear in the first sentence, the following words:— or within
15 days if such forms are submitted electronically,.

1
SECTION 28. Said second paragraph of said section 6of said
2 chapter 176G, as so appearing, is hereby further amended by
3 inserting, after the words “request for reimbursement” in the
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4 second sentence, the following words;— ,or beginning 15 days
5 after the insurer’s receipt of notice of claim if such notice is sub-6 mitted electronically,.
SECTION 29. Said section 6 of said chapter 176G, as so
1
2 appearing, is hereby further amended by adding the following four
3 paragraphs:—
4
Following a notification by a health maintenance organization
5 to a provider of health care services pursuant to (iii) above, when
6 said provider of health care services has submitted to the health
7 maintenance organization all of the additional information and

8 documentation identified by such organization as needed to com-9 plete said forms for reimbursement, said health maintenance orga-10 nization shall pay or deny the claim, in whole or in part, within 10
11 business days, and shall give said provider the reasons for any
12 denial. If a health maintenance organization fails to comply with
13 the provisions of the preceding sentence, said health maintenance
14 organization shall pay interest to the provider of health care serv-15 ices as calculated above in this section, which interest shall accrue
16 beginning 10 days following submission by said provider of

17 health care services of such additional information and documents

tation.
19
A claim shall be considered paid on the date in which a
20 provider receives full payment or a partial payment with an expla-21 nation for the unpaid balance.
22
Any appeal by a participating provider of health care services
23 from the denial of payment or the making of only partial payment
24 hereunder with respect to any completed forms for reimbursement
25 that are submitted hereunder may be filed within one year of

26 receipt by such participating provider of health care services of
the health maintenance organization’s notification of denial or
partial payment. The commissioner shall report at least annually
to the joint committee on health care and the joint committee on
insurance on compliance by health maintenance organizations
31 with the payment provisions of this paragraph. For purposes of
32 each such report the commissioner may, by regulation, require the
33 submission of relevant data by health maintenance organizations.
34
Nothing in this chapter shall prohibit a health maintenance
35 organization and a provider of health care services from entering

27
28
29
30
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36 into a contract that includes claim payment provisions that
37 exceed the claims payment requirements of this section.

meet or

SECTION 30. Section 10 of said chapter 176 G of the General
Laws,
as appearing in the 1998 Official Edition, is hereby
2
3 amended by inserting, following line 16, the following para1

-4 graph;—
5
The commissioner shall establish uniform reporting require
6 ments and standardized definitions for the reports to be submitted
7 pursuant to the preceding paragraph, so as to permit valid compar-8 ative analyses of financial, statistical and other data among health
9 maintenance organizations, including, for example, the compar-10 ison of medical loss ratios among the various health maintenance
11 organizations. In establishing such requirements and definitions,
12 the commissioner shall, among other considerations as he shall
13 deem appropriate, give consideration to the information reason-14 ably required by providers of health care services that may take
15 risk under contracts with health maintenance organizations.
-

1

SECTION 31, The last paragraph of section 2of chapter 1761

2 of the General Laws, as inserted by section 24 of chapter 141 of
3 the acts of 2000, is hereby further amended by inserting, in the
4 first sentence, after the words “to the health care provider” the
5 following words:— ,or within 15 days if such completed forms
6 for reimbursement are submitted electronically,.

1
SECTION 32. Said last paragraph of said section 2of said
2 chapter 1761, as so appearing, is hereby further amended by
3 inserting after the words “request for reimbursement” in the
4 second sentence the following words:— ,or beginning 15 days
5 after the organization’s receipt of request for reimbursement if
6 such notice is submitted electronically,.
1

SECTION 33. Said section 2 of said chapter 1761, as so
2 appearing, is hereby further amended by adding the following four
3 paragraphs:—
4
Following a notification by an organization to a health care
5 provider pursuant to (iii) above, when said health care provider
6 has submitted to the organization all of the additional information
and documentation identified by such organization
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complete said forms for reimbursement, said organization shall
pay or deny the claim, in whole or in part, within 10 business
days, and shall give said provider the reasons for any denial. If an
organization fails to comply with the provisions of the preceding
sentence, said organization shall pay interest to the health care
provider as calculated above in this section, which interest shall
accrue beginning 10 days following submission by said health
care provider of the additional information and documentation.
A claim shall be considered paid on the date in which a
provider receives full payment or a partial payment with an explanation for the unpaid balance.
Any appeal by a health care provider from the denial of payment or the making of only partial payment hereunder with
respect to any completed forms for reimbursement that are submitted hereunder may be filed within one year of receipt by such
health care provider of the organization’s notification of denial or
partial payment. The commissioner shall report at least annually
to the joint committee on health care and the joint committee on
insurance on compliance by organizations subject to this chapter
with the payment provisions of this paragraph. For purposes of
each such report the commissioner may, by regulation, require the
submission of relevant data by health maintenance organizations.
Nothing in this chapter shall prohibit an organization and a
health care provider from entering into a contract that includes
claim payment provisions that meet or exceed the claims payment
requirements of this section.
SECTION 34. The commissioner of insurance shall establish
the uniform reporting requirements and standardized definitions
required by the second paragraph of section 30 of chapter 176 G of
the General Laws, as added by section 22 of this act, by no later
than July 1, 2001.
SECTION 35. This act shall take effect upon its passage
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