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In the Year Two Thousand and Five,

An Act to improve timely payments and quality, delivery and
ACCESS TO PHYSICIAN CARE IN THE COMMONWEALTH.

Be it enacted by the Senate and House ofRepresentatives in General
Court assembled, and by the authority ofthe same, as follows:

1 SECTION 1. There shall be established a statewide physicians
2 advisory council to annually advise the governor and the general
3 court on the state of physician practice in the commonwealth and
4 its impact on patient care. The council shall consist of the
5 following twelve members: the secretary of the executive office of
6 health and human services, who shall serve as chairman; the com-
-7 missioner of the division of health care finance and policy; the
8 commissioner of the division of medical assistance; and nine
9 members to be appointed by the secretary and approved by the

10 governor including the president of the Massachusetts Medical
11 Society or his designee; the governor of the Massachusetts
12 Chapter of the American College of Physicians or his designee;
13 the executive director of Health Care for All or his designee; the
14 executive director of the Massachusetts League of Community
15 Health Centers or his designee; a physician licensed under
16 chapter 112 of the general laws, and serving as the president of a
17 health care system physician’s organization or his designee; and
18 four licensed physicians to be appointed by the governor who
19 shall have experience caring for patients of programs administered
20 by the division of medical assistance, one of whom shall be a
21 pediatrician, one of whom shall have substantial experience pro-
-22 viding mental health care, and two of whom shall represent a



2 [JanuarySENATE No. 723

23 cross-section of licensed physicians in the Commonwealth in
24 terms of academic and community settings, geography and spe-
-25 cialty, including primary care physicians. All appointed or elected
26 members shall serve for terms of three years without compensa-
-27 tion, except that four of the initial appointees shall be appointed to
28 terms of two years each. The physicians advisory council shall
29 adopt its own rules for conducting business, but shall meet at least
30 quarterly. The secretary may provide staffing and other support as
31 may reasonably be needed by the council, and the council may
32 consult with such public or private persons and organizations as it
33 deems necessary or appropriate, including the commissioner of
34 the department of mental health, the commissioner of the depart-
-35 ment of mental retardation, the commissioner of the department of
36 public health, the commissioner of the division of insurance, and
37 the executive director of the group insurance commission. The
38 statewide physicians advisory council shall:
39 (1) Examine and evaluate the state of physician practice in the
40 Commonwealth and the impact on patient care;
41 (2) Gather and evaluate such payment, cost and quality data as
42 the council deems reasonable and appropriate in order to monitor
43 the cost, quality and effectiveness of health care services provided
44 by physicians in conjunction with programs administered by the
45 division of medical assistance and the group insurance commis-
-46 sion. The data shall include, but not be limited to, physician reim-
-47 bursement rates and fee schedules from the division of medical
48 assistance and the group insurance commission for previous and
49 current fiscal years. The council shall evaluate the adequacy of
50 adjustments, if any, in such rates and fee schedules, as compared
51 with inflation and other factors including prevailing fees and prac-
-52 tice costs, and shall make annual recommendations regarding the
53 adequacy of such rates and fee schedules and recommended
54 changes in such rates and fee schedules, including annual inflation
55 adjustments, in its report filed pursuant to paragraph (10);
56 (3) Gather and evaluate data on costs of delivering care as coin-
-57 pared to payments to physicians providing health care services to
58 patients of programs administered by the division of medical
59 assistance, and conduct a comparative analysis of physician rev-
-60 enues as compared to costs in other states and in the Medicare
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61 program, with such analysis adjusted for variations in wages, cost-
-62 of-living and other statistically significant factors;
63 (4) Survey the free care provided by physicians to uninsured
64 and underinsured patients within the commonwealth;
65 (5) Gather and evaluate data and information on factors
66 affecting the recruitment and retention of physicians in the com-
-67 monwealth and the impact of such factors on patient care;
68 (6) Determine the availability of primary care and specialty
69 care physician services statewide to patients enrolled in programs
70 administered by the division of medical assistance;
71 (7) Review and evaluate the timeliness of payment to physician
72 practices by public and private payors, and identify potential
73 reforms to the administration of claims payment processes;
74 (8) Identify and recommend demonstration or pilot projects that
75 test innovative ways to manage patient care for patients in pro-
-76 grams administered by the division of medical assistance and the
77 group insurance commission. Such projects shall be designed to
78 improve the delivery and quality of patient care while lowering
79 overall patient care costs and improving efficiency, and may
80 include, but not be limited to cardiovascular disease management,
81 catastrophic case care coordination, and improved pharmacy man-
-82 agement. Recommendation for permanent implementation of such
83 projects shall be included in the council’s annual report, required
84 by paragraph (10), and the council shall consult with physicians
85 statewide in identifying such projects;
86 (9) Examine such other issues as the council determines neces-
-87 sary in order to evaluate the state of physician practice in the com-
-88 monwealth and the impact on patient care; and
89 (10) Report annually to the governor and the general court on
90 the second Monday of January. The report shall include, but not
91 be limited to, a report of the council’s work and activities for the
92 previous year, including any findings and recommendations,
93 which may include proposed administrative, regulatory, legislative
94 or executive action, and shall include an estimate of the aggregate
95 costs of such recommendations, if any. The council may supple-
-96 ment such reports from time to time.

1 SECTION 2. Notwithstanding any provision of general or
2 special law to the contrary, and notwithstanding any regulations of
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3 the division of health care finance and policy or the division of
4 medical assistance to the contrary, effective July 1, 2005, the fees
5 payable under programs administered by the division of medical
6 assistance for physician services shall be subject to the following:
7 (a) For each fiscal year, the schedule of maximum fees in effect
8 at the end of the immediately preceding fiscal year shall be sub-
-9 ject to an upward inflation adjustment as determined by the com-

-10 missioner of medical assistance after consideration of the
11 recommendations for such adjustment by the statewide physicians
12 advisory council. The adjustment shall be at least equal to any
13 upward adjustment in the United States consumer price index for
14 physician services.
15 (b) For the fiscal years beginning on July 1, 2005, July 1, 2006
16 and July I, 2007, each of the fees contained on the schedule of
17 maximum fees in effect at the end of the immediately preceding
18 fiscal year shall, in addition to the adjustment or adjustments pro-
-19 vided for in subsection (a) above, be further adjusted upward by
20 an amount equal to ten per cent of such fees. Notwithstanding the
21 foregoing, adjustments under this subsection shall continue until
22 such time as such fees are at least equal to physician fees under
23 Medicare.
24 (c) Pursuant to regulations to be promulgated by the division of
25 medical assistance by January 1, 2006, the division of medical
26 assistance shall pay for, or assure that all of its contractors respon-
-27 sible for paying for physician services shall pay for, all office pro-
-28 cedures appropriately provided by a physician practice during a
29 single office visit to a person eligible to receive healthcare serv-
-30 ices under programs administered by the division of medical
31 assistance.

1 SECTION 3. Section 1 of chapter 111 of the General Laws, as
2 appearing in the 2002 Official Edition, is hereby amended by
3 inserting at the end of the definition of “Medical peer review com-
-4 mittee” or “committee” the following sentence:— “Medical peer
5 review committee” or “committee” shall also include a committee
6 serving the functions described in the previous sentence on behalf
7 of a network contracting entity, provided that the governing body
8 of such entity shall have established such committee and charged
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9 it with performing the functions described in the preceding sen-
-10 tence.

1 SECTION 4. Said section 1 of chapter 111, as so appearing, is
2 hereby further amended by inserting after the definition of “Med-
-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, contracts with health
8 maintenance organizations organized under chapter 176 G and that
9 directly or indirectly receives payments from such an organization

10 to be distributed in whole or in part to providers in its network,
11 provided that the governing body of such entity shall include sub-
-12 stantial provider representation.

1 SECTION 5. Subsection (b) of section 205 of chapter 111 of
2 the General Laws, as appearing in the 2002 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 assur-
-7 ance programs established by a network contracting entity, as
8 defined in section one.

1 SECTION 6. Section 12 of chapter 118 E of the General Laws,
2 as most recently amended by section 29 of chapter 140 of the Acts
3 of 2003, is hereby amended by inserting after the seventh para-

-4 graph the following three paragraphs:—
5 The division shall, within 45 days of receiving a completed
6 claim for reimbursement, or within 15 days if such claim is
7 received electronically, from a provider of medical services that
8 participates in a medical assistance program established pursuant
9 to this chapter, (i) make payment for the services provided by

10 such provider that are services covered under such medical assis-
-11 tance program and for which the claim is made, or (ii) notify such
12 provider in writing of the reason or reasons for non-payment, or
13 (iii) notify such provider in writing, based on the criteria estab-
-14 lished pursuant to this paragraph, of what additional information
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15 or documentation is necessary to establish such provider’s entitle-
-16 ment to such reimbursement. If the division fails to comply with
17 the provisions of this paragraph for any such completed claim for
18 reimbursement, the division shall pay, in addition to any reim-
-19 bursement for medical services to which such provider of medical
20 services is entitled, interest on the amount unpaid, which shall
21 accrue beginning 45 days after the division’s receipt of the com-
-22 pleted claim for reimbursement, or beginning 15 days after the
23 division’s receipt of a completed claim for reimbursement if such
24 claim is submitted electronically, at the rate of 1.5 per cent per
25 month, not to exceed 18 per cent per year. The provisions of this
26 paragraph relating to interest payments shall not apply to a claim
27 that the division is investigating because of fraud.
28 The division shall provide written guidelines to providers of
29 medical services that participate in a medical assistance program
30 established pursuant to this chapter setting forth a statement of its
31 policies and procedures that is complete, detailed and specific
32 with regard to what such providers must include in claims for
33 reimbursement in order to qualify as a completed claim for reim-
-34 bursement payment for which any such provider is entitled. Such
35 guidelines shall identify all of the data and documentation that is
36 to accompany each claim for reimbursement and shall identify all
37 utilization review and other screening policies and procedures
38 employed by the division in reviewing such claims submitted by a
39 provider of medical services.
40 The division shall implement electronic claims processing sys-
-41 terns that comply with the requirements of the federal health
42 insurance portability and accountability act by no later than
43 October 1, 2005, and shall process all claims by licensed hospitals
44 and licensed physicians electronically by no later than July 1,
45 2006 and all claims from other providers of medical services as
46 soon thereafter as is feasible. The division shall promptly notify
47 providers in writing of the division’s receipt of a claim or addi-
-48 tional information or documentation required under this section, if
49 such claim or information or documentation is not received elec-
-50 Ironically.
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1 SECTION 7. Said section 12 of said chapter 118 E of the
2 General Laws, as so appearing, is hereby amended by adding at
3 the end thereof the following subsection: —
4 (a) In this subsection, “retroactive denial of a previously paid
5 claim” means any attempt by the division to retroactively collect
6 payments already made to a provider of health care services with
7 respect to a claim by requiring repayment of such payments,
8 reducing other payments currently owed to the provider, with-
-9 holding or setting off against future payments, or reducing or

10 affecting the future claim payments to the provider in any other
11 manner. The division shall not impose on any provider of health
12 care services any retroactive denial of a previously paid claim or
13 any part thereof unless: (1) the division has provided the reason
14 for the retroactive denial in writing to the provider; and (2) the
15 time which has elapsed since the date of payment of the chal-
-16 lenged claim does not exceed 12 months. The retroactive denial of
17 a previously paid claim may be permitted beyond 12 months from
18 the date of payment only if: (i) the claim was submitted fraudu-
-19 lently; (ii) the claim payment was incorrect because the provider
20 or the insured was already paid for the health care services identi-
-21 Tied in the claim; (iii) the health care services identified in the
22 claim were not delivered by the provider; (iv) the claim payment
23 is the subject of adjustment with another insurer, administrator, or
24 payor; or (vi) the claim payment is the subject of legal action. The
25 division shall notify a provider of health care services at least 15
26 days in advance of the imposition of any retroactive denials of
27 previously paid claims. The provider shall have six months from
28 the date of notification under this paragraph to determine whether
29 the insured as other appropriate insurance, which was in effect of
30 the date of service. Notwithstanding the contractual terms
31 between the division and the provider, the division shall allow for
32 the submission of a claim that was previously denied by another
33 company due to the insured's transfer or termination of coverage.

1 SECTION 8. Section 248 of chapter 175 of the General Laws,
2 as appearing in the 2002 Official Edition, is hereby amended by
3 adding the following three paragraphs:—
4 (a) Companies subject to the provisions of this section shall
5 provide in writing to all providers of health care services which or
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6 who have been regularly paid for services to policyholders or sub-
-7 scribers the following:
8 (1) a statement of each such company’s policies and procedures
9 that is complete, detailed and specific with regard to what must be

10 included to qualify a claim for reimbursement as a completed
11 claim for reimbursement for which such providers of health care
12 services are entitled to payment, which statement shall identify all
13 of the data and documentation that is to accompany each such
14 claim and shall identify all utilization review and other screening
15 policies and procedures employed by each such company in
16 reviewing claims for reimbursement;
17 (2) prompt, written acknowledgement to providers of receipt of
18 claims or additional documentation or information if such claims
19 or documentation or information are not received electronically;
20 (3) all policies and procedures relating to utilization review and
21 quality improvement, including policies regarding medical neces-
-22 sity, appropriateness of care, and location for the provision of
23 care,
24 (4) credential ing standards,
25 (5) data reporting requirements
26 (6) policies on confidentiality,
27 (7) guidelines or criteria for the furnishing of specific services,
28 (8) policies and procedures related to such other areas of con-
-29 tract administration as the commissioner may from time to time
30 identify. Further, each such company shall notify all such
31 providers in writing of any material change in any of the policies,
32 procedures, standards, requirements, guidelines or criteria encom-
-33 passed by this subsection, at least 60 days prior to the effective
34 date of any such change. Each company subject to the provisions
35 of this section shall administer its completed claim for reimburse-
-36 ment policies in a consistent manner for all providers of health
37 care services which or who have been regularly paid for services
38 to policyholders or subscribers, with the intent to assure efficient
39 and timely processing of claims for reimbursement in a way that
40 minimizes the number of claims re-submissions required of such
41 providers, and which does not impose unreasonable documenta-
-42 tion burden upon providers beyond what is necessary to document
43 that the services were provided appropriately. Upon the request of
44 a provider of health care services to any such company, such com-
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45 pany shall make a good faith effort to cooperate with such
46 provider to implement electronic claims processing for at least
47 ninety per cent of such provider’s claims.
48 Any contract between a company subject to the provisions of
49 this section and a hospital or physician regularly paid for services
50 to policyholders or subscribers shall preclude such company,
51 either on its own behalf or on behalf of a self insured plan,
52 including the group insurance commission, from unilaterally mod-
-53 ifying significant economic terms of any such contract, including
54 the fees paid to such hospitals or physicians, without providing
55 the affected hospital or physician a reasonable opportunity for
56 negotiation over the modifications and an opportunity to terminate
57 the contract.
58 (b) In this subsection, “retroactive denial of a previously paid
59 claim” means any attempt by a company subject to the provisions
60 of this section to retroactively collect payments already made to a
61 provider of health care services with respect to a claim by
62 requiring repayment of such payments, reducing other payments
63 currently owed to the provider, withholding or setting off against
64 future payments, or reducing or affecting the future claim pay-
-65 ments to the provider in any other manner. No such company shall
66 impose on any provider of health care services any retroactive
67 denial of a previously paid claim or any part thereof unless:
68 (1) the company has provided the reason for the retroactive denial
69 in writing to the provider; and (2) the time which has elapsed
70 since the date of payment of the challenged claim does not exceed
71 12 months. The retroactive denial of a previously paid claim may
72 be permitted beyond 12 months from the date of payment only if:
73 (i) the claim was submitted fraudulently; (ii) the claim payment
74 was incorrect because the provider or the insured was already paid
75 for the health care services identified in the claim; (iii) the health
76 care services identified in the claim were not delivered by the
77 provider; (iv) the claim payment was for services covered by Title
78 XVIII, Title XIX, or Title XXI of the Social Security Act; (v) the
79 claim payment is the subject of adjustment with another insurer,
80 administrator, or payor; or (vi) the claim payment is the subject of
81 legal action. A company subject to the provisions of this section
82 shall notify a provider of health care services at least 15 days in
83 advance of the imposition of any retroactive denials of previously
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84 paid claims. The provider shall have six months from the date of
85 notification under this paragraph to determine whether the insured
86 as other appropriate insurance, which was in effect of the date of
87 service. Notwithstanding the contractual terms between the com-
-88 pany and the provider, the company shall allow for the submission
89 of a claim that was previously denied by another company due to
90 the insured’s transfer or termination of coverage.

1 SECTION 9. Subsection 4(c) of section 108 of chapter 175 of
2 the General Laws, as appearing in the 2002 Official Edition, is
3 hereby amended by inserting, after the word “notice” in line 464,
4 the following words: — ,or within 15 days if said notice is sub-
-5 milled electronically,.

1 SECTION 10. 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 word “claim” in line 471, the following
4 words:— , or beginning 15 days after the insurer’s receipt of
5 notice of claim if such notice is submitted electronically,.

1 SECTION 11. 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 Any appeal of a claimant or provider from the denial of pay-
-5 ment or the making of only partial payment hereunder with
6 respect to any claim notice of which is submitted hereunder may
7 be filed within one year of receipt by such claimant or provider of
8 the insurer’s notification of denial or partial payment. The com-
-9 missioner shall report at least annually to the joint committee on

10 health care and the joint committee on insurance on compliance
11 by insurers subject to the provisions of this subsection with the
12 payment provisions of this subsection. For purposes of each such
13 report the commissioner may, by regulation, require the submis-
-14 sion of relevant data by insurers.

1 SECTION 12. Subdivision (G) of section 110 of chapter 175 of
2 the General Laws, as appearing in the 2002 Official Edition, is
3 hereby amended by inserting, after the words “notice” in line 201,
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4 the following words:— , or within 15 days if said notice is sub-
-5 mitted electronically,.

1 SECTION 13. Said subdivision (G) of said section 110 of
2 chapter 175, as so appearing, is hereby further amended by
3 inserting, after the word “claim” in line 208, the following
4 words:— ,or beginning 15 days after the insurer’s receipt of
5 notice of claim if such notice is submitted electronically,.

1 SECTION 14. Said subdivision (G) of said section 110 of said
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 15. Clause (e) of section 8 of chapter 176 A of the
2 General Laws, as appearing in the 2002 Official Edition, is hereby
3 amended by inserting, after the word “benefits” in line 33, the
4 following words:— ,or within 15 days if said forms are submitted
5 electronically,.

1 SECTION 16. Said clause (e) of said section 8 of said
2 chapter 176A, as so appearing, is hereby further amended by
3 inserting, after the word “claim” in line 41, the following
4 words:— ,or beginning 15 days after the corporation’s receipt of
5 notice of claim if such notice is submitted electronically,.

1 SECTION 17. Said clause (e) of said section 8 of chapter 176A,
2 as so appearing, is hereby further amended by adding the
3 following paragraph:—
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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 SECTION 18. Section 7 of chapter 1768 of the General Laws,
2 as appearing in the 2002 Official Edition, is hereby amended by
3 inserting, after the word “services” in line 68, the following
4 words:— ,or within 15 days if such claim form is submitted elec-
-5 Ironically,.

1 SECTION 19. Said section 7 of said chapter 1768, as so
2 appearing, is hereby further amended by inserting, after the word
3 “claim” in line 84, the following words:—- ,or beginning 15 days
4 after the corporation’s receipt of notice of claim if such notice is
5 submitted electronically,.

1 SECTION 20. Said section 7 of said chapter 1768, as so
2 appearing, is hereby further amended by inserting, after the
3 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
8 within one year of receipt by such participating physician or other
9 provider of health services of the medical service corporation’s

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
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15 regulation, require the submission of relevant data by medical
16 service corporations.

1 SECTION 21. Chapter 176 D of the General Laws, as appearing
2 in the 2002 Official Edition, is hereby amended by inserting after
3 section 3B the following two sections;—-

4 Section 3C. The commissioner shall establish, by regulation,
5 mechanisms for auditing compliance with payment requirements
6 imposed pursuant to sections 108 and 111 of chapter 175,
7 section 8 of chapter 176A, section 7 of chapter 1768, section 6 of
8 chapter 176G, and section 2 of chapter 1761, and for determining,
9 by statistical analysis or otherwise, the extent that an entity sub-

-10 ject to any of those provisions exhibits a pattern of late payment
11 to claimants or providers. The commissioner shall take such steps
12 as he determines reasonable and appropriate to correct any pattern
13 of non-compliance by any such entity that he deems improper,
14 including but not limited to requiring such entity to institute pay-
-15 ments on account to providers.
16 Section 3D. In accordance with regulations issued by the com-
-17 missioner, entities subject to section 3A of this chapter shall
18 implement universal electronic claims processing systems that
19 comply fully with the requirements of the federal health insurance
20 portability and accountability act.

1 SECTION 22. Section 6 of chapter 176 G of the General Laws,
2 as appearing in the 2002 Official Edition, is hereby amended by
3 inserting, after the word “services” in line 15, the following
4 words: — ,or within 15 days if such forms are submitted electron-
-5 ically,.

1 SECTION 23. Said section 6 of said chapter 176G, as so
2 appearing, is hereby further amended by inserting, after the word
3 “reimbursement” in line 25, the following words:— ,or beginning
4 15 days after the insurer’s receipt of notice of claim if such notice
5 is submitted electronically,.

1 SECTION 24. Said section 6 of said chapter 176G, as so
2 appearing, is hereby further amended by adding the following four
3 paragraphs:—



[January14 SENATE No. 723

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 documen-
-18 tation. A claim shall be considered paid on the date in which a
19 provider receives full payment or a partial payment with an expla-

-20 nation for the unpaid balance.
21 Any appeal by a participating provider of health care services
22 from the denial of payment or the making of only partial payment
23 hereunder with respect to any completed forms for reimbursement
24 that are submitted hereunder may be filed within one year of
25 receipt by such participating provider of health care services of
26 the health maintenance organization’s notification of denial or
27 partial payment.
28 The commissioner shall report at least annually to the joint
29 committee on health care and the joint committee on insurance on
30 compliance by health maintenance organizations with the payment
31 provisions of this paragraph. For purposes of each such report the
32 commissioner may, by regulation, require the submission of rele-
-33 vant 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
36 into a contract that includes claim payment provisions that meet or
37 exceed the claims payment requirements of this section.

1 SECTION 25. Section 10 of said chapter 176 G of the General
2 Laws, as most recently amended by section 41 of chapter 141 of
3 the Acts of 2003, is hereby amended by inserting, after the second
4 paragraph, the following new paragraph: —



152005] SENATE No. 723

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 26. Section 2 of chapter 1761 of the General Laws,
2 as appearing in the 2002 Official Edition, is hereby amended by
3 inserting, after the word “provider” in line 40, the following
4 words:— ,or within 15 days if such completed forms for reim-
-5 bursement are submitted electronically,.

1 SECTION 27. Said section 2 of said chapter 1761, as so
2 appearing, is hereby further amended by inserting, after the word
3 “reimbursement” in line 49, the following words:— , or beginning
4 15 days after the organization’s receipt of request for reimburse-
-5 ment if such notice is submitted electronically,.

1 SECTION 28. 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
7 and documentation identified by such organization as needed to
8 complete said forms for reimbursement, said organization shall
9 pay or deny the claim, in whole or in part, within 10 business

10 days, and shall give said provider the reasons for any denial. If an
11 organization fails to comply with the provisions of the preceding
12 sentence, said organization shall pay interest to the health care
13 provider as calculated above in this section, which interest shall
14 accrue beginning 10 days following submission by said health
15 care provider of the additional information and documentation. A
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16 claim shall be considered paid on the date in which a provider
17 receives full payment or a partial payment with an explanation for
18 the unpaid balance.
19 Any appeal by a health care provider from the denial of pay-

-20 ment or the making of only partial payment hereunder with
21 respect to any completed forms for reimbursement that are sub-
-22 mitted hereunder may be filed within one year of receipt by such
23 health care provider of the organization’s notification of denial or
24 partial payment.
25 The commissioner shall report at least annually to the joint
26 committee on health care and the joint committee on insurance on
27 compliance by organizations subject to this chapter with the pay-
-28 ment provisions of this paragraph. For purposes of each such
29 report the commissioner may, by regulation, require the subinis-
-30 sion ofrelevant data by such organizations.
31 Nothing in this chapter shall prohibit an organization and a
32 health care provider from entering into a contract that includes
33 claim payment provisions that meet or exceed the claims payment
34 requirements of this section.

1 SECTION 29. The commissioner of insurance shall establish
2 the uniform reporting requirements and standardized definitions
3 required by the second paragraph of section 30 of chapter 176 G of
4 the General Laws, as added by section 22 of this act, by no later
5 than July 1, 2005.

1 SECTION 30. This act shall take effect upon its passage.
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