
HOUSE No. 1927
By Mr. Cohen of Newton, petition of David B. Cohen, other mem-

bers of the General Court and another for legislation to require all
health care insurers and HMO’s to inform consumers of the costs and
services, benefits, limitations and procedures provided under health
care plans. Insurance.

(Efje Commontoealtf) of iflassadjusctts

In the Year One Thousand Nine Hundred and Ninety-Seven

An Act to protect patients.

1 Whereas, our health care system in Massachusetts is under-
-2 going major changes, evolving from a traditional “fee for service”
3 to a “managed care” system; and
4 Whereas, as the pace of this transition continues to accelerate,
5 the General Court recognizes that consumers have a right to be
6 fully protected and informed as to specific costs and services, ben-
7 efits, limitations and procedures provided under health care plans;
8 Therefore, in an effort to address this need in the
9 Commonwealth, the General Court deems it essential to enact the

10 “Patients’ Protection Act of 1996” to protect the rights of all pur-
-11 chasers and consumers of health care in Massachusetts. The leg-
-12 islative intent of this bill is to require all health care insurers and
13 HMO’s to inform consumers before they buy insurance, of all the
14 basic coverage provided under their health policies. Specifically,
15 the “Patients’ Protection Act” will require insurers to explain in
16 plain, understandable language, the full extent of coverage, all
17 restrictions on scope of care, and any financial incentives offered
18 providers. Passage of this legislation will ensure that the patient’s
19 right to full disclosure of health insurance benefits will be guaran-
-20 teed to every health care consumer in the Commonwealth.

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

1 SECTION 1. Chapter 175 of the General Laws is hereby
2 amended by inserting after section 110 E the following section:—
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3 Section 1 IOE'/T Whoever offers any plan, contract or subscrip-
-4 tion certificate under an individual or group medical service
5 agreement, however described or called, which shall be delivered
6 or issued or renewed in this commonwealth to all insureds within
7 the commonwealth and to all insureds having a principal place of
8 employment within the commonwealth, shall provide the house-
-9 hold of each insured, as defined by the Commissioner of

10 Insurance and, upon request, each insured or prospective insured,
11 a statement, in complete, specific, clear and concise language, in a
12 form prescribed by the commissioner of insurance in consultation
13 with the commissioner of public health and the commissioner of
14 mental health and amended from time to time as changes in the
15 health care industry occur, which shall contain, but not be limited
16 to, the following:—
17 I) the premium which must be paid by or on behalf of the
18 insured;
19 2) an explanation of any deductible, coinsurance or copayment
20 feature and all restrictions relating to preexisting conditions;
21 3) a notice that the insured has a right to receive the reasons for
22 a denial of coverage in writing and a right to appeal a denial of
23 coverage, together with a description of the procedure by which
24 the reasons may be obtained and the denial appealed, including an
25 address where the appeal may be filed. The notice shall also state
26 that the insured may appeal further to the courts;
27 4) an explanation of the procedures available to the insured to
28 express to the insurer dissatisfaction with quality of care or access
29 to care;

30 5) the number of a toll free telephone line which the insured
31 may call to obtain information about the procedures to follow to
32 appeal a denial of coverage, to express dissatisfaction with quality
33 of care or access to care or to change a primary care provider;
34 6) whether the plan employs a method of surveying consumer
35 satisfaction with the insurer’s services and procedures, and upon
36 request of the prospective insured or insured, a description of the
37 survey, and the results of the latest survey;

38 7) a notice stating that upon request of the prospective insured
39 or the insured, the insurer will make available a roster of plan
40 providers which for clinicians shall include their specialties, and
41 that upon further request of the prospective insured or the insured,
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42 the insurer will make available information regarding the creden-
-43 tials of specific clinicians and any limitations on availability of
44 specific clinicians;
45 8) National Committee for Quality Assurance accreditation
46 status, if applicable, and a description of the procedure available
47 to the prospective insured or the insured to obtain additional
48 provider credentialing information, including the complete cri-
-49 teria, from the insurer;
50 9) the medical loss ratio and administrative cost ratios, as
51 defined by the Commissioner of Insurance, of the plan;
52 10) a description of:
53 a) the extent of mental health and substance abuse coverage and
54 the procedures for obtaining such care and for obtaining informa-
-55 tion on alternatives to hospitalization;
56 b) the extent of home health care coverage and the procedure
57 for obtaining such care;

58 c) the extent of hospice coverage and the procedure for
59 obtaining services.
60 d) the extent of high cost case management coverage and the
61 procedure for obtaining such care;
62 e) whether the plan provides 24 hour coverage for emergency
63 medical and mental health services and the procedures for
64 obtaining such care including the means by which the insured can
65 obtain information regarding the location of such care;
66 f) the procedure for referral to clinicians other than the primary
67 care clinician and the means by which the insured can obtain
68 information about the procedure required in a specific situation,
69 including whether additional authorization is required when spe-
70 cialist care is continuing and the procedure for obtaining such
71 additional authorization;
72 g) the procedure for obtaining both initial and ongoing prior
73 approvals for care, including the means by which the insured can
74 obtain information about the procedure required in a specific situ-

5 ation;
76 h) whether services received outside the plan are covered and
77 any procedures for obtaining such coverage;
78 i) whether a plan clinician is restricted to prescribing drugs
79 from a plan list or plan formulary; the extent to which an insured
80 shall be reimbursed for the cost of a drug that is not on a plan list
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or plan formulary and the procedure by which a prospective
insured or insured shall be entitled to receive a list of drugs on the
plan list or formulary. Prospective insureds and insureds shall be
entitled to request and receive all information related to specific
drugs which are restricted, as well as information about how to
obtain off-formulary drugs.

81
82
83
84
85
86

11) whether any payments to any clinicians or other providers
are capitated, in part or in full, and whether any payments to any
clinicians or other providers are related to:

87
88
89

a) the number or type of referrals made by that provider to spe-
cialists or the percentage of patients so referred;

90
91

b) the number or type of procedures, tests or treatments per-
formed or the percentage of patients so treated;

92
93

c) the average length of office visits;94
The insurer shall include this statement as the first pages of any

standard package of information it provides to prospective and
new beneficiaries. Or if no such standard package is provided to
prospective and new beneficiaries, then this statement shall be
sent to new insureds and, upon request, to prospective insureds.
Updated versions of information required by this section, if any,
shall be sent annually to the household of each insured, or upon
request, to an insured. For the purposes of this section, the word
“insured” shall mean any policyholder, certificate holder, sub-
scriber, member or other person on whose behalf the carrier is
obligated to pay for and/or provide health care services.

95
96
97
98
99

100
101
102
103
104
105

SECTION 2. Chapter 176 A of the General Laws is hereby
amended by inserting after Section 10A the following new
section:—

->

3

Section 108. Whoever offers any plan, contract or subscription
certificate under an individual or group medical service agree-
ment, however described or called, which shall be delivered or
issued or renewed in this commonwealth to all insureds within the
commonwealth and to all insureds having a principal place of
employment within the commonwealth, shall provide the house-
hold of each insured, as defined by the Commissioner of
Insurance and, upon request, each insured or prospective insured,
a statement, in complete, specific, clear and concise language, in a
form prescribed by the commissioner of insurance in consultation

4
5
6
7
8
9

10
11
12
13
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14 with the commissioner of public health and the commissioner of
15 mental health and amended from time to time as changes in the
16 health care industry occur, which shall contain, but not be limited
17 to, the following;—
18 1) the premium which must be paid by or on behalf of the
19 insured;
20 2) an explanation of any deductible, coinsurance or copayment
21 feature and all restrictions relating to preexisting conditions;
22 3) a notice that the insured has a right to receive the reasons for
23 a denial of coverage in writing and a right to appeal a denial of
24 coverage, together with a description of the procedure by which
25 the reasons may be obtained and the denial appealed, including an
26 address where the appeal may be filed. The notice shall also state
27 that the insured may appeal further to the courts;
28 4) an explanation of the procedures available to the insured to
29 express to the insurer dissatisfaction with quality of care or access
30 to care;

31 5) the number of a toll free telephone line which the insured
32 may call to obtain information about the procedures to follow to
33 appeal a denial of coverage, to express dissatisfaction with quality
34 of care or access to care or to change a primary care provider;
35 6) whether the plan employs a method of surveying consumer
36 satisfaction with the insurer’s services and procedures, and upon
37 request of the prospective insured or insured, a description of the
38 survey, and the results of the latest survey;
39 7) a notice stating that upon request of the prospective insured
40 or the insured, the insurer will make available a roster of plan
41 providers which for clinicians shall include their specialties, and
42 that upon further request of the prospective insured or the insured,
43 the insurer will make available information regarding the creden-
-44 tials of specific clinicians and any limitations on availability of
45 specific clinicians;
46 8) National Committee for Quality Assurance accreditation
47 status, if applicable, and a description of the procedure available
48 to the prospective insured or the insured to obtain additional
49 provider credentialing information, including the complete cri-
-50 teria, from the insurer;
51 9) the medical loss ratio and administrative cost ratios, as
52 defined by the Commissioner of Insurance, of the plan;
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53 10) a description of
54 a) the extent of mental health and substance abuse coverage and
55 the procedures for obtaining such care and for obtaining informa-
-56 tion on alternatives to hospitalization;
57 b) the extent of home health care coverage and the procedure
58 for obtaining such care;
59 c) the extent of hospice coverage and the procedure for
60 obtaining services.
61 d) the extent of high cost case management coverage and the
62 procedure for obtaining such care;
63 e) whether the plan provides 24 hour coverage for emergency
64 medical and mental health services and the procedures for
65 obtaining such care including the means by which the insured can
66 obtain information regarding the location of such care;
67 f) the procedure for referral to clinicians other than the primary
68 care clinician and the means by which the insured can obtain
69 information about the procedure required in a specific situation,
70 including whether additional authorization is required when spe-
-71 cialist care is continuing and the procedure for obtaining such
72 additional authorization;
73 g) the procedure for obtaining both initial and ongoing prior
74 approvals for care, including the means by which the insured can
75 obtain information about the procedure required in a specific situ-
-76 ation;
77 h) whether services received outside the plan are covered and
78 any procedures for obtaining such coverage;
79 i) whether a plan clinician is restricted to prescribing drugs
80 from a plan list or plan formulary; the extent to which an insured
81 shall be reimbursed for the cost of a drug that is not on a plan list
82 or plan formulary and the procedure by which a prospective
83 insured or insured shall be entitled to receive a list of drugs on the
84 plan list or formulary. Prospective insureds and insureds shall be
85 entitled to request and receive all information related to specific
86 drugs which are restricted, as well as information about how to
87 obtain off-formulary drugs
88 11) whether any payments to any clinicians or other providers
89 are capitated, in part or in full, and whether any payments to any
90 clinicians or other providers are related to:
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9! a) the number or type of referrals made by that provider to spe-
-92 cialists or the percentage of patients so referred;
93 b) the number or type of procedures, tests or treatments per-
-94 formed or the percentage of patients so treated;
95 c) the average length of office visits;
96 The insurer shall include this statement as the first pages of any
97 standard package of information it provides to prospective and
98 new beneficiaries. Or if no such standard package is provided to
99 prospective and new beneficiaries, then this statement shall be
100 sent to new insureds and, upon request, to prospective insureds.
101 Updated versions of information required by this section, if any,
102 shall be sent annually to the household of each insured, or upon
103 request, to an insured. For the purposes of this section, the word
104 “insured” shall mean any policyholder, certificate holder, sub-
-105 scriber, member or other person on whose behalf the carrier is
106 obligated to pay for and/or provide health care services.

1 SECTION 3. Chapter 1768 of the General Laws is hereby
2 amended by inserting after Section 6B the following new
3 section:—
4 Section 6C. Whoever offers any plan, contract or subscription
5 certificate under an individual or group medical service agree-
-6 ment, however described or called, which shall be delivered or
7 issued or renewed in this commonwealth to all insureds within the
8 commonwealth and to all insureds having a principal place of
9 employment within the commonwealth, shall provide the house-

-10 hold of each insured, as defined by the Commissioner of
11 Insurance and, upon request, each insured or prospective insured,
12 a statement, in complete, specific, clear and concise language, in a
13 form prescribed by the commissioner of insurance in consultation
14 with the commissioner of public health and the commissioner of
15 mental health and amended from time to time as changes in the
16 health care industry occur, which shall contain, but not be limited
17 to, the following:—
18 1) the premium which must be paid by or on behalf of the
19 insured;
20 2) an explanation of any deductible, coinsurance or copayment
21 feature and all restrictions relating to preexisting conditions;
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22 3) a notice that the insured has a right to receive the reasons for
23 a denial of coverage in writing and a right to appeal a denial of
24 coverage, together with a description of the procedure by which
25 the reasons may be obtained and the denial appealed, including an
26 address where the appeal may be filed. The notice shall also state
27 that the insured may appeal further to the courts;
28 4) an explanation of the procedures available to the insured to
29 express to the insurer dissatisfaction with quality of care or access
30 to care;

31 5) the number of a toll free telephone line which the insured
32 may call to obtain information about the procedures to follow to
33 appeal a denial of coverage, to express dissatisfaction with quality
34 of care or access to care or to change a primary care provider;
35 6) whether the plan employs a method of surveying consumer
36 satisfaction with the insurer’s services and procedures, and upon
37 request of the prospective insured or insured, a description of the
38 survey, and the results of the latest survey;
39 7) a notice stating that upon request of the prospective insured
40 or the insured, the insurer will make available a roster of plan
41 providers which for clinicians shall include their specialties, and
42 that upon further request of the prospective insured or the insured,
43 the insurer will make available information regarding the creden-
-44 tials of specific clinicians and any limitations on availability of
45 specific clinicians;
46 8) National Committee for Quality Assurance accreditation
47 status, if applicable, and a description of the procedure available
48 to the prospective insured or the insured to obtain additional
49 provider credentialing information, including the complete cri-
-50 teria, from the insurer;
51 9) the medical loss ratio and administrative cost ratio, as
52 defined by the Commissioner of Insurance, of the plan;
53 10) a description of:
54 a) the extent of mental health and substance abuse coverage and
55 the procedures for obtaining such care and for obtaining informa-
-56 tion on alternatives to hospitalization;
57 b) the extent of home health care coverage and the procedure
58 for obtaining such care;
59 c) the extent of hospice coverage and the procedure for
60 obtaining services.
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61 d) the extent of high cost case management coverage and the
62 procedure for obtaining such care;
63 e) whether the plan provides 24 hour coverage for emergency
64 medical and mental health services and the procedures for
65 obtaining such care including the means by which the insured can
66 obtain information regarding the location of such care;
67 f) the procedure for referral to clinicians other than the primary
68 care clinician and the means by which the insured can obtain
69 information about the procedure required in a specific situation,
70 including whether additional authorization is required when spe-
-71 cialist care is continuing and the procedure for obtaining such
72 additional authorization;
73 g) the procedure for obtaining both initial and ongoing prior
74 approvals for care, including the means by which the insured can
75 obtain information about the procedure required in a specific situ-
-76 ation;

77 h) whether services received outside the plan are covered and
78 any procedures for obtaining such coverage;
79 i) whether a plan clinician is restricted to prescribing drugs
80 from a plan list or plan formulary; the extent to which an insured
81 shall be reimbursed for the cost of a drug that is not on a plan list
82 or plan formulary and the procedure by which a prospective
83 insured or insured shall be entitled to receive a list of drugs on the
84 plan list or formulary. Prospective insureds and insureds shall be
85 entitled to request and receive all information related to specific
86 drugs which are restricted, as well as information about how to
87 obtain off-formulary drugs.
88 11) whether any payments to any clinicians or other providers
89 are capitated, in part or in full, and whether any payments to any
90 clinicians or other providers are related to;
91 a) the number or type of referrals made by that provider to spe
92 cialists or the percentage of patients so referred;
93 b) the number or type of procedures, tests or treatments per
94 formed or the percentage of patients so treated;
95 c) the average length of office visits;
96 The insurer shall include this statement as the first pages of any
97 standard package of information it provides to prospective and
98 new beneficiaries. Or if no such standard package is provided to
99 prospective and new beneficiaries, then this statement shall be
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sent to new insureds and. upon request, to prospective insureds.
Updated versions of information required by this section, if any,
shall be sent annually to the household of each insured, or upon
request, to an insured. For the purposes of this section, the word
“insured” shall mean any policyholder, certificate holder, sub-
scriber, member or other person on whose behalf the carrier is
obligated to pay for and/or provide health care services.

100
101
102
103
104
105
106

SECTION 4. Chapter 176 G of the General Laws is hereby
amended by inserting after Section 7 the following new section:—i

Section 7A, Whoever offers any plan, contract or subscription
certificate under an individual or group medical service agree-
ment, however described or called, which shall be delivered or
issued or renewed in this commonwealth to all insureds within the
commonwealth and to all insureds having a principal place of
employment within the commonwealth, shall provide the house-
hold of each insured, as defined by the Commissioner of
Insurance and, upon request, each insured or prospective insured,
a statement, in complete, specific, clear and concise language, in a
form prescribed by the commissioner of insurance in consultation
with the commissioner of public health and the commissioner of
mental health and amended from time to time as changes in the
health care industry occur, which shall contain, but not be limited
to, the following:—

3
4
5
6
7
8
9

10
1 1
12
13
14
15
16

1) the premium which must be paid by or on behalf of the
insured;

17
18

2) an explanation of any deductible, coinsurance or copayment
feature and all restrictions relating to preexisting conditions;

19
20

3) a notice that the insured has a right to receive the reasons for
a denial of coverage in writing and a right to appeal a denial of
coverage, together with a description of the procedure by which
the reasons may be obtained and the denial appealed, including an
address where the appeal may be filed. The notice shall also state
that the insured may appeal further to the courts;

21
n

23
24
25
26

4) an explanation of the procedures available to the insured to
express to the insurer dissatisfaction with quality of care or access
to care;

97

28
29

5) the number of a toll free telephone line which the insured
may call to obtain information about the procedures to follow to

30
31
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32 appeal a denial of coverage, to express dissatisfaction with quality
33 of care or access to care or to change a primary care provider;
34 6) whether the plan employs a method of surveying consumer
35 satisfaction with the insurer’s services and procedures, and upon
36 request of the prospective insured or insured, a description of the
37 survey, and the results of the latest survey;
38 7) a notice stating that upon request of the prospective insured
39 or the insured, the insurer will make available a roster of plan
40 providers which for clinicians shall include their specialties, and
41 that upon further request of the prospective insured or the insured,
42 the insurer will make available information regarding the creden-
-43 tials of specific clinicians and any limitations on availability of
44 specific clinicians;
45 8) National Committee for Quality Assurance accreditation
46 status, if applicable, and a description of the procedure available
47 to the prospective insured or the insured to obtain additional
48 provider credentialing information, including the complete cri-
-49 teria, from the insurer;
50 9) the medical loss ratio and administrative cost ratios, as
51 defined by the Commissioner of Insurance, of the plan;
52 10) a description of:
53 a) the extent of mental health and substance abuse coverage and
54 the procedures for obtaining such care and for obtaining informa-
-55 tion on alternatives to hospitalization;
56 b) the extent of home health care coverage and the procedure
57 for obtaining such care;
58 c) the extent of hospice coverage and the procedure for
59 obtaining services.
60 d) the extent of high cost case management coverage and the
61 procedure for obtaining such care;
62 e) whether the plan provides 24 hour coverage for emergency
63 medical and mental health services and the procedures for
64 obtaining such care including the means by which the insured can
65 obtain information regarding the location of such care;
66 f) the procedure for referral to clinicians other than the primary
67 care clinician and the means by which the insured can obtain
68 information about the procedure required in a specific situation,
69 including whether additional authorization is required when spe-
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cialist care is continuing and the procedure for obtaining such
additional authorization;

70
71

g) the procedure for obtaining both initial and ongoing prior
approvals for care, including the means by which the insured can
obtain information about the procedure required in a specific situ-
ation;

n

74
75

h) whether services received outside the plan are covered and
any procedures for obtaining such coverage;

76
11

i) whether a plan clinician is restricted to prescribing drugs
from a plan list or plan formulary; the extent to which an insured
shall be reimbursed for the cost of a drug that is not on a plan list
or plan formulary and the procedure by which a prospective
insured or insured shall be entitled to receive a list of drugs on the
plan list or formulary. Prospective insureds and insureds shall be
entitled to request and receive all information related to specific
drugs which are restricted, as well as information about how to
obtain off-formulary drugs.

78
79

80
81
82
83
84
85
86

11) whether any payments to any clinicians or other providers
are capitated, in part or in full, and whether any payments to any
clinicians or other providers are related to:

87
88
89

a) the number or type of referrals made by that provider to spe-
cialists or the percentage of patients so referred;

90
91

b) the number or type of procedures, tests or treatments per-
formed or the percentage of patients so treated;

92
93

c) the average length of office visits;94
The insurer shall include this statement as the first pages of any

standard package of information it provides to prospective and
new beneficiaries. Or if no such standard package is provided to
prospective and new beneficiaries, then this statement shall be
sent to new insureds and, upon request, to prospective insureds.
Updated versions of information required by this section, if any,
shall be sent annually to the household of each insured, or upon
request, to an insured. For the purposes of this section, the word
“insured” shall mean any policyholder, certificate holder, sub-
scriber, member or other person on whose behalf the carrier is
obligated to pay for and/or provide health care services.

95

96
97
98
99

100
101
102
103
104
105
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k

SECTION 5. Chapter 1761 of the General Laws is hereby
amended by inserting after Section 3A the following new
section:—

Section 38. Whoever offers any plan, contract or subscription
certificate under an individual or group medical service agree-
ment, however described or called, which shall be delivered or
issued or renewed in this commonwealth to all insureds within the
commonwealth and to all insureds having a principal place of
employment within the commonwealth, shall provide the house-
hold of each insured, as defined by the Commissioner of
Insurance and, upon request, each insured or prospective insured,
a statement, in complete, specific, clear and concise language, in a
form prescribed by the commissioner of insurance in consultation
with the commissioner of public health and the commissioner of
mental health and amended from time to time as changes in the
health care industry occur, which shall contain, but not be limited
to, the following:

4
5
6

8
9

10
11
12
13
14
15
16
17

1) the premium which must be paid by or on behalf of the
insured;

18
19
20 2) an explanation of any deductible, coinsurance or copayment

feature and all restrictions relating to preexisting conditions;21
3) a notice that the insured has a right to receive the reasons for

a denial of coverage in writing and a right to appeal a denial of
coverage, together with a description of the procedure by which
the reasons may be obtained and the denial appealed, including
am address where the appeal may be filed. The notice shall also
state that the insured may appeal further to the courts;

23

24
25

26
11
z/

28 4) an explanation of the procedures available to the insured to
express to the insurer dissatisfaction with quality of care or access
to care;

29
30
31 5) the number of a toll free telephone line which the insured

may call to obtain information about the procedures to follow to
appeal a denial of coverage, to express dissatisfaction with quality
of care or access to care or to change a primary care provider;

32

33
34
35 6) whether the plan employs a method of surveying consumer

satisfaction with the insurer’s services and procedures, and upon
request of the prospective insured or insured, a description of the
survey, and the results of the latest survey;

36
37
38
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39 7) a notice stating that upon request of the prospective insured
40 or the insured, the insurer will make available a roster of plan
41 providers which for clinicians shall include their specialties, and
42 that upon further request of the prospective insured or the insured,
43 the insurer will make available information regarding the creden-
-44 tials of specific clinicians and any limitations on availability of
45 specific clinicians;
46 8) National Committee for Quality Assurance accreditation
47 status, if applicable, and a description of the procedure available
48 to the prospective insured or the insured to obtain additional
49 provider credentialing information, including the complete cri-
-50 teria, from the insurer;
51 9) the medical loss ratio and administrative cost ratios, as
52 defined by the Commissioner of Insurance, of the plan;
53 10) a description of:
54 a) the extent of mental health and substance abuse coverage and
55 the procedures for obtaining such care and for obtaining informa-
-56 tion on alternatives to hospitalization;
57 b) the extent of home health care coverage and the procedure
58 for obtaining such care;
59 c) the extent of hospice coverage and the procedure for
60 obtaining services.
61 d) the extent of high cost case management coverage and the
62 procedure for obtaining such care;
63 e) whether the plan provides 24 hour coverage for emergency
64 medical and mental health services and the procedures for
65 obtaining such care including the means by which the insured can
66 obtain information regarding the location of such care;
67 f) the procedure for referral to clinicians other than the primary
68 care clinician and the means by which the insured can obtain
69 information about the procedure required in a specific situation,
70 including whether additional authorization is required when spe-
-71 cialist care is continuing and the procedure for obtaining such
72 additional authorization;
73 g) the procedure for obtaining both initial and ongoing prior
74 approvals for care, including the means by which the insured can
75 obtain information about the procedure required in a specific situ-
-76 at ion;
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77 h) whether services received outside the plan are covered and
78 any procedures for obtaining such coverage;
79 i) whether a plan clinician is restricted to prescribing drugs
80 from a plan list or plan formulary; the extent to which an insured
81 shall be reimbursed for the cost of a drug that is not on a plan list
82 or plan formulary and the procedure by which a prospective
83 insured or insured shall be entitled to receive a list of drugs on the
84 plan list or formulary. Prospective insureds and insureds shall be
85 entitled to request and receive all information related to specific
86 drugs which are restricted, as well as information about how to
87 obtain off-formulary drugs.
88 11) whether any payments to any clinicians or other providers
89 are capitated, in part or in full, and whether any payments to any
90 clinicians or other providers are related to:
91 a) the number or type of referrals made by that provider to spe
92 cialists or the percentage of patients so referred;
93 b) the number or type of procedures, tests or treatments per-
-94 formed or the percentage of patients so treated;
95 c) the average length of office visits;
96 The insurer shall include this statement as the first pages of any
97 standard package of information it provides to prospective and
98 new beneficiaries. Or if no such standard package is provided to
99 prospective and new beneficiaries, then this statement shall be

100 sent to new insureds and, upon request, to prospective insureds.
101 Updated versions of information required by this section, if any,
102 shall be sent annually to the household of each insured, or upon
103 request, to an insured. For the purposes of this section, the word
104 “insured” shall mean any policyholder, certificate holder, sub-
-105 scriber, member or other person on whose behalf the carrier is
106 obligated to pay for and/or provide health care services.

1 SECTION 6. Chapter 176 K of the General Laws is hereby
2 amended by inserting after Section 9 the following section:—
3 Section 10. Whoever offers any plan, contract or subscription
4 certificate under an individual or group medical service agree-
-5 ment, however described or called, which shall be delivered or
6 issued or renewed in this commonwealth to all insureds within the

commonwealth and to all insureds having a principal place of
employment within the commonwealth, shall provide the hous
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9 hold of each insured, as defined by the Commissioner of
10 Insurance and, upon request, each insured or prospective insured,
11 a statement, in complete, specific, clear and concise language, in a
12 form prescribed by the commissioner of insurance in consultation
13 with the commissioner of public health and the commissioner of
14 mental health and amended from time to time as changes in the
15 health care industry occur, which shall contain, but not be limited
16 to, the following:—
17 1) the premium which must be paid by or on behalf of the
18 insured;
19 2) an explanation of any deductible, coinsurance or copayment
20 feature and all restrictions relating to preexisting conditions;
21 3) a notice that the insured has a right to receive the reasons for
22 a denial of coverage in writing and a right to appeal a denial of
23 coverage, together with a description of the procedure by which
24 the reasons may be obtained and the denial appealed, including an
25 address where the appeal may be filed. The notice shall also state
26 that the insured may appeal further to the courts;
27 4) an explanation of the procedures available to the insured to
28 express to the insurer dissatisfaction with quality of care or access
29 to care;

30 5) the number of a toll free telephone line which the insured
31 may call to obtain information about the procedures to follow to
32 appeal a denial of coverage, to express dissatisfaction with quality
33 of care or access to care or to change a primary care provider;
34 6) whether the plan employs a method of surveying consumer
35 satisfaction with the insurer’s services and procedures, and upon
36 request of the prospective insured or insured, a description of the
37 survey, and the results of the latest survey;
38 7) a notice stating that upon request of the prospective insured
39 or the insured, the insurer will make available a roster of plan
40 providers which for clinicians shall include their specialties, and
41 that upon further request of the prospective insured or the insured,
42 the insurer will make available information regarding the creden-
-43 tials of specific clinicians and any limitations on availability of
44 specific clinicians;
45 8) National Committee for Quality Assurance accreditation
46 status, if applicable, and a description of the procedure available
47 to the prospective insured or the insured to obtain additional
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48 provider credentialing information, including the complete cri-
-49 teria, from the insurer;
50 9) the medical loss ratio and administrative cost ratios, as
51 defined by the Commissioner of Insurance, of the plan;
52 10) a description of:
53 a) the extent of mental health and substance abuse coverage and
54 the procedures for obtaining such care and for obtaining informa-
-55 tion on alternatives to hospitalization;
56 b) the extent of home health care coverage and the procedure
57 for obtaining such care;
58 c) the extent of hospice coverage and the procedure for
59 obtaining services.
60 d) the extent of high cost case management coverage and the
6! procedure for obtaining such care;
62 e) whether the plan provides 24 hour coverage for emergency
63 medical and mental health services and the procedures for
64 obtaining such care including the means by which the insured can
65 obtain information regarding the location of such care;
66 f) the procedure for referral to clinicians other than the primary
67 care clinician and the means by which the insured can obtain
68 information about the procedure required in a specific situation,
69 including whether additional authorization is required when spe-
-70 ciaiist care is continuing and the procedure for obtaining such
71 additional authorization;
72 g) the procedure for obtaining both initial and ongoing prior
73 approvals for care, including the means by which the insured can
74 obtain information about the procedure required in a specific situ-
-75 ation;
76 h) whether services received outside the plan are covered and
77 any procedures for obtaining such coverage;
78 i) whether a plan clinician is restricted to prescribing drugs
79 from a plan list or plan formulary; the extent to which an insured
80 shall be reimbursed for the cost of a drug that is not on a plan list
81 or plan formulary and the procedure by which a prospective
82 insured or insured shall be entitled to receive a list of drugs on the
83 plan list or formulary. Prospective insureds and insureds shall be
84 entitled to request and receive all information related to specific
85 drugs which are restricted, as well as information about how to
86 obtain off-formulary drugs.



18 [January 1997]HOUSE No. 1927

11) whether any payments to any clinicians or other providers
are capitated, in part or in full, and whether any payments to any
clinicians or other providers are related to:

87
88
89

a) the number or type of referrals made by that provider to spe-
cialists or the percentage of patients so referred;

90
91

b) the number or type of procedures, tests or treatments per-
formed or the percentage of patients so treated;

92
93

c) the average length of office visits;94
The insurer shall include this statement as the first pages of any

standard package of information it provides to prospective and
new beneficiaries. Or if no such standard package is provided to
prospective and new beneficiaries, then this statement shall be
sent to new insureds and, upon request, to prospective insureds.
Updated versions of information required by this section, if any,
shall be sent annually to the household of each insured, or upon
request, to an insured. For the purposes of this section, the word
“insured” shall mean any policyholder, certificate holder, sub-
scriber, member or other person on whose behalf the carrier is
obligated to pay for and/or provide health care services.

95
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SECTION 7. Any plan, contract, medical service arrangement
or any individual or group medical service agreement offered to
the public or the offering of any such plan or agreement for health
care services irrespective of the name or the manner in which it
describes itself whether or not currently regulated by the commis-
sioner of insurance shall be subject to the same full disclosure and
protection provisions as set forth in section one hundred ten EVi of
chapter one hundred seventy-five.

1

3
4
5
6
7
8

SECTION 8. The Commissioner of Insurance shall promulgate
regulations to facilitate the implementation of this act.1
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