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A bill for an act

relating to state government; modifying licensing
fees; expanding health care program eligibility;
enacting health care cost containment measures;
modifying mental and chemical health programs;
adjusting family support programs; reducing certain
parental fees; providing a cost-of-living adjustment
for certain human services program employees;
modifying long-term care programs; modifying
continuing care programs; appropriating money;
amending Minnesota Statutes 2004, sections 62A.65,
subdivision 3; 62D.12, subdivision 19; 62J.04,
subdivision 3, by adding a subdivision; 62J.041;
62J.301, subdivision 3; 62J.38; 62J.692, subdivision
3; 62L.08, subdivisicn 8; 62M.06, subdivisions 2, 3;
103I1.101, subdivision 6; 103I.208, subdivisions 1, 2;
103I.235, subdivision 1; 103I.601, subdivision 2;
119B.011, by adding a subdivision; 119B.05,
subdivision 1; 144.122; 144.147, subdivision 1;
144.148, subdivision 1; 144.1501, subdivisions 1, 2,
3, 4; 144.226, subdivision 1, by adding subdivisions;
144.3831, subdivision 1; 144.551, subdivision 1;
144.562, subdivision 2; 144.9504, subdivision 2;
144.98, subdivision 3; 144A.073, subdivision 10, by
adding a subdivision; 144E.101, by adding a
subdivision; 157.15, by adding a subdivision; 157.16,
subdivisions 2, 3, by adding subdivisions; 157.20,
subdivisions 2, 2a; 241.01, by adding a subdivision;
244.054; 245.4661, by adding subdivisions; 245.4885,
subdivisions 1, 2, by adding a subdivision; 252.27,
subdivision 2a; 252.291, by adding a subdivision;
254B.03, subdivision 4; 256.01, by adding a
subdivision; 256.045, subdivision 3a; 256.741, -
subdivision 4; 256.9365; 256.969, by adding a
subdivision; 256B.02, subdivision 12; 256B.056,
subdivisions 5, 5a, 5b, 7, by adding subdivisions;
256B.057, subdivision 1; 256B.0621, subdivisions 2, 3,
4, 5, 6, 7; 256B.0622, subdivision 2; 256B.0625,
subdivisions 2, 9, 13e, 13f, 19c, by adding
subdivisions; 256B.0627, subdivisions 1, 4, 5, 9, by
adding a subdivision; 256B.0916, by adding a
subdivision; 256B.15, subdivisions 1, l1la, 2; 256B.19,
subdivision 1; 256B.431, by adding subdivisions;
256B.434, subdivision 4, by adding a subdivision;
256B.5012, by adding a subdivision; 256B.69,
subdivisions 4, 23; 256D.03, subdivisions 4, 4;
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256D.045; 256D.44, subdivision 5; 256J.021; 256J.08,
subdivision 65; 256J.21, subdivision 2; 256J.521,
subdivision 1; 256J.53, subdivision 2; 256J.626,
subdivisions 1, 2, 3, 4, 7; 256J.95, subdivisions 3,
9; 256L.01, subdivision 4; 256L.03, subdivisions 1, 1,
1b, 5; 256L.04, subdivisions 2, 7, by adding
subdivisions; 256L.05, subdivisions 3, 3a; 256L.07,
subdivisions 1, 3, by adding a subdivision; 256L.12,
subdivision 6; 256L.15, subdivisions 2, 3; 295.582;
326.01, by adding a subdivision; 326.37, subdivision
1, by adding a subdivision; 326.38; 326.40,
subdivision 1; 326.42, subdivision 2; 514.981,
subdivision 6; 524.3-805; 549.02, by adding a
subdivision; 549.04; proposing coding for new law in
Minnesota Statutes, chapters 62J; 62Q; 144; 151; 256;
256B; 256J; 256L; 326; 501B; 641; repealing Minnesota
Statutes 2004, sections 119B.074; 157.215; 256B.0631;
256B.69, subdivision 5a; 256J.37, subdivisions 3a, 3b;
256L.035; 326.45; 514.991; 514.992; 514.993; 514.994;
514.995.

BE IT ENACTED BY THE LEGISLATURE OF THEVSTATE OF MINNESOTA:
ARTICLE 1
HEALTH DEPARTMENT

Section 1. Minnesota Statutes 2004, section 103I.101,
subdivision 6, is amended to read:

Subd. 6. [FEES FOR VARIANCES.] The commissioner shall
charge a nonrefundable application fee of $%56 $175 to cover the
administrative cost of processing a request for a variance or
modification of rules adopted by the commissioner under this
chapter.

[EFFECTIVE DATE.] This section is effective July 1, 2006.

Sec. 2. Minnesota Statutes 2004, section 103I.208,
subdivision 1, is amended to read:

Subdivision 1. [WELL NOTIFICATION FEE.] The well
notification fee tokbe paid by a property owner is:

(1) for a new well, %356 $175, which includes the state
core function fee;

(2) for a well sealing, $36 $35 for each well, which
includes the state core function fee, except that for monitoring
wells constructed on a single property, having depths within a
25 foot range, and sealed within 48 hours of start of
construction, a single fee of $36 $35; and

(3) for construction of a dewatering well, $%56 $175, which
includes the state core function fee, for each well except a

dewatering project comprising five or more wells shall be

Article 1 Section 2 2
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assessed a single fee of $%56 $875 for the wells recorded on the
notification..

[EFFECTIVE DATE.] This section is effective July 1, 2006.

Sec. 3. Minnesota Statutes 2004, section 103I.208,
subdivision 2, is amended to read:

Subd. 2. [PERMIT FEE.] The permit fee to be paid by a
property owner is:

(1) for a well that is not in use under a maintenance
permit, $%25 $150 annually;

(2) for construction of a monitoring well, %3*56 $175, which
includes the state core function fee;

(3) for a monitoring well that is unsealed under a
maintenance permit, $%25 $150 annually;

(4) for monitoring wells used as a leak detection device at
a single motor fuel retail outlet, a single petroleum bulk
storage site excluding tank farms, or a single agricultural
chemical facility site, the construction permit fee
is $%56 $175, which includes the state core function fee, per
site regardless of the number of wells constructed on the site,
and the annual fee for a maintenance permit for unsealed
monitoring wells is $%25 $150 per site regardless of the number
of monitoring wells located on site;

(5) for a groundwater thermal exchange device, in addition
to the notification fee for wells, $%56 $175, which includes the
state core function fee;

(6) for a vertical heat exchanger, $%56 $175;

(7) for a dewatering well that is unsealed under a
maintenance permit, $25 $150 annually for each well, except a
dewatering project comprising more than five wells shall be
issued a single permit for $625 $750 annually for wells recorded
on the permit; and

(8) for excavating holes for the purpose of installing
elevator shafts, %356 $175 for each hole.

[EFFECTIVE DATE.] This section is effective July 1, 2006.

Sec. 4. Minnesota Statutes 2004, section 103I.235,

subdivision 1, is amended to read:

Article 1 Section 4 3
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1 Subdivision 1. [DISCLOSURE OF WELLS TO BUYER.] (a) Before
2 signing an agreement to sell or transfer real property, the

3 seller must disclose in writing to the buyer information about

4 the status and location of all known wells on the property, by

5 delivering to the buyer either a statement by the seller that

6 the seller does not know of any wells on the property, or a

7 disclosure statement indicating the legal description and

8 county, and a map drawn from available information showing the

9 location of each well to the extent practicable. In the
10 disclosure statement, the seller must indicate, for each well,
11 whether the well is in use, not in use, or sealed.
12 (b) At the time of closing of the sale, the disclosure
13 statement information, name and mailing address of the buyer,
14 and the quartile, section, township, and range in which each
15 well is located must be provided on a well disclosure

16 certificate signed by the seller or a person authorized to act
17 on behalf of the seller.

18 (c) A well disclosure certificate need not be provided if
19 the seller does not know of any wells on the property and the
20 deed or other instrument of conveyance contains the statement:
21 "The Seller certifies that the Seller does not know of any wells
22 on tﬁe described real property."
23 (d) If a deed is given pursuant to a contract for deed, the
24 well disclosure certificate required by this subdivision shall
25 Dbe signed by the buyer or a person authorized to act on behalf
26 of the buyer. If the buyer knows of no weils on the property, a
27 well disclosure certificate is not required if the following
28 statement appears on the deed followed by the signature of the
29 grantee or, if there is more than one grantee, the signature of
30 at least one of the grantees: "The Grantee certifies that the
31 Grantee does not know of any wells on the described real

32 property." The statement and signature of the grantee may be on
33 the front or back of the deed or on an attached sheet and an

34 acknowledgment of the statement by the grantee is not required
35 for the deed to be recordable.

36 (e) This subdivision does not apply to the sale, exchange,

Article 1 Section 4 4
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or transfer of real property:

(1) that consists solely of a sale or transfer of severed
mineral interests; or

(2) that consists of an individual condominium unit as
described in chapters 515 and 515B.

(f) For an area owned in common under chapter 515 or 515B
the association or other responsible person must report to the
commissioner by July 1, 1992, the location and status of all
wells in the common area. The association or other responsible
person must notify the commissioner within 30 days of any change
in the reported status of wells.

(g) For real property sold by the state under section
92.67, the lessee at the time of the sale is reéponsible for
compliance with this subdivision.

(h) If the seller fails to provide a required well
disclosure certificate, the buyer, or a person authorized to act
on behalf of the buyer, may sign a well disclosure certificate
based on the information provided on the disclosure statement
required by this section or based on other availabie information.

(i) A county recorder or registrar of titles may not record
a deed or other instrument of conveyance dated after October 31,
1990, for which a certificate of value is required under section
272.115, or any deed or other instrument of conveyance dated
after October 31, 1990, from a governmental body exempt from the
payment of state deed tax, unless the deed or other instrument
of conveyance contains the statement made in accordance with
paragraph (c) or (d) or is accompanied by the well disclosure
certificate containing all the information required by paragraph
(b) or (d). The county recorder or registrar of titles must not
accept a certificate unless it contains all the required
information. The county recorder or registrar of titles shall
note on each deed or other instrument of conveyance accompanied
by a well disclosure certificate that the well disclosure
certificate was received. The notation must include the
statement "No wells on property" if the disclosure certificate

states there are no wells on the property. The well disclosure

Article 1 Section 4 5
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certificate shall not be filed or recorded in the records
maintained by the county recorder or registrar of titles. After
noting "No wells on property" on the deed or other instrument of
conveyance, the county recorder or registrar of titles shall
destroy or return to the buyer the well disclosure certificate.
The county recorder or registrar of titles shall collect from
the buyer or the person seeking to record a deed or other
instrument of conveyance, a fee of $36 $40 for receipt of a
completed well disclosure certificate. By the tenth day of each
month, the county recorder or registrar of titles shall transmit
the well disclosure certificates to the commissioner of health.
By the tenth day after the end of each calendar quarter, the '
county recorder or registrar of titles shall transmit to the
commissioner of health $2#+56 $32.50 of the fee for each well
disclosure certificate received during the quarter. The
commissioner shall maintain the well disclosure certificate for
at least six years. The commissioner may store the certificate
as an electronic image. A copy of that image shall be as valid
as the original.

(j) No new well disclosure certificate is required under
this subdivision if the buyer or seller, or a person authorized
to act on behalf of the buyer or seller, certifies on the deed
or other instrument of conveyance that the status and number of
wells on the property have not changed since the last previously
filed well disclosure certificate. The following statement, if
followed by the signature of the person making the statement, is
sufficient to comply with the certification requirement of this
paragraph: "I am familiar with the property described in this
instrument and I certify that the status and number of wells on
the described real property have not changed since the last
previously filed well disclosure certificate." The
certification and signature may be on the front or back of the
deed or on an attached sheet and an acknowledgment of the
statement is not required for the deed or other instrument of
conveyance to be recordable.

(k) The commissioner in consultation with county recorders

Article 1 Section 4 6
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1 shall prescribe the form for a well disclosure certificate and
2 provide well disclosure certificate forms to county recorders

3 and registrars of titles and other interested persons.

4 (1) Failure to comply with a requirement of this

5 subdivision does not impair:

6 (1) the wvalidity of a deed or other instrumenf of

7 conveyance as between the parties to the deed or instrument or
8 as to any other person who otherwise would be bound by the deed
9 or instrument; or
10 (2) the record, as notice, of any deed or other instrument
11 of conveyance accepted for filing or recording contrary to the
12 provisions of this subdivision.

13 [EFFECTIVE DATE.] This section is effective July 1, 2006.

14 Sec. 5. Minnesota Statutes 2004, section 103I.601,

15 subdivision 2, is amended to read:

16 Subd. 2. [LICENSE REQUIRED TO MAKE BORINGS.] (a) Except as
17 provided in paragraph tby (d), a person may must not make an

18 exploratory boring without an expieratery-berer+s explorer’s

19 1license. The fee for an explorer’s license is $75. The

20 explorer’s license is valid until the date prescribed in the

21 license by the commissioner.

22 (b) A person must file an application and renewal

23 application fee to renew the explorer’s license by the date

24 stated in the license. The renewal application fee is $75.

25 (c) If the licensee submits an application fee after the

26 required renewal date, the licensee:

27 (1) must include a late fee of $75; and

28 (2) may not conduct activities authorized by an explorer’s

29 license until the renewal application, renewal application fee,

30 late fee, and sealing reports required in subdivision 9 are

31 submitted.

32 (d) An explorer may must designate a responsible individual
33 to supervise and oversee the making of exploratory borings.
34 Before an individual supervises or oversees an exploratory

35 boring, the individual must file an application and application

36 fee of $75 to qualify as a responsible individual. The

Article 1 Section 5 7
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individual must take and pass an examination relating to

construction, location, and sealing of exploratory borings. A

professional engineer registered or geoscientist licensed under

sections 326.02 to 326.15 or a eertified professional geologist

certified by the American Institute of Professional Geologists

is not required to take the examination required in this

 subdivision, but must be %tieensed certified as a responsible

individual to make supervise an exploratory boring.

Sec. 6. Minnesota Statutes 2004, section 144.122, is
amended to read:

144.122 [LICENSE, PERMIT, AND SURVEY FEES. ]

(a) The state commissioner of health, by rule, may
prescribe reasonable procedures and fees for filing with the
commissioner as prescribed by statute and for the issuance of
original and renewal permits, licenses, registrations, and
certifications issued under éuthority of the commissioner. The
expiration dates of the various licenses, permits,
registrations, and certifications as prescribed by the rules
shall be plainly marked thereon. Fees may include application
and examination fees and a penalty fee for renewal applications
submitted after the expiration date of the previously issued
permit, license, registration, and certification. The
commissioner may also prescribe, by rule, reduced fees for
permits, licenses, registrations, and certifications when the
application therefor is submitted during the last three months
of the permit, license, registration, or certification period.
Fees proposed to be prescribed in the rules shall be first
approved by the Department of Finance. All fees proposed to be
prescribed in rules shall be reasonable. The fees shall be in
an amount so that the total fees collected by the commissioner
will, where practical, approximate the cost to the commissioner
in administering the program. All fees collected shall be
deposited in the state treasury and credited to the state
government special revenue fund unless otherwise specifically
appropriated by law for specific purposes.

(b) The commissioner shall adopt reasonable rules

Article 1 Section 6 8
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1 establishing criteria and procedures for refusal to grant or

2 renew licenses and registrations, and for suspension and

3 revocation of licenses and registrations.

4 (c) The commissioner may refuse to grant or renew licenses

5 and registrations, or suspend or revoke licenses and

6 registrations, in accordance with the commissioner’s criteria

7 and procedures as adopted by rule.

8 (d) The commissioner may charge a fee for voluntary

9 certification of medical laboratories and environmental

10 laboratories, and for environmental and medical laboratory

11 services provided by the department, without complying with

12 paragraph (a) or chapter 14. Fees charged for environment and
13 medical laboratory services provided by the department must be
14 approximately equal to the costs of providing the services.

15 te¥ (e) The commissioner may develop a schedule of fees for
16 diagnostic evaluations conducted at clinics held by the services
17 for children with handicaps program. All receipts generated by
18 the program are annually appropriated to the commissioner for

19 use in the maternal and child health program.

20 {4y (f) The commissioner shall set license fees for

21 hospitals and nursing homes that are not boarding care homes at
22 the following levels:

23 Joint Commission on Accreditation of Healthcare

24 Organizations (JCAHO hospitals) §%7655 $7,555 plus $13 per bed

25 Non-JCAHO hospitals 547686 $5,180 plus 5234

26 $247 per bed

27 Nursing home $183 plus $91 per bed

28 The commissioner shall set license fees for outpatient

29 surgical centers, boarding care homes, and supervised living

30 facilities at the following levels:

31 Outpatient surgical centers $37532 $3,349

32 Boarding care homes $183 plus $91 per bed

33 Supervised living facilities $183 plus $91 per bed.

34 ter (g) Unless prohibited by federal law, the commissioner

35 of health shall charge applicants the following fees to cover

36 the cost of any initial certification surveys required to

Article 1 Section 6 9
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determine a provider’s eligibility to participate in the

Medicare or Medicaid program:

Prospective payment surveys for
hospitals

Swing bed surveys for nursing homes
Psychiatric hospitals

Rural health facilities

Portable x-ray providers

Home health agencies

Ooutpatient therapy agencies

End stage renal dialysis providers
Independent therapists

Comprehensive rehabilitation
outpatient facilities

Hospice providers

Ambulatory surgical providers
Hospitals

Other provider categories or

additional resurveys required
to complete initial certification

These fees shall be submitted at the time of the
application for federal certification and shall not be
refunded. All fees collected after the date that the imposition
of fees is not prohibited by federal law shall be deposited in

the ‘state treasury and credited to the state government special

revenue fund.

(h) The commissioner shall charge the following fees for

]

$

$1,
$1,

$1,

$

$1,

$

$2,

$

$1,

81,
$ll
$4I
Actual surveyor costs:

average surveyor cost x

number of hours for the
survey process.

DG

900

200

400

100

500

800

800

100

800

200

700

800

200

examinations, registrations, licenses, and inspections:

Plumbing examination

Water conditioning examination

Plumbing bond registration fee

Water conditioning bond registration fee

Master plumber’s license

Restricted plumbing contractor license

Journeyman plumber’s license

Apprentice registration

Water conditioning contractor license

Article 1 Section 6 10
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Water conditioning installer license

<
18 &
o |u»

Residential inspection fee (each visit) $

Public, commercial, and Inspection fee

industrial inspections

25 or fewer drainage

fixture units 4 $ 300

26 to 50 drainage

fixture units $ 900
51 to 150 drainage

fixture units $1,200
151 to 249 drainage

fixture units $1,500
250 or more drainage

fixture units ' $1,800
Callback fee (each visit) $ 100

(i) Plumbing installations that require only fixture

installation or replacement require a minimum of one

inspection. Residence remodeling involving plumbing

installations requires a minimum of two inspections. New

residential plumbing installations require a minimum of three

inspections. For purposes of this paragraph and paragraph (h),

residences of more than four units are considered commercial.

Sec. 7. Minnesqta Statutes 2004, section 144.147,
subdivision 1, is amended to read:

Subdivision 1. [DEFINITION.] "Eligible rural hospital"
means any nonfederal, general acute care hospital that:

(1) is either located in a rural area; as defined in the
federal Medicare regulations, Code of Federal Regulations, title
42, section 405.1041, or located in a community with a
population of less than #6+666 15,000, according to United
States Census Bureau statistics, outside the seven-county
metropolitan area;

(2) has 50 or fewer beds; and

(3) is not for profit.

Sec. 8. [144.1476] [RURAL PHARMACY PLANNING AND TRANSITION

GRANT PROGRAM. ]

Article 1 Section 8 11
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Subdivision 1. [DEFINITIONS.] (a) For the purposes of this

section, the following definitions apply.

(b) "Eligible rural community" means:

(1) a Minnesota community that is located in a rural area,

as defined in the federal Medicare regulations, Code of Federal

Regulations, title 42, section 405.1041; or

(2) a Minnesota community that has a population of less

than 10,000, according to the United States Bureau of

Statistics, and that is outside the seven-county metropolitan

area, excluding the cities of Duluth, Mankato, Moorhead,

Rochester, and St. Cloud.

(c) "Health care provider" means a hospital, clinic,

pharmacy, long-term care institution, or other health care

facility that is licensed, certified, or otherwise authorized by

the laws of this state to provide health care.

(d) "Pharmacist" means an individual with a valid license

issued under chapter 151 to practice pharmacy.

(e) "Pharmacy" has the meaning given under section 151.01,

subdivision 2.

Subd. 2. [GRANTS AUTHORIZED; ELIGIBILITY.] (a) The

commissioner of health shall establish a program to award grants

to eligible rural communities or health care providers in

eligible rural communities for planning, establishing, keeping

in operation, or providing health care services that preserve

access to prescription medications and the skills of a

pharmacist according to sections 151.01 to 151.40.

(b) To be eligible for a grant, an applicant must develop a

strategic plan for preserving or enhancing access to

prescription medications and the skills of a pharmacist. At a

minimum, a strategic plan must consist of:

(1) a needs assessment to determine what pharmacy services

are needed and desired by the community. The assessment must

include interviews with or surveys of area and local health

professionals, local community leaders, and public officials;

(2) an assessment of the feasibility of providing needed

pharmacy services that identifies priorities and timelines for

Article 1 Section 8 12
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potential changes; and

(3) an implementation plan.

(c) A grant may be used by a recipient that has developed a

strategic plan to implement transition projects to modify the

type and extent of pharmacy services provided, in order to

reflect the needs of the community. Grants may also be used by

recipients:

(1) to develop pharmacy practices that integrate pharmacy

and existing health care provider facilities; or

(2) to establish a pharmacy provider cooperative or

initiatives that maintain local access to prescription

medications and the skills of a pharmacist.

Subd. 3. [CONSIDERATION OF GRANTS.] In determining which

applicants shall receive grants under this section, the

commissioner of health shall appoint a committee comprised of

members with experience and knowledge about rural pharmacy

issues, including, but not limited to, two rural pharmacists

with a community pharmacy background, two health care providers

from rural communities, one representative from a statewide

pharmacist organization, and one representative of the Board of

Pharmacy. A representative of the commissioner may serve on the

committee in an ex officio status. In determining who shall

receive a grant, the committee shall take into account:

(1) improving or maintaining access to prescription

medications and the skills of a pharmacist;

(2) changes in service populations;

(3) the extent community pharmacy needs are not currently

met by other providers in the area;

(4) the financial condition of the applicant;

(5) the integration of pharmacy services into existing

health care services; and

(6) community support.

The commissioner may also take into account other relevant

factors.

Subd. 4. [ALLOCATION OF GRANTS.] (a) The commissioner

shall establish a deadline for receiving applications and must

Article 1 Section 8 13
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make a final decision on the funding of each application within

60 days of the deadline. An applicant must apply no later than

March 1 of each fiscal year for grants awarded for that fiscal

year.
(b) Any grant awarded must not exceed $50,000 a year and

may not exceed a one-year term.

(c) Applicants may apply to the program each year they are

eligible.

(d) Project grants may not be used to retire debt incurred

with respect to any capitol expenditure made prior to the date

on which the project is initiated.

Subd. 6. [EVALUATION.] The commissioner shall evaluate the

overall effectiveness of the grant program and may collect

progress reports and othef information from grantees needed for

program evaluation. An academic institution that has the

expertise in evaluating rural pharmacy outcomes may participate

in the program evaluation if asked by a grantee or the

commissioner. The commissioner shall compile summaries of

successful grant projects and other model community efforts to

preserve access to prescription medications and the skills of a

pharmacist, and make this information available to Minnesota

communities seeking to address local pharmacy issues.

Sec. 9. Minnesota Statutes 2004, section 144.148,
subdivision 1, is amended to read:

Subdivision 1. [DEFINITION.] (a) For purposes of this
section, the following definitions apply.

(b) "Eligible rural hospital” means any nonfederal, general
acute care hospital that:

(1) is either located in a rural area, as defined in the
federal Medicare regulations, Code of Federal Regulations, title
42, section 405.1041, or located in a community with a
population of less than 67666 15,000, according to United
States Census Bureau statistics, outside the seven-county
metropolitan area;

(2) has 50 or fewer beds; and

(3) is not for profit.

Article 1 Section 9 14



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35

36

04/26/05 [COUNSEL ] DG sca101

(c) "Eligible project" means a modernization project to
update, remodel, or replace aging hospital facilities and
equipment necessary to maintain the operations of a hospital.

Sec. 10. Minnesota Statutes 2004, section 144.1501,
subdivision 1, is amended to read:

Subdivision 1. [DEFINITIONS.] (a) For purposes of this

section, the following definitions apply.

(b) "Designated rural area" means:

(1) an area in Minnesota outside the counties of Anoka,
Carver, Dakota, Hennepin, Ramsey, Scott, and Washington,
excluding the cities of Duluth, Mankato, Moorhead, Rochester,
and St. Cloud; or

(2) a municipal corporation, as defined under section
471.634, that is physically located, in whole or in part, in an
area defined as a designated rural area under clause (1).

(c) "Emergency circumstances" means those conditions that
make it impossible for the participant to fulfill the service
commitment, including death, total and permanent disability, or
temporary disability lasting more than two years.

(d) "Medical resident™ means an individual participating in
a medical residency in family practice, internal medicine,
obstetrics and gynecology, pediatrics, or psychiatry.

(e) "Midlevel practitioner" means a nurse practitioner,
nurse-midwife, nurse anesthetist, advanced clinical nurse
specialist, or physician assistant.

(f) "Nurse" means an individual who has completed training
and received all licensing or certification necessary to perform
duties as a licensed practical nurse or registered nurse.

(g) "Nurse-midwife" means a registered nurse who has
graduated from a program of study designed to prepare registered
nurses for advanced practice as nurse-midwives.

(h) "Nurse practitioner" means a registered nurse who has
graduated from a program of study designed to prepare registered
nurses for advanced practice as nurse practitioners.

(i) "Pharmacist" means an individual with a valid license

issued under chapter 151 to practice pharmacy.
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(j) "Physician" means an individual who is licensed to
practice medicine in the areas of family practice, internal
medicine, obstetrics and gynecology, pediatrics, or psychiatry.

43¥ (k) "Physician assistant" means a person registered
under chapter 147A.

tky (1) "Qualified educational loan" means a government,
commercial, or foundation loan for actual costs paid for
tuition, reasonable education ekpenses, and reasonable living
expenses related to the graduate or undergraduate education of a
health care professional.

{*y (m) "Underserved urban community" means a Minnesota
urban area or population included in the list of designated
primary medical care health professional shortage areas (HPSAs),
medically underserved areas (MUAs), or medically underserved
populations (MUPs) maintained and updated by the United States
Department of Health and Human Services.

Sec. 11. Minnesota Statutes 2004, section 144.1501,
subdivision 2, is amended to read:

Subd. 2. [CREATION OF ACCOUNT.] (a) A health professional
education loan forgiveness program account is established. The
commissioner of health shall use money from the account to
establish a loan forgiveness program:

(1) for medical residents agreeing to practice in
designated rural areas or underserved urban communities; or

specializing in the area of pediatric psychiatry;

(2) for midlevel practitioners agreeing to practice in

designated rural areasy-and or to teach for at least 20 hours

per week in the nursing field in a postsecondary program;

(3) for nurses who agree to practice in a Minnesota nursing
home or intermediate care facility for persons with mental

retardation or related conditions or to teach for at least 20

hours per week in the nursing field in a postsecondary program;

(4) for other health care technicians agreeing to teach for

at least 20 hours per week in their designated field in a

postsecondary program. The commissioner, in consultation with

the Healthcare Education-Industry Partnership, shall determine
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the health care fields where the need is the greatest,

including, but not limited to, respiratory therapy, clinical

laboratory technology, radiologic technology, and surgical

technology; and

(5) for pharmacists who agree to practice in designated

rural areas.

(b) Appropriations made to the account do not cancel and

-are available until expended, except that at the end of each

biennium, any remaining balance in the account that is not
committed by contract and not needed to fulfill existing
commitments shall cancel to the fund.

Sec. 12. Minnesota Statutes 2004, section 144.1501,
subdivision 3, is amended to read:

Subd. 3. [ELIGIBILITY.] (a) To be eligible to participate
in the loan forgiveness program, an individual must:

(1) be a medical resident or a licensed pharmacist or be

enrolled in a midlevel practitioner, registered nurse, or a
licensed practical nurse training program; and

(2) submit an application to the commissioner of health.

(b) An applicant selected to participate must sign a
contract to agree to serve a minimum three-year full-time
service obligation according to subdivision 2, which shall begin
no later than March 31 following completion of required training.

Sec. 13. Minnesota Statutes 2004, section 144.1501,
subdivision 4, is amended to read:

Subd. 4. [LOAN FORGIVENESS.] The commissioner of health
may select applicants each year for participation in the loan
forgiveness program, within the limits of available funding. The
commissioner shall distribute available funds for loan
forgiveness proportionally among the eligible professions
according to the vacancy rate for each profession in the

required geographic area er, facility type, or teaching area

specified in subdivision 2. The commissioner shall allocate
funds for physician loan forgiveness so that 75 percent of the
funds available are used for rural physician loan forgiveness

and 25 percent of the funds available are used for underserved
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urban communities loan forgiveness. If the commissioner does
not receive enough qualified applicants each year to use the
entire allocation of funds for urban underserved communities,
the remaining funds may be allocated for rural physician loan
forgiveness. Applicants are responsible for securing their own
qualified educational loans. The commissioner shall select
participants based on their suitability for practice serving the
required geographic area or facility type specified in
subdivision 2, as indicated by experience or training. The
commissioner shall give preference to applicants closest to
completing their training. For each year that a participant
meets the service obligation fequired under subdivision 3, up.to
a maximum of four years, the commissioner shall make annual
disbursements directly to the participant equivalent to 15
percent of the average educational debt for indebted graduates
in their profession in the year closest to the applicant’s
selection for which information is available, not to exceed the
balance of the participant’s qualifying educational loans.
Before receiving loan repayment disbursements and as requested,
the participant must complete and return to the commissioner an
affidavit of practice form provided by the commissioner
verifying that the participant is practicing as required under
subdivisions 2 and 3. The participant must provide the
commissioner with verification that the full amount of loan
repayment disbursement received by the participant has been
applied toward the designated loans. After each disbursement,
verification must be received by the commissioner and approved
before the next loan repayment disbursement is made.
Participants who move their practice remain eligible for loan
repayment as long as they practice as required under subdivision
2.

Sec. 14. Minnesota Statutes 2004, section 144.226,
subdivision 1, is amended to read:

Subdivision 1. [WHICH SERVICES ARE FOR FEE.] The fees for
the following services shall be the following or an amount

prescribed by rule of the commissioner:
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(a) The fee for the issuance of a certified vital record or
a certification that the vital record cannot be found is %8 $9.
No fee shall be charged for a certified birth or death record
that is reissued within one year of the original issue, if an
amendment is made to the vital record and if the previously

issued vital record is surrendered. The fee is nonrefundable.

(b) The fee for processing a request for the replacement of

a birth record for all events; except when filing a recognition
of parentage pursuant to section 257.73, subdivision 1,

is 26 $40. The fee is payable at the time of application and

is nonrefundable.

(c) The fee for processing a request for the filing of a

delayed registration of birth or death is $26 $40. The fee is

payable at the time of application and is nonrefundable. This

fee includes one subsequent review of the request if the request

is not acceptable upon the initial receipt.

(d) The fee for processing a request for the amendment of

any vital record when requested more than 45 days after the
filing of the vital record is $26 $40. No fee shall be charged
for an amendment requested within 45 days after the filing of

the vital record. The fee is payable at the time of application

and is nonrefundable. This fee includes one subsequent review

of the request if the request is not acceptable upon the initial

receipt.

(e) The fee for processing a request for the verification

of information from vital records is $8 $9 when the applicant
furnishes the specific information to locate thg vital record.
When the applicant does not furnish specific information, the
fee is $20 per hour for staff time expended. Specific
information includes the correct date of the event and the
correct name of the registrant. Fees charged shall approximate
the costs incurred in searching and copying the vital records.
The fee shati-be is payable at the time of application and is

nonrefundable.

(f) The fee for processing a request for the issuance of a

copy of any document on file pertaining to a vital record or
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statement that a related document cannot be found is $8& $9. The

fee is payable at the time of application and is nonrefundable.

Sec. 15. Minnesota Statutes 2004, section 144.226, is
amended by adding a subdivision to read:

Subd. 5. [ELECTRONIC VERIFICATION.] A fee for the

electronic verification of a vital event, when the information

being verified is obtained from a certified birth or death

record, shall be established through contractual or interagency

agreements with interested local, state, or federal government

agencies.
Sec. 16. Minnesota Statutes 2004, section 144.226, is

amended by adding a subdivision to read:

Subd. 6. [ALTERNATIVE PAYMENT METHODS.] Notwithstanding

subdivision 1, alternative payment methods may be approved and

implemented by the state registrar or a local registrar.

Sec. 17. Minnesota Statutes 2004, section 144.3831,
subdivision 1, is amended to read:

Subdivision 1. [FEE SETTING.] The commissioner of health
may assess an annual fee of $5+2% $6.36 for every service
connection to a public water supply that is owned or operated by
a home rule charter city, a statutory city, a city of the first
class, or a town. The commissioner of health may also assess an
annual fee for every service connection served by a water user
district defined in section 110A.02.

[EFFECTIVE DATE.] This section is effective July 1, 2006.

Sec. 18. Minnesota Statutes 2004, section 144.551,
subdivision 1, is amended to read:

Subdivision 1. [RESTRICTED CONSTRUCTION OR MODIFICATION. ]
(a) The following construction or modification may not be
commenced:

(1) any erection, building, alteration, reconstruction,
modernization, improvement, extension, lease, or other
acquisition by or on behalf of a hospital that increases the bed
capacity of a hospital, relocates hospital beds from one
physical facility, complex, or site to another, or otherwise

results in an increase or redistribution of hospital beds within
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the state; and

(2) the establishment of a new hospital.

(b) This section does not apply to:

(1) construction or relocation within a county by a
hospital, clinic, or other health care facility that is a
national referral center engaged in substantial programs of
patient care, medical research, and medical education meeting
state and national needs that receives more than 40 percent of
its patients from outside the state of Minnesota;

(2) a project for construction or modification for which a
health care facility held an approved certificate of need on May
1, 1984, regardless of the date of expiration of the
certificate;

(3) a project for which a certificate’of need was denied
before July 1, 1990, if a timely appeal results in an order
reversing the denial; |

(4) a project exempted from certificate of need
requirements by Laws 1981, chapter 200, section 2;

(5) a project involving consolidation of pediatric
specialty hospital services within the Minneapolis-St. Paul
metropolitan area that would not result in a net increase in the
number of pediatric specialty hospital beds among the hospitals
being consolidated;

(6) a project involving the temporary relocation of
pediatric-orthopedic hospital beds to an existing licensed
hospital that will allow for the reconstruction of a new
philanthropic, pediatric-orthopedic hospital on an existing site
and that will not result in a net increase in the number of
hospital beds. Upon completion of the reconstruction, the
licenses of both hospitals must be reinstated at the capacity
that existed on each site before the relocation;

(7) the relocation or redistribution of hospital beds
within a hospital building or identifiable complex of buildings
provided the relocation or redistribution does not result in:
(1) an increase in the overall bed capacity at that site; (ii)

relocation of hospital beds from one physical site or complex to
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1 another; or (iii) redistribution of hospital beds within the

2 state or a region of the state;

3 (8) relocation or redistribution of hospital beds within a
4 hospital corporate system that involves the transfer of beds

5 from a closed facility site or complex to an existing site or

6 complex provided that: (i) no more than 50 percent of the

7 capacity of the closed facility is transferred; (ii) the

8 capacity of the site or complex to which the beds are

9 transferred does not increase by more than 50 percent; (iii) the
10 beds are not transferred outside of a federal health systems

11 agency boundary in place on July 1, 1983; and (iv) the

12 relocation or redistribution does not involve the construction
13 of a new hospital building;

14 (9) a construction project involving up to 35 new beds in a
15 psychiatric hospital in Rice County that primarily serves

16 adolescents and that receives more than 70 percent of its

17 patients from outside the state of Minnesota;

18 (10) a project to replace a hospital or hospitals with a
19 combined licensed capacity of 130 beds or less if: (i) the new
20 hospital site is located within five miles of the current site;
21 and (ii) the total licensed capacity of the replacement

22 hospital, either at the time of construction of the initial

23 Dbuilding or as the result of future expansion, will not exceed
24 70 licensed hospital beds, or the combined licensed capacity of
25 the hospitals, whichever is less;
26 (11) the relocation of licensed hospital beds from an
27 existing state facility operated by the commissioner of human
28 services to a new or existing facility, building, or complex
29 operated by the commissioner of human services; from one

30 regional treatment center site to another; or from one building
31 or site to a new or existing building or site on the same

32 campus;

33 (12) the construction or relocation of hospital beds

34 operated-by-a-hespital within or among hospitals having a

35 statutory obligation to provide hospital and medical services

36 for the indigent that does not result in a net increase in the
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number of hospital beds;

(13) a construction project involving the addition of up to
31 new beds in an existing nonfederal hospital in Beltrami
County;

(14) a construction project involving the addition of up to
eight new beds in an existing nonfederal hospital in Otter Tail
County with 100 licensed acute care beds;

(15) a construction project involving the addition of 20
new hospital beds used for rehabilitation services in an
existing hospital in Carver County serving the southwest
suburban metropolitan area. Beds constructed under this clause
shall not be eligible for reimbursement under medical
assistance, general assistance medical care, or MinnesotaCare;

(16) a project for the construction or relocation of up to
20 hospital beds for the operation of up to two psychiatric
facilities or units for children provided that the operation of
the facilities or units have received the approval of the
commissioner of human services;

(17) a project involving the addition of 14 new hospital
beds to be used for rehabilitation services in an existing
hospital in Itasca County; er

(18) a project to add 20 licensed beds in existing space at
a hospital in Hennepin County that closed 20 rehabilitation beds
in 2002, provided that the beds are used only for rehabilitation
in the hospital’s current rehabilitation building. If the beds
are used for another purpose or moved to another location, the
hospital’s licensed capacity is reduced by 20 beds; or

(19) a critical access hospital established under section

144.1483, clause (10), and section 1820 of the federal Social

Security Act, United States Code, title 42, section 1395i-4,

that delicensed beds since enactment of the Balanced Budget Act

of 1997, Public Law 105-33, to the extent that the critical

access hospital does not seek to exceed the maximum number of

beds permitted such hospital under federal law.

Sec. 19. Minnesota Statutes 2004, section 144.562,

subdivision 2, is amended to read:
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Subd. 2. [ELIGIBILITY FOR LICENSE CONDITION.] (a) A
hospital is not eligible to receive a license condition for
swing beds unless (1) it either has a licensed bed capacity of
less than 50 beds defined in the federal Medicare regulations,
Code of Federal Regulations, title 42, section 482.66, or it has
a licensed bed capacity of 50 beds or more and has swing beds
that were approved for Medicare reimbursement before May 1,
1985, or it has a licensed bed capacity of less than 65 beds and
the available nursing homes within 50 miles have had, in the
aggregate, an average occupancy rate of 96 percent or higher in
the most recent two years as documented on the statistical
reports to the Department of Health; and (2) it is located in a
rural area as defined in the federal Medicare regulations, Code
of Federal Regulations, title 42, section 482.66.

(b) Except for those critical access hospitals established

under section 144.1483, clause (10), and section 1820 of the

federal Social Security Act, United States Code, title 42,

section 1395i-4, that have an attached nursing home, eligible

hospitals are allowed a total of %7466 2,000 days of swing bed
use per yearjy-previded-that-ne-mere-than-ten-hespital-beds-are

used-as-swing-beds-at-any-ene-time. Critical access hospitals

that have an attached nursing home are allowed swing bed use as

provided in federal law.

(c) Except for critical access hospitals that have an

attached nursing home, the commissioner of health must may

approve swing bed use beyond %7466 2,000 days as long as there
are no Medicare certified skilled nursing facility beds

available within 25 miles of that hospital that are willing to

admit the patient. Critical access hospitals exceeding 2,000

swing bed days must maintain documentation that they have

contacted skilled nursing facilities within 25 miles to

determine if any skilled nursing facility beds are available

that are willing to admit the patient.

(d) After reaching 2,000 days of swing bed use in a year,

an eligible hospital to which this limit applies may admit six

additional patients to swing beds each year without seeking
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approval from the commissioner or being in violation of this

subdivision. These six swing bed admissions are exempt from the

limit of 2,000 annual swing bed days for hospitals subject to

this limit.

(e) A health care system that is in full compliance with

this subdivision may allocate its total limit of swing bed days

among the hospitals within the system, provided that no hospital

in the system without an attached nursing home may exceed 2,000

swing bed days per year.

Sec. 20. [144.602] [DEFINITIONS.]

Subdivision 1. [APPLICABILITY.] For purposes of sections

144.601 to 144.608, the terms defined in this section have the.

meanings given them.

Subd. 2. [COMMISSIONER.] "Commissioner" means the

commissioner of health.

Subd. 3. [MAJOR TRAUMA.] "Major trauma" means a sudden

severe injury or damage to the body caused by an external force

that results in potentially life-threatening injuries or that

could result in the following disabilities:

(1) impairment of cognitive or mental abilities;

(2) impairment of physical functioning; or

(3) disturbance of behavioral or emotional functioning.

Subd. 4. [TRAUMA HOSPITAL.] "Trauma hospital” means a

hospital that voluntarily meets the commissioner’s criteria

‘under section 144.603 and that has been designated as a trauma

hospital under section 144.605.

Sec. 21. [144.603] [STATEWIDE TRAUMA SYSTEM CRITERIA. ]

Subdivision 1. [CRITERIA ESTABLISHED.] The commissioner

shall adopt criteria to ensure that severely injured people are

promptly transported and treated at trauma hospitals appropriate

to the severity of injury. Minimum criteria shall govern

emergency medical service trauma triage and transportation

guidelines, designation of hospitals as trauma hospitals,

interhospital transfers, a trauma registry, and a trauma system

governance structure.

Subd. 2. [BASIS; VERIFICATION.] The commissioner shall
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base the establishment, implementation, and modifications to the

criteria under subdivision 1 on the department-published

Minnesota comprehensive statewide trauma system plan. The

commissioner shall seek the advice of the Trauma Advisory

Council in implementing and updating the criteria, using

accepted and prevailing trauma transport, treatment, and

referral standards of the American College of Surgeons, the

American College of Emergency Physicians, the Minnesota

Emergency Medical Services Regulatory Board, the national Trauma

Resources Network, and other widely-recognized trauma experts.

The commissioner shall adapt and modify the standards as

appropriate to accommodate Minnesota’s unique geography and the

state’s hospital and health professional distribution and shall

verify that the criteria are met by each hospital voluntarily

participating in the statewide trauma system.

Subd. 3. [RULE EXEMPTION AND REPORT TO THE

LEGISLATURE.] In developing and adopting the criteria under this

section, the commissioner of health is exempt from chapter 14,

including section 14.386. By September 1, 2009, the

commissioner must report to the legislature on implementation of

the voluntary trauma system, including recommendations on the

need for including the trauma system criteria in rule.

Sec. 22. [144.604] [TRAUMA TRIAGE AND TRANSPORTATION. ]

Subdivision 1. [TRANSPORT REQUIREMENT.] Unless the

Emergency Medical Services Regulatory Board has approved a

licensed ambulance service’s deviation from the guidelines under

section 144E.101, subdivision 14, the ambulance service must

transport major trauma patients from the scene to the highest

state-designated trauma hospital within 30 minutes’ transport
time.

Subd. 2. [EXCEPTIONS.] Notwithstanding subdivision 1:

(1) patients with compromised airways must be transported

immediately to the nearest designated trauma hospital; and

(2) level II trauma hospitals capable of providing

definitive trauma care must not be bypassed to reach a level I

trauma hospital.
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Subd. 3. [UNDESIGNATED HOSPITALS.] No major trauma patient

shall be transported to a hospital not participating in the

statewide trauma system unless no trauma hospital is available

within 30 minutes’ transport time.

[EFFECTIVE DATE.] This section is effective July 1, 2009.

Sec. 23. [144.605] [DESIGNATING TRAUMA HOSPITALS. ]

Subdivision 1. [NAMING PRIVILEGES.] Unless it has been

designated a trauma hospital by the commissioner, no hospital

shall use the term trauma center or trauma hospital in its name

or its advertising or shall otherwise indicate it has trauma

treatment capabilities.

Subd. 2. [DESIGNATION; REVERIFICATION.] The commissionér

shall designate four levels of trauma hospitals. A hospital

that voluntarily meets the criteria for a particular level of

trauma hospital shall apply to the commissioner for designation

and, upon the commissioner’s verifying the hospital meets the

criteria, be designated a trauma hospital at the appropriate

level for a three-year period. Prior to the expiration of the

three-year designation, a hospital seeking to remain part of the

voluntary system must apply for and successfully complete a

reverification process, be awaiting the site visit for the

reverification, or be awaiting the results of the site visit.

The commissioner may extend a hospital’s existing designation

for up to 18 months on a provisional basis if the hospital has

applied for reverification in a timely manner but has not vyet

completed the reverification process within the expiration of

the three-year designation and the extension is in the best

interest of trauma system patient safety. To be granted a

provisional extension, the hospital must be:

(1) scheduled and awaiting the site visit for

reverification;

(2) awaiting the results of the site visit; or

(3) responding to and correcting identified deficiencies

jidentified in the site wvisit.

Subd. 3. [ACS VERIFICATION.] The commissioner shall grant

the appropriate level I, II, or III trauma hospital designation
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10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35

36

04/26/05 ‘ [COUNSEL ] DG 5C4101

to a hospital that successfully completes and passes the

American College of Surgeons (ACS) verification standards at the

hospital’s cost, submits verification documentation to the

Trauma Advisory Council, and formally notifies the Trauma

Advisory Council of ACS verification.

Subd. 4. [LEVEL III DESIGNATION; NOT ACS VERIFIED.] (a)

The commissioner shall grant the appropriate level III trauma

hospital designation to a hospital that is not ACS verified but

that successfully completes the designation process under

paragraph (b).

(b) The hospital must complete and submit a self-reported

survey and application to the Trauma Advisory Council for

review, verifying that the hospital meets the criteria as a

level III trauma hospital. When the Trauma Advisory Council is

satisfied the application is complete, the commissioner shall

arrange a site review visit. Upon successful completion of the

site review, the review team shall make written recommendations

to the Trauma Advisory Council. If approved by the Trauma

Advisory Council, a letter of recommendation shall be sent to

the commissioner for final approval and designation.

Subd. 5. [LEVEL IV DESIGNATION.] (a) The commissioner

shall grant the appropriate level IV trauma hospital designation

to a hospital that successfully completes the designation

process under paragraph (b).

(b) The hospital must complete and submit a self-reported

survey and application to the Trauma Advisory Council for

review, verifying that the hospital meets the criteria as a

level IV trauma hospital. When the Trauma Advisory Council is

satisfied the application is complete, the council shall review

the application and, if the council approves the application,

send a letter of recommendation to the commissioner for final

approval and designation. The commissioner shall grant a level

IV designation and shall arrange a site review visit within

three years of the designation and every three years thereafter,

to coincide with the three-year reverification process.

Subd. 6. [CHANGES IN DESIGNATION.] Changes in a trauma
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hospital’s ability to meet the criteria for the hospital’s level

of designation must be self-reported to the Trauma Advisory

Council and to other regional hospitals and local emergency

medical services providers and authorities. If the hospital

cannot correct its ability to meet the criteria for its level

within six months, the hospital may apply for redesignation at a

different level.

Subd. 7. [HIGHER DESIGNATION.] A trauma hospital may apply

for a higher trauma hospital designation one time during the

hospital’s three-year designation by completing the designation

process for that level of trauma hospital.

Subd. 8. [LOSS OF DESIGNATION.] The commissioner may

refuse to designate or redesignate or may revoke a previously

issued trauma hospital designation if a hospital does not meet

the criteria of the statewide trauma plan, in the interests of

patient safety, or if a hospital denies or refuses a reasonable

request by the commissioner or the commissioner’s designee to

verify information by correspondence or an on-site visit.

Sec. 24. [144.606] [INTERHOSPITAL TRANSFERS. ]

Subdivision 1. [WRITTEN PROCEDURES REQUIRED.] A level III

or IV trauma hospital must have predetermined, written

procedures that direct the internal process for rapidly and

efficiently transferring a major trauma patient to definitive

care, including:

(1) clearly identified anatomic and physiologic criteria

that, if met, will immediately initiate transfer to definitive

care;

(2) a listing of appropriate ground and air transport

services, including primary and secondary telephone contact

numbers; and

(3) immediately available supplies, records, or other

necessary resources that will accompany a patient.

Subd. 2. [TRANSFER AGREEMENTS.] (a) A level III or IV

trauma hospital may transfer patients to a hospital with which

the trauma hospital has a written transfer agreement.

(k) Each agreement must be current and with a trauma
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hospital or trauma hospitals capable of caring for major trauma

injuries.

(c) A level IITI or IV trauma hospital must have a current

transfer agreement with a hospital that has special capabilities

in the treatment of burn injuries and a transfer agreement with

a second hospital that has special capabilities in the treatment

of burn injuries, should the primary transfer hospital be unable

to accept a burn patient.

Sec. 25. [144.607] [TRAUMA REGISTRY. ]

Subdivision 1. [REGISTRY PARTICIPATION REQUIRED.] A trauma

hospital must participate in the statewide trauma registry.

Subd. 2. [TRAUMA REPORTING.] A trauma hospital must report

major trauma injuries as part of the reporting for the traumatic

brain injury and spinal cord injury registry required in

sections 144.661 to 144.665.

Subd. 3. [APPLICATION OF OTHER LAW.] Sections 144.661 to

144.665 apply to a major trauma reported to the statewide trauma

registry, with the exception of sections 144.662, clause (2),

and 144.664, subdivision 3.

Sec. 26. [144.608] [TRAUMA ADVISORY COUNCIL. ]

Subdivision 1. [TRAUMA ADVISORY COUNCIL ESTABLISHED.] (a)

A Trauma Advisory Council is established to advise, consult

with, and make recommendations to the commissioner on the

development, maintenance, and improvement of a statewide trauma

system.

(b) The council shall consist of the following members:

(1) a trauma surgeon certified by the American College of

Surgeons who practices in a level I or II trauma hospital;

(2) a general surgeon certified by the American College of

Surgeons whose practice includes trauma and who practices in a

designated rural area as defined under section 144.1501,

subdivision 1, paragraph (b);

(3) a neurosurgeon certified by the American Board of

Neurological Surgery who practices in a level I or II trauma

hospital;

(4) a trauma program nurse manager or coordinator
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practicing in a level I or IT trauma hospital;

(5) an emergency physician certified by the American

College of Emergency Physicians whose practice includes

emergency room care in a level I, II, III, or IV trauma

hospital;

(6) an emergency room nurse manager who practices in a

level III or IV trauma hospital;

(7) a family practice thsician whose practice includes

emergency room care in a level III or IV trauma hospital located

in a designated rural area as defined under section 144.1501,

subdivision 1, paragraph (b);

(8) a nurse practitioner, as defined under section

144.1501, subdivision 1, paragraph (h), or a physician

assistant, as defined under section 144.1501, subdivision 1,

paragraph (j), whose practice includes emergency room care in a

level IV trauma hospital located in a designated rural area as

defined under section 144.1501, subdivision 1, paragraph (b);

(9) a pediatrician certified by the American Academy of

Pediatrics whose practice includes emergency room care in a

level I, II, III, or IV trauma hospital;

(10) an orthopedic surgeon certified by the American Board

of Orthopedic Surgery whose practice includes trauma and who

practices in a level I, II, or IITI trauma hospital;

(11) the state emergency medical services medical director

appointed by the Emergency Medical Services Requlatory Board;

(12) a hospital administrator of a level III or IV trauma

hospital located in a designated rural area as defined under

section 144.1501, subdivision 1, paragraph (b);

(13) a rehabilitation specialist whose practice includes

rehabilitation of patients with major trauma injuries or

traumatic brain injuries and spinal cord injuries as defined

under section 144.661;

(14) an attendant or ambulance director who is an EMT,

EMT-I, or EMT-P within the meaning of section 144E.001 and who

actively practices with a licensed ambulance service in a

primary service area located in a designated rural area as
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defined under section 144.1501, subdivision 1, paragraph (b);

and

(15) the commissioner of public safety or the

commissioner’s designee.

(c) Council members whose appointment is dependent on

practice in a level III or IV trauma hospital may be appointed

to an initial term based upon their statements that the hospital

intends to become a level III or IV facility by July 1, 2009.

Subd. 2. [COUNCIL ADMINISTRATION.] (a) The council must

meet at least twice a year but may meet more frequently at the

call of the chair, a majority of the council members, or the

commissioner.

(b) The terms, compensation, and removal of members of the

council are governed by section 15.059, except that the council

expires June 30, 2015.

(c) The council may appoint subcommittees and workgroups.

Subcommittees shall consist of council members. Workgroups may

include noncouncil members. Noncouncil members shall be

compensated for workgroup activities under section 15.059,

subdivision 3, but shall receive expenses only.

Subd. 3. [REGIONAL TRAUMA ADVISORY COUNCILS.] (a) Up to

eight regional trauma advisory councils may be formed as needed.

(b) Regional trauma advisory councils shall advise, consult

with, and make recommendation to the state Trauma Advisory

Council on suggested regional modifications to the statewide

trauma criteria that will improve patient care and accommodate

specific regional needs.

(c) Each regional advisory council must have no more than

15 members. The commissioner, in consultation with the

Emergency Medical Services Regqulatory Board and the commissioner

of public safety, shall name the council members.

(d) Regional council members may receive expenses in the

same manner and amount as authorized by the plan adopted under

section 43A.18, subdivision 2.

Sec. 27. Minnesota Statutes 2004, section 144.9504,

subdivision 2, is amended to read:
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Subd. 2. [LEAD RISK ASSESSMENT.] (a) An assessing agency
shall conduct a lead risk assessment of a residence according to
the venous blood lead level and time frame set forth in clauses
(1) to 45y (4) for purposes of secondary prevention:

(1) within 48 hours of a child or pregnant female in the
residence being identified to the agency as having a venous
blood lead level equal to or greater than 76 60 micrograms of
lead per deciliter of whole blood;

(2) within five working days of a child or pregnant female
in the residence being identified to the agency as having a
venous blood lead level equal to or greater than 45 micrograms
of lead per deciliter of whole blood;

(3) within ten working days of a child in the residence
being identified to the agency as having a venous blood lead
level equal to or greater than 26 15 micfograms of lead per
deciliter of whole blood; |

(4) within-ten-werking-days-ef-a-ehitd~in-the-residenece
being-identified-to-the-ageney-as-having-a-veneus-bieed-iead
tevel-that-persists-in-the-range-of-15-to-i9-miecreogramns-of-ead
per-deeititer-of-whote-bieed-for-906-days-after-initial
identifications—or

45¥% within ten working days of a pregnant female in the
residence being identified to the agency as having a venous
blood lead level equal to or greater than ten micrograms of lead
per deciliter of whole blood.

(b) Within the limits of available local, state, and
federal appropriations, an assessing agency may also conduct a
lead risk assessment for children with any elevated blood lead
level.

(¢) In a building with two or more dwelling units, an
assessing agency shall assess the individual unit in which the
conditions of this section are met and shall inspect all common
areas accessible to a child. If a child visits one or more
other sites such as another residence, or a residential or
commercial child care facility, playground, or school, the

assessing agency shall also inspect the other sites. The
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assessing agency shall have one additional day added to the time
frame set forth in this subdivision to complete the lead risk
assessment for each additional site.

(d) Within the limits of appropriations, the assessing
agency shall identify the known addresses for the previous 12
months of the child or pregnant female with venous blood lead
levels of at least 26 15 micrograms per deciliter for the child
or at least ten micrograms per deciliter for the pregnant
female; notify the property owners, landlords, and tenants at
those addresses that an elevated blood lead level was found in a
person who resided at the property; and give them primary
prevention information. Within the limits of appropriations,
the assessing agency may perform a risk assessment and issue
corrective orders in the properties, if it is likely that the
previous address contributed to the child’s or pregnant female’s
blood lead level. The assessing agency shall provide the notice
required by this subdivision without identifying the child or
pregnant female with the elevatéd blood lead level. The
assessing agency is not required to obtain the consent of the
child’s parent or guardian or the consent of the pregnant female
for purposes of this subdivision. This information shall be
classified as private data on individuals as defined under
section 13.02, subdivision 12.

(e) The assessing agency shall conduct the lead risk
assessment according to rules adopted by the commissioner under
section 144.9508. An assessing agency shall have lead risk
assessments performed by lead risk assessors licensed by the
commissioner according to rules adopted under section 144.9508.
If a property owner refuses to allow a lead risk assessment, the
assessing agency shall begin legal proceedings to gain entry to
the property and the time frame for conducting a lead risk
assessment set forth in this subdivision no longer applies. A
lead risk assessor or assessing agency may observe the
performance of lead hazard reduction in progress and shall
enforce the provisions of this section under section 144.9509.

Deteriorated painted surfaces, bare soil, and dust must be
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1 tested with appropriate analytical equipment to determine the
2 lead content, except that deteriorated painted surfaces or bare
3.~soil need not be tested if the property owner agrees to engage
4 1in lead hazard reduction on those surfaces. The lead content of
5 drinking water must be measured if another probable source of
6 lead exposure is not identified. Within a standard metropolitan
7 statistical area, an assessing agency may order lead hazard
8 reduction of bare soil without measuring the lead con;ent of the
9 Dbare soil if the property is in a census tract in which soil
10 sampling has been performed according to rules established by
11 the commissioner and at least 25 percent of the soil samples
12 contain lead concentrations above the standard in section
13 144.9508.
14 (f) Each assessing agency shall establish an administrative
15 appeal procedure which allows a property owner to contest the
16 nature and conditions of any lead order issued by the assessing
17 agency. Assessing agencies must consider appeals that propose
18 1lower cost methods that make the residence lead safe. The
19 commissioner shall use the authority and appeal procedure
20 granted under sections 144.989 to 144.993.
21 (g) Sections 144.9501 to 144.9509 neither authorize nor
22 prohibit an assessing agency from charging a property owner for
23 the cost of a lead risk assessment.
24 Sec. 28. Minnesota Statutes 2004, section 144.98,
25 subdivision 3, is amended to read:
26 Subd. 3. [FEES.] (a) An application for certification
27 under subdivision 1 must be accompanied by the biennial fee
28 specified in this subdivision. The fees are for:
29 (1) nenrefundabte base certification fee, $%7266

30 $1,600; anéd

31 (2) sample preparation techniques fees, $100 per technique;
32 and

33 (3) test category certification fees:

34 Test Category ‘ Certification Fee
35 Clean water program bacteriology 5660 $800
36 ©Safe drinking water program bacteriology $666 $800
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1 Clean water program inorganic chemistry $666 $800
2 Safe drinking water program inorganic chemistry 5666 $800
3 Clean water program chemistry metals $866 $1,200
4 Safe drinking water program chemistry metals 5866 $1,200

5 Resource conservation and recovery program

6 chemistry metals 5866 $1,200
7 Clean water program volatile organic compounds $37266 $1,500
8 Safe drinking water program

9 volatile organic compounds $3%-200 $1,500
10 Resource conservation and recovery program
11 volatile organic compounds $%+266 $1,500
12 Underground storage tank program
13 volatile organic compounds $3-260 $1,500
14 Clean water program other organic compounds $3+260 $1,500
15 Safe drinking water program other organic compounds $%72686 $1,500

16 Resource conservation and recovery program

17 other organic compounds $*+-266 $1,500
18 Clean water program radiochemistry $2,500
19 sSsafe drinking water program radiochemistry $2,500

20 Resource conservation and recovery program

21 agricultural contaminants $2,500

22 Resource conservation and recovery program

23 emerging contaminants $2,500

24 (b) Fhe-total-biennial-certification-fee-igs-the-base-£fee
25 pius-the-appiticable-test-category-feess
26 4e¥ Laboratories located outside of this state that require

27 an on-site survey-witt inspection shall be assessed an

28 additional $27566 $3,750 fee.

29 (c) The total biennial certification fee includes the base

|

30 fee, the sample preparation techniques fees, the test category

31 fees, and, when applicable, the on-site inspection fee.

32 (d) Fees must be set so that the total fees support the
33 laboratory certification program. Direct costs of the

34 certification service include program administration,

35 inspections, the agency’s general support costs, and attorney

36 general costs attributable to the fee function.
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(e) A change fee shall be assessed if a laboratory requests
additional analytes or methods at any time other than when
applying for or renewing its certification. The change fee is
equal to the test category certification fee for the analyte.

(f) A variance fee shall be assessed if a laboratory
requests and is granted a variance from a rule adopted under
this section. The variance fee is $500 per variance.

(g) Refunds or credits shall not be made for analytes or
methods requested but not approved.

(h) Certification of a laboratory shall not be awarded
until all fees are paid.

Sec. 29. Minnesota Statutes 2004, section 144E.101, is
amended by adding a subdivision to read:

Subd. 14. [TRAﬁMA TRIAGE AND TRANSPORT GUIDELINES.] A

licensee shall have written age appropriate trauma triage and

transport guidelines consistent with the criteria established by

the Trauma Advisory Council and approved by the board. The

board may approve a licensee’s requested deviations to the

guidelines due to the availability of local or regional trauma

resources if the changes are in the best interest of the

patient’s health.

Sec. 30. Minnesota Statutes 2004, section 157.15, is
amended by adding a subdivision to read:

Subd. 19. [STATEWIDE HOSPITALITY FEE.] "Statewide

hospitality fee" means a fee to fund statewide food, beverage,

and lodging program development activities, including training

for inspection staff, technical assistance, maintenance of a

statewide integrated food safety and security information

system, and other related statewide activities that support the

food, beverage, and lodging program activities.

Sec. 31. Minnesota Statutes 2004, section 157.156,
subdivision 2, is amended to read:

Subd. 2. [LICENSE RENEWAL.] Initial and renewal licenses
for all food and beverage service establishments, hotels,
motels, lodging establishments, and resorts shall be issued for

the calendar year for which application is made and shall expire
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on December 31 of such year. Any person who operates a place of
business after the expiration date of a license or without
having submitted an application and paid the fee shall be deemed
to have violated the provisions of this chapter and shall be
subject to enforcement action, as provided in the Health
Enforcement Consolidation Act, sections 144.989 to 144.993. 1In
addition, a penalty of $25 $50 shall be added to the total of
the license fee for any food and beverage service establishment
operating without a license as a mobile food unit, a seasonal
temporary or seasonal permanent food stand, or a special event
food stand, and a penalty of $56 $100 shall be added to the
total of the license fee for all restaurants, food carts,
hotels, motels, lodging establishments, and resorts operating

without a license for a period of up to 30 days. A late fee of

$300 shall be added to the license fee for establishments

operating more than 30 days without a license.

Sec. 32. Minnesota Statutes 2004, section 157.16, is
amended by adding a subdivision to read:

Subd. 2a. [FOOD MANAGER CERTIFICATION.] An applicant for

certification or certification renewal as a food manager must

submit to the commissioner a $28 nonrefundable certification fee

payvable to the Department of Health.

Sec. 33. Minnesota Statutes 2004, section 157.16,
subdivision 3, is amended to read:

Subd. 3. [ESTABLISHMENT FEES; DEFINITIONS.] (a) The
following fees are required for food and beverage service
establishments, hotels, motels, lodging establishments, and
resorts licensed under this chapter. Food and beverage service
establishments must pay the highest applicable fee under
paragraph {ej} (d), clause (1), (2), (3), or (4), and
establishments serving alcohol must pay the highest applicable
fee under paragraph te)} (d), clause (6) or (7). The license fee
for new operators previously licensed under this chapter for the
same calendar year is one-half of the appropriate annual license
fee, plus any penalty that may be required. The license fee for

operators opening on or after October 1 is one-half of the
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appropriate annual license fee, plus any penalty that may be
required.

(b) All food and beverage service establishments, except
special event food stands, and all hotels, motels, lodging
establishments, and resorts shall pay an annual base fee of
$345 $150.

(c) A special event food stand shall pay a flat fee
of $35 $40 annually. "Special éventrfood stand" means a fee
category where food is prepared or served in conjunction with
celebrations, county fairs, or special events from a special
event food stand as defined in section 157.15.

(d) In addition to the base fee in paragraph (b), each food
and beverage service establishment, other than a special event
food staﬁd,‘and each hotel, motel, lodging establishment, and
resort shall pay an additional annual fee for each fee category

as, additional food service, or required additional inspection

specified in this paragraph:

(1) Limited food menu selection, $46 $50. "Limited food
menu selection" means a fee category that provides one or more
of the following:

(1) prepackaged food that receives heat treatment and is
served in the package;

(ii)'frozen pizza that is heated and served;

(iii) a continental breakfast such as rolls, coffee, Jjuice,
milk, and cold cereal;

(iv) soft drinks, coffee, or nonalcoholic beverages; or

(v) cleaning for eating, drinking, or cooking utensils,
when the only food served is prepared off site.

(2) Small establishment, including boarding establishments,
$75 $100. "Small establishment" means a fee category that has
no salad bar and meets one or more of the following:

(i) possesses food service equipment thatbconsists of no
more than a deep fat fryer, a grill, two hot holding containers,
and one or more microwave ovens;

(ii) serves dipped ice cream or soft serve frozen desserts;

(iii) serves breakfast in an owner-occupied bed and
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1 breakfast establishment;
2 (iv) is a boarding establishment; or
3 (v) meets the equipment criteria in clause (3), item (i) or
4 (ii), and has a maximum patron seating capacity of not more than
5 50.
6 (3) Medium establishment, %236 $260. "Medium establishment"
7 means a fee category that meets one or more of the following:
8 (i) possesses food sgrvice equipment that includes a range,
9 oven, steam table, salad bar, or salad preparation area;
10 (ii) possesses food service equipment that includes more
11 than one deep fat fryer, one grill, or two hot holding
12 containers; or
13 (iii) is an establishment where food is prepared at one
14 location and served at one or more separate locations.
15 Establishments meeting criteria in clause (2), item (Vv),
16 are not included in this fee category.
17 (4) Large establishment, $356 $460. "Large establishment”
18 means either:
19 (i) a fee category that (A) meets the criteria in clause
20 (3), items (i) or (ii), for a medium establishment, (B) seats
21 more than 175 people, and (C) offers the full menu selection an
22 average of five or more days a week during the weeks of
23 operation; or
24 (ii) a fee category that (A) meets the criteria in clause
25 (3), item (iii), for a medium establishment, and (B) prepares
26 and serves 500 or more meals per day.
27 (5) Other food and beverage service, including food carts,
28 mobile food units, seasonal temporary food stands, and seasonal
29 permanent food stands, $46 $50.
30 (6) Beer or wine table service, $46 $50. "Beer or wine
31 table service" means a fee category where the only alcoholic
32 beverage service is beer or wine, served tovcustomers seated at
33  tables.
34 (7) Alcoholic beverage service, other than beer or wine
35 table service, $%65 $135.

36 "Alcohol beverage service, other than beer or wine table
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service" means a fee category where alcoholic mixed drinks are
served or where beer or wine are served from a bar.

(8) Lodging per sleeping accommodation unit, $6 $8,
including hotels, motels, lodging establishments, and resorts,
up to a maximum of $666 $800. "Lodging per sleeping
accommodation unit" means a fee category including the number of
guest rooms, cottages, or other rental units of a hotel, motel,
lodging establishment, or resort; or the number of beds in a
dormitory.

(9) First public swimming pool, $%46 $180; each additional
public swimming pool, $86 $100. "Public swimming pool" means a
fee category that has the meaning given in Minnesota Rules, part
4717.0250, subpart 8.

(10) First spa, %86 $110; each additional spa, $46 $50.
"Spa pool" means a fee category that has the meaning given in
Minnesota Rules, part 4717.0250, subpart 9.

(11) Private sewer or water, $46 $50. "Individual private
water" means a fee category with a water supply other than a
community public water supply as defined in Minnesota Rules,
chapter 4720. "Individual private sewer" means a fee category
with an individual sewage treatment system which uses subsurface
treatment and disposal.

(12) Additional food service, $130. "Additional food

service" means a location at a food service establishment, other

than the primary food preparation and service area, used to

prepare or serve food to the public.

(13) Additional inspection fee, $300. "Additional

inspection fee" means a fee to conduct the second inspection

each year for elementary and secondary education facility school

lunch programs when required by the Richard B. Russell National

School Lunch Act.

(e) A fee of $%56 $350 for review of the construction plans
must accompany the initial license application for feed-and

beverage-serviee-estabkiishments restaurants, hotels, motels,

lodging establishments, or resorts with five or more sleeping

units.
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(f) When existing food and beverage service establishments,
hotels, motels, lodging establishments, or resorts are
extensively remodeled, a fee of $%56 $250 must be submitted with

the remodeling plans. A fee of $250 must be submitted for new

construction or remodeling for a restaurant with a limited food

menu selection, a seasonal permanent food stand, a mobile food

unit, or a food cart, or for a hotel, motel, resort, or lodging

establishment addition of less than five sleeping units.

(g) Seasonal temporary food stands and special event food
stands are not required to submit construction or remodeling
plans for review.

Sec. 34. Minnesota Statutes 2004, section 157.16, is
amended by adding a subdivision to read:

Subd. 3a. [STATEWIDE HOSPITALITY FEE.] Every person, firm,

or corporation that operates a licensed boarding establishment,

food and beverage service establishment, seasonal temporary or

permanent food stand, special event food stand, mobile food

unit, food cart, resort, hotel, motel, or lodging establishment

in Minnesota must submit to the commissioner a $35 annual

statewide hospitality fee for each licensed activity. The fee

for establishments licensed by the Department of Health is

required at the same time the licensure fee is due. For

establishments licensed by local governments, the fee is due by

July 1 of each vear.

Sec. 35. Minnesota Statutes 2004, section 157.20,
subdivision 2, is amended to read:

Subd. 2. [INSPECTION FREQUENCY.] The frequency of
inspections of the establishments shall be based on the degree
of health risk.

(a) High-risk establishments must be inspected at least

once a-year every 12 months.

(b) Medium-risk establishments must be inspected at least
once every 18 months.

(c) Low-risk establishments must be inspected at least once
every twe-years 24 months.

Sec. 36. Minnesota Statutes 2004, section 157.20,
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1 .subdivision 2a, is amended to read:

2 Subd. 2a. [RISK CATEGORIES.] (a) [HIGH-RISK

3 ESTABLISHMENT.] "High-risk establishment" means any food and

4 beverage service establishment, hotel, motel, lodging

5 establishment, or resort that:

6 (1) serves potentially hazardous foods that require

7 extensive proceséing on the premises, including manual handling,
8 cooling, reheating, or holding for service;

° (2) prepares foods several hours or days before service;

10 (3) serves menu items that epidemiologic experience hasx

11 demonstrated to be common vehicles of food-borne illness;

12 (4) has a public swimming pool; or
13 (5) draws its drinking water from a surface water supply.
14 (b) [MEDIUM-RISK ESTABLISHMENT.] "Medium-risk

15 establishment" means a food and beverage service establishment,
16 hotel, motel, lodging establishment, or resort that:

17 (1) serves potentially hazardous foods but with minimal
18 holding between preparation and service; or

19 (2) serves foods, such as pizza, that require extensive
20 handling followed by heat treatment.

21 (c) [LOW-RISK ESTABLISHMENT.] "Low-risk establishment”
22 means a food and beverage service establishment, hotel, motel,
23 lodging establishment, or resort that is not a high-risk or
24 medium-risk establishment.

25 (d) -[RISK EXCEPTIONS.] Mobile food units, seasonal

26 permanent and seasonal temporary food stands, food carts, and
27 special event food stands are not inspected on an established
28 schedule and therefore are not defined as high-risk,

29 medium-risk, or low-risk establishments.

30 (e) [SCHOOL INSPECTION FREQUENCY.] Elementary and

31 secondary,séhool food service establishments must be inspected

32 according to the assigned risk category or by the fregquency

33 required in the Richard B. Russell National School Lunch Act,

34 whichever frequency is more restrictive.

35 Sec. 37. Minnesota Statutes 2004, section 326.01, is

36 amended by adding a subdivision to read:
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Subd. 9a. [RESTRICTED PLUMBING CONTRACTOR.] A "restricted

plumbing contractor" is any person skilled in the planning,

superintending, and practical installation of plumbing who is

otherwise lawfully qualified to contract for plumbing and

installations and to conduct the business of plumbing, who is

familiar with the laws and rules governing the business of

plumbing, and who performs the plumbing trade in cities and

towns with a population of fewer than 5,000 according to federal

census.

Sec. 38. Minnesota Statutes 2004, section 326.37,
subdivision 1, is amended to read:

Subdivision 1. [RULES.] The state commissioner of
health may shall, by rule, prescribe minimum uniform standards
whieh-shati-be-uniform;y-and-which-standards-shati-thereafter-be
effective for all new plumbing installations, including
additions, extensions, alterations, and replacements eenneeted
with-any-water-or-sevage-dispesal-system-ewned-or-operated-by-or
fer-any-munieipatityr-institutieny-facteoryy-office-builtding;
hetel;-apartment-buitding;-or-any-other-ptace-of-business
regardiess—-of-tecation-er-the-pepultatien—ef-the-eity-or-tewn-in
which-toecated. Notwithstanding the provisions of Minnesota
Rules, part 4715.3130, as they apply to review of plans and
specifications, the commissioner may allow plumbing
construction, alteration, or extension to proceed without
approval of the plans or specifications by the commissioner.

The commissioner shall administer the provisions of
sections 326.37 to 326+45 326.451 and for such purposes may
employ plumbing inspectors and other assistants.

Sec. 39. Minnesota Statutes 2004, section 326.37, is
amended by adding a subdivision to read:

Subd. la. [INSPECTION.] All new plumbing installations,

including additions, extensions, alterations, and replacements,

shall be inspected by the commissioner for compliance with

accepted standards of construction for health, safety to life

and property, and compliance with applicable codes. The

Department of Health must have full implementation of its
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inspections plan in place and operational July 1, 2007. This

subdivision does not apply where a political subdivision

requires, by ordinance, plumbing inspections similar to the

requirements of this subdivision.

Sec. 40. Minnesota Statutes 2004, section 326.38, 'is
amended to read:

326.38 [LOCAL REGULATIONS. ]

Any city having a system of waterworks or sewerage, or any
town in which reside over 5,000 people exclusive of any
statutory cities located therein, or the metropolitan airports
commission, may, by ordinance, adopt local regulations providing
for plumbing permits, bonds, approval of plans, and inspections
of plumbing, which regulations are not in conflict with the
plumbing standards on the same subject prescribed by the state
commissioner of health. No city or such town shall prohibit
plumbers licensed by the state commissioner of healﬁh from
engaging in or working at the business, except cities and
statutory cities which, prior to April 21, 1933, by ordinance

required the licensing of plumbers. ©No city or such town may

require a license for persons performing building sewer or water

service installation who have completed pipe laying training as

prescribed by the commissioner of health. Any city by ordinance

may prescribe regulations, reasonable standards, and inspections
and grant permits to any person, firm, or corporation engaged in
the business of installing water softeners, who is not licensed
as a master plumber or journeyman plumber by the state
commissioner of health, to connect water softening and water
filtering equipment to private residence water distribution
systems, where provision has been previously made therefor and
openings left for that purpose or by use of cold water
connections to a domestic water heater; where it is not
necessary to rearrange, make any extension or alteration of, or
addition to any pipe, fixture or plumbing connected with the
water system except to cbhnect the water softener, and provided
the connections so made comply with minimum standards prescribed

by the state commissioner of health.
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Sec. 41. Minnesota Statutes 2004, section 326.40,
subdivision 1, is amended to read:
Subdivision 1. [ PEUMBERS-MUSY¥-BE~-LICENSERP-IN-CERTATN

€IFEES+-MASPER-AND-FOBRNE¥MAN-PEUMBERS MASTER, JOURNEYMAN, AND

RESTRICTED PLUMBING CONTRACTORS; PLUMBING ON ONE’S OWN PREMISES;

RULES FOR EXAMINATION.] ¥n-any-eity-new-or-hereafter-having
5-000-er-mere-peputationy-aceerding-to-the-tast-federalt-ecensus;y
and-having-a-system-ef-waterworks-er-seweragey-ne-perseny-£firmy
er-ecerperation-shalti-engage-in-er-work-at-the-business-ef-a
master-plumber-er—-journeyman-pltumber-untess-licensed-to-de-se-by

the-state-commissiener-eof-heatthr No person, firm, or

corporation may engage in or work at the business of a master

plumber, restricted plumbing contractor, or journeyman plumber

unless licensed to do so by the commissioner of health under

sections 326.37 to 326.451. A license is not required for:

(1) persons performing building sewer or water service

installation who have completed pipe laying training as

prescribed by the commissioner of health; or

(2) persons selling an appliance plumbing installation

service at point of sale if the installation work is performed

by a plumber licensed under sections 326.37 to 326.451.

A master plumber may also work as a journeyman plumber.
Anyone not so licensed may do plumbing work which complies with
the provisions of the minimum standard prescribed by the state
commissioner of health on premises or that part of premises
owned and actually occupied by the worker as a residence, unless
otherwise forbidden to do so by a local ordinance.

fn-any-sueh-eity No person, firm, or corporation shall
engage in the business of installing plumbing nor install
plumbing in connection with the dealing in and selling of
plumbing material and supplies unless at all times a licensed

master plumber or restricted plumbing contractor, who shall be

responsible for proper installation, is in charge of the
plumbing work of the person, firm, or corporation.
The Department of Health shall prescribe rules, not

inconsistent herewith, for the examination and licensing of
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plumbers.

Sec. 42. [326.402] [RESTRICTED PLUMBING CONTRACTOR

LICENSE. ]

Subdivision 1. [LICENSURE.] The commissioner shall grant a

restricted plumbing contractor license to any person who applies

to the commissioner and provides evidence of having at least two

years of practical plumbing experience in the plumbing trade

preceding application for licensure.

Subd. 2. [USE OF LICENSE.] A restricted plumbing

contractor may engage in the plumbing trade only in cities and

towns with a population of fewer than 5,000 according to federal

census.

Subd. 3. [APPLICATION PERIOD.] Applications for restricted

plumbing contractor licenses must be submitted to the

commissioner prior to January 1, 2006.

Subd. 4. [USE PERIOD FOR RESTRICTED PLUMBING CONTRACTOR

LICENSE.] A restricted plumbing contractor license does not

expire and remains in effect for as long as that person engages

in the plumbing trade.

Subd. 5. [PROHIBITION OF TRANSFERENCE.] A restricted

plumbing contractor license must not be transferred or sold to

any other person.

Subd. 6. [RESTRICTED PLUMBING CONTRACTOR LICENSE RENEWAL. ]

The commissioner shall adopt rules for renewal of the restricted

plumbing contractor license.

Sec. 43. Minnesota Statutes 2004, section 326.42,
subdivision 2, is amended to read:

Subd. 2. [FEES.] Plumbing system plans and specifications
that are submitted to the commissioner for review shall be
accompanied by the apprbpriate plan examination fees. If the
commissioner determines, upon review of the plans, that
inadequate fees were paid, the necessary additional fees shall
be paid prior to plan approval. The commissioner shall charge
the following fees for plan reviews and audits of plumbing
installations for public, commercial, and industrial buildings:

(1) systems with both water distribution and drain, waste,
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and vent systems and having:

(i) 25 or fewer drainage fixture units, $150;

(ii) 26 to 50 drainage fixture units, $250;

(iii) 51 to 150 drainage fixture units, $350;

(iv) 151 to 249 drainage fixture units, $500;

(v) 250 or more drainage fixture units, $3 per drainage
fixture unit to a maximum of $4,000; and

(vi) interceptors, separators, or catch basins, $70 per
interceptor, separator, or catch basin design;

(2) building sewer service only, $150;

(3) building water service only, $150;

(4) building water distribution system only, no drainage
system, $5 per supply fixture unit or $150, whichever is
greater;

(5) storm drainage system, a minimum fee of $150 or:

(1) $50 per drain opening, up to a maximum of $500; and

(ii) $70 per interceptor, separator, or catch basin design;

(6) manufactured home park or campground, one to 25 sites,
$300;

(7) manufactured home park or campground, 26 to 50 sites,
$350;

(8) manufactured home park or campground, 51 to 125 sites,
$400;

(%) manufactured home park or campground, more than 125
sites, $500;

(10) accelerated review, double the regular fee, one-half
to be refunded if no response from the commissioner within 15
business days; and

(11) revision to previously reviewed or incomplete plans:

(i) review of plans for which commissioner has issued two
or more requests for additional information, per review, $100 or
ten peréent of the original fee, whichever is greater;

(ii) proposer-requested revision with no increase in
project scope, $50 or ten percent of original fee, whichever is
greater; and

(iii) proposer-requested revision with an increase in
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project scope, $50 plus the difference between the original
project fee and the revised project fee.
Sec. 44. [326.451] [INSPECTORS. ]

(a) The commissioner shall set all reasonable criteria and

procedures by rule for inspector certification, certification

period, examinations, examination fees, certification fees, and

renewal of certifications.

(b) The commissioner shall adopt reasonable rules

establishing criteria and procedures for refusal to grant or

renew inspector certifications, and for suspension and

revocation of inspector certifications.

(c) The commissioner shall refuse to renew or grant

inspector certifications, or suspend or revoke inspector

certifications, in accordance with the commissioner’s criteria

and procedures as adopted by rule.

Sec. 45. [AIDS PREVENTION INITIATIVE FOCUSING ON
AFRICAN-BORN RESIDENTS. ]

The commissioner of health shall award grants in accordance

with Minnesota Statutes, section 145.924, paragraph (b), for a

public education and awareness campaign targeting communities of

African-born Minnesota residents. The grants shall be designed

to promote knowledge and understanding about HIV and to increase

knowledge in order to eliminate and reduce the risk for HIV

infection; to encourage screening and testing for HIV; and to

link individuals to public health and health care resources.

The grants must be awarded to collaborative efforts that bring

together nonprofit community-based groups with demonstrated

experience in addressing the public health, health care, and

social service needs of African-born communities.

Sec. 46. [CERVICAL CANCER ELIMINATION STUDY. ]

(a) The commissioner of health shall develop a statewide

integrated and comprehensive cervical cancer prevention plan,

including strategies for promoting and implementing the plan.

The plan must include activities that identify and implement

methods to improve the cervical cancer screening rates in

Minnesota, including, but not limited to:
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(1) identifying and disseminating appropriate

evidence-based cervical cancer screening guidelines to be used

in Minnesota;

(2) increasing the use of appropriate screening based on

these guidelines for patients seen by medical groups in

Minnesota and monitoring results of these medical groups; and

(3) reducing the number of women who should but have not

been screened.

(b) In developing the plan, the commissioner shall also:

identify and examine limitations and barriers in providing

cervical cancer screening, diagnosis tools, and treatment,

including, but not limited to, medical care reimbursement,

treatment costs, and the availability of insurance coverage.

(c) The commissioner may work with a nonprofit quality

improvement organization in Minnesota to identify evidence-based

guidelines for cervical cancer screening and to identify methods

to improve the cervical cancer screening rates among medical

groups; and may work with a nonprofit health care result

reportihg organization to monitor results by medical groups in

Minnesota.

(d) The commissioner may convene an advisory committee that

includes representatives of health care providers, the American

Cancer Society, health plan companies, the University of

Minnesota Academic Health Center, community health boards, and

the general public.

(e) The commissioner shall submit a report to the

legislature by January 15, 2006, on:

(1) the statewide cervical cancer prevention plan,

including a description of the plan activities and strategies

developed for promoting and implementing the plan;

(2) methods for monitoring the results by medical groups

and by the entire state of cervical cancer screening improvement

activities; and

(3) recommended changes to existing laws, programs, or

services in terms of reducing the occurrence of cervical cancer

by improving insurance coverage for the prevention, diagnosis,
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and treatment for cervical cancer.

Sec. 47. [CLINICAL TRIAL WORK GROUP; REPORT. ]

The commissioners of health and commerce shall, in

consultation with the commissioner of employee relations,

convene a work group regarding health plan coverage of routine

care associated with clinical trials. The work group must

explore what high-quality clinical trials beyond cancer-only

clinical trials should be covered by health plans. All other

types of clinical trials, disease-based or technology-based such

as drug trials or device trials should be considered. The work

group shall use the current, cancer-only model voluntary

agreement that includes definitions of high-quality clinical

trials, protocol induced costs, and routine care costs as a

starting point for discussions. As determined appropriate, the

work group shall establish model voluntary agreement guidelines

for health plan coverage of routine patient care costs incurred

by patients participating in high quality clinical trials. The

work group shall be made up of representatives of consumers,

patient advocates, health plan companies, fully insured and

self-insured purchasers, providers, and other health care

professionals involved in the care and treatment of patients.

The commissioners shall submit the findings and recommendations

of the work group to the chairs of the senate and house

committees having jurisdiction over health policy and finance by

January 15, 2006.

Sec. 48. [REPORT TO THE LEGISLATURE ON SWING BED USAGE. ]

The commissioner of health shall review swing bed and

related data reported under Minnesota Statutes, sections

144.562, subdivision 3, paragraph (f); 144.564; and 144.698.

The commissioner shall report and make any appropriate

recommendations to the legislature by January 31, 2007, on:

(1) the use of swing bed days by all hospitals and by

critical access hospitals;

(2) occupancy rates in skilled nursing facilities within 25

miles of hospitals with swing beds; and

(3) information provided by rural providers on the use of
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swing beds and the adequacylof rural services across the

continuum of care.

Sec. 49. [RULE AMENDMENT. ]

The commissioner of health shall amend Minnesota Rules,

part 4626.2015, subparts 3, item C; and 6, item B, to conform

with Minnesota Statutes, section 157.16, subdivision 2a. The

commissioner may use the good cause exemption under Minnesota

Statutes, section 14.388, subdivision 1, clause (3). Minnesota

Statutes, section 14.386, does not apply, except to the extent

provided under Minnesota Statutes, section 14.388.

Sec. 50. [REVISOR’S INSTRUCTION. ]

The revisor of statutes shall change all references to

Minnesota Statutes, section 326.45, to Minnesota Statutes,

section 326.451, in Minnesota Statutes, sections 144.99, 326.44,

326.61, and 326.65.

Sec. 51. [REPEALER. ]

Minnesota Statutes 2004, sections 157.215; and 326.45, are

repealed.
ARTICLE 2

HEALTH CARE - DEPARTMENT OF HUMAN SERVICES

Section 1. Minnesota Statutes 2004, section 62D.12,
subdivision 19, is amended to read:

Subd. 19. [COVERAGE OF SERVICE.] A health maintenance
organization may not deny or limit coverage of a service which
the enrollee has already recéived solely on the basis of lack of
prior authorization or second opinion, to the extent that the
service would otherwise have been covered under the member’s
contract by the health maintenance organization had prior

authorization or second opinion been obtained. This subdivision

does not apply to health maintenance organizations for services

provided in the prepaid health programs administered under

chapter 256B, 256D, or 256L.

Sec. 2. Minnesota Statutes 2004, section 62M.06,
subdivision 2, is amended to read:
Subd. 2. [EXPEDITED APPEAL.] (a) When an initial

determination not to certify a health care service is made prior
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to or during an ongoing service requiring review and the
attending health care professional believes that the
determination warrants an expedited appeal, the utilization
review organization must ensure that the enrollee and the
attending health care professional have an opportunity to appeal
the determination over the telephone on an expedited basis. In
such an appeal, the utilization review organization must ensure
reasonable access to its consulting physician or healtp care

provider. For review of initial determinations not to certify a

service for prepaid health care programs under chapter 256B,

256D, or 256L, the health care provider conducting the review

must follow coverage policies adopted by the health plan company

that are based upon published evidence-based care guidelines as

established by a nonprofit Minnesota quality improvement

organization, a nationally recognized guideline development

organization, or by the professional association of the

specialty that typically provides the service.

(b) The utilization review organization shall notify the
enrollee and attending health care professional by telephone of
its determination on the expedited appeal as expeditiously as
the enrollee’s medical condition requires, but no later than 72
hours after receiving the expedited appeal.

(c) If the determination not to certify is not reversed
through the expedited appeal, the utilization review
organization must include in its notification the right to
submit the appeal to the external appeal process described in
section 62Q.73 and the procedure for initiating the process.
This information must be provided in writing to the enrollee and
the attending health care professional as soon as practical.

Sec. 3. Minnesota Statutes 2004, section 62M.06,
subdivision 3, is amended to read: 7

Subd. 3. [STANDARD APPEAL.] The utilization review
organization must establish procedures for appeals to be made
either in writing or by telephone.

(a) A utilization review organization shall notify in

writing the enrollee, attending health care professional, and
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claims administrator of its determination on the appeal within
30 days upon receipt of the notice of appeal. If the
utilization review organization cannot make a determination
within 30 days due to circumstances outside the control of the
utilization review organization, the utilization review
organization may take up to 14 additional days to notify the
enrollee, attending health care professional, and claims
administrator of its determination. If the utilization review
organization takes any additional days beyond the initial 30-day
period to make its determination, it must inform the enrollee,
attending health care professional, and claims administrator, in
advance, of the extension and the reasons for the extension.

(b) The documentation required by the utilization review
organization may include copies of pért or all of the medical
record and a written statement from the attending health care
professional. |

(¢) Prior to upholding the initial determination not to
certify for clinical reasons, the utilization review
organization shall conduct a review of the documentation by a
physician who did not make the initial determination not to

certify. For review of initial determinations not to certify a

service for prepaid health care‘programs under chapter 256B,

256D, or 256L, the physician conducting the review must follow

coverage policies adopted by the health plan company that are

based upon publicly available evidence-based care guidelines as

established by a nonprofit Minnesota quality improvement

organization, a nationally recognized guideline development

organization, or by the professional association of the

specialty that typically provides the service.

(d) The process established by a utilization review
organization may include defining a period within which an
appeal must be filed to be considered. The time period must be
communicated to the enrollee and attending health care
professional when the initial determination is made.

(e) An attending health care profeésional or enrollee who

has been unsuccessful in an attempt to reverse a determination
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not to certify shall, consistent with section 72A.285, be
provided the following:

(1) a complete summary of the review findings;

(2) qualifications of the reviewers, including any license,
certification, or specialty designation; and

(3) the relationship between the enrollee’s diagnosis and
the review criteria used as the basis for the decision,
including the specific rationale for the reviewer’s decision.

(f) In cases of appeal to reverse a determination not to
certify for clinical reasons, the utilization review
organization must ensure that a physician of the utilization
review organization’s choice in the same or a similar specialty
as typically manages the medical conditiqn, procedure, or
treatment under discussioﬁ is reasonably available to review the
case.

(g) If the initial determination is not reversed on appeal,
the utilization review organization must include in its
notification the right to submit the appeal to the external
review process described in section 62Q.73 and the procedure for
initiating the external process.

Sec. 4. [620Q.175] [COVERAGE EXEMPTIONS. ]

Notwithstanding any law to the contrary, no health plan

company is required to provide coverage for any health care

service included on the list established under section

256B.0625, subdivision 46.

Sec. 5. Minnesota Statutes 2004, section 256.045,
subdivision 3a, is amended to read:

Subd. 3a. [PREPAID HEALTH PLAN APPEALS.] (a) All prepaid
health plans under contract to the commissioner under chapter
256B or 256D must provide for a complaint system according to
section 62D.11. When a prepaid health plan denies, reduces, or
terminates a health service or denies a request to authorize a
previously authorized health service, the prepaid health plan
must notify the recipient of the right to file a complaint or an
appeal. The notice must include the name and telephone number

of the ombudsman and notice of the recipient’s right to request
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a hearing under paragraph (b). When-a—eempiaint-is-fi}edr-éhe
prepaid-heatth-plan-must-netify-the-enbudsman-within-three
working-dayss Recipients may request the assistance of the
ombudsman in the complaint system process. The prepaid health
plan must issue a written resolution of the complaint to the
recipient within 30 days after the complaint is filed with the
prepaid health plan. A recipient is not required to exhaust the
complaint system procedures in order to request a hearing under
paragraph (b).

(b) Recipients enrolled in a prepaid health plan under
chapter 256B or 256D may contest a prepaid health plan’s denial,
reduction, or termination of health services, a prepaid health
plan’s denial of a request to authorize a previously authorized
health service, or the prepaid health plan’s written resolution
of a complaint by submitting a written request for a hearing
according to subdivision 3. A state human services referee
shall conduct a hearing on the matter and shall récommend an

order to the commissioner of human services. The referee may

not overturn a decision by a prepaid health plan to deny or

limit coverage for services if the prepaid health plan has used

coverage policies adopted by the health plan company that are

based upon published evidence-based criteria or guidelines in

making the determination unless the recipient can show by clear

and convincing evidence that the determination should be

overturned. The commissioner need not grant a hearing if the

sole issue raised by a recipient is the commissioner’s authority
to require mandatory enrollment in a prepaid health plan in a
county where prepaid health plans are under contract with the
commissioner. The state human services referee may order a
second medical opinion from the prepaid health plan or may order
a second medical opinion from a nonprepaid health plan provider
at the expense of the prepaid health plan. Recipients may
request the assistance of the ombudsman in the appeal process.
(c) In the written request for a hearing to appeal from a
prepaid health plan’s denial, reduction, or fermination of a

health service, a prepaid health plan’s denial of a request to
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authorize a previously authorized service, or the prepaid health
plan’s written resolution to a complaint, a recipient may
request an expedited hearing. If an expedited appeal is
warranted, the state human services referee shall hear the
appeal and render a decision within a time commensurate with the
level of urgency involved, based on the individual circumstances
of the case.

Sec. 6. Minnesota Statutes 2004, section 256.9365, is
amended to read:

256.9365 [PUREHASE-OF-CONTINUATION-~-COVERAGE-FOR-AEIBS

PATEFENYS HIV HEALTH CARE ACCESS PROGRAM. ]

Subdivision 1. [PROGRAM ESTABLISHED.] The commissioner of
human services shall establish a pregram-te-pay-private-heaitth
pian-premiums-for-persens-whe-have-contracted-human
immunedefieieney-virus-{HIV)-to-enabte-them-to-continue-coverage
under-a-greoup-er-individuat-healtth-ptan--—-Ff-a-persen-is
determined-to-be-eltigible-under-subdivisien-2;-the-cemmissiener
shall-pay-the-pertion-eof-the-greup-pian-premiun-for-which-the
individuat-is-respensible;-if-the-individual-is-respensibie-for
at-least-50-percent-ef-the-cost-of-the-premium;-or-pay-the
individuat-plan-premniun---Yhe-commissioner-shaltt-net-pay-£fer
that-portion-ef-a-premium-that-is-attributable-to-other-family

members-or-dependents health care access program for low-income

Minnesotans living with HIV that provides access to HIV

treatment consistent with the guidelines of the United States

Public Health Service. The program shall provide assistance

with medical insurance premiums to secure or maintain necessary

health care insurance coverage.

Subd. 2. [ELIGIBILITY REQUIREMENTS.] To be eligible for

the HIV health care access program, an applicant must satisfy

the-follewing-regquirements:

(1) the-appiieant-must provide a physician’s statement
verifying that the applicant is infected with HIV and-is;-er
within-three-menths-is-iikely-te-beecomes-too-iti-to-work-in-the
appticantLs—-current-empleoyment-because-of-HIV-related-disease;

(2) the-apptieant+s have a monthly gross family income must
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that does not exceed 300 percent of the federal poverty
guidelines, after deducting medical expenses and insurance
premiums;

(3) the-appiieant-must not own assets with a combined value

of more than $25,000, excluding:

(i) all assets excluded under section 256B.056;

(ii) retirement accounts, Keogh plans, and pensions plans;
and

(iii) medical expense accounts set up through the

individual’s employer; and

(4) if-appiying-fer-payment-eof-greup-pltan-premiumsy-the
applticant-must-be-ecovered-by-an-employeris-or—-former—-employerts

greup-insuranee-pitan have no health insurance coverage; have no

health insurance coverage because of ineligibility due to a

preexisting condition; or face loss of health insurance coverage

due to a change in employment status;

(5) reside in Minnesota;

(6) have been determined ineligible for Medicare, Medicaid,

MinnesotaCare, and general assistance medical care; and

(7) meet monthly cost-sharing obligations as provided for

in subdivision 4.

Subd. 3. [€6S¥-EFFECTYIVE-COVERAGE BENEFITS.] The

commissioner shall pay that portion of the group plan premium

for which the individual is responsible or shall pay the

individual plan premium. The commissioner shall not pay for

that portion of a premium that is attributable to other family

members or dependents. Requirements for the payment of

individual plan premiums under subdivision 2, clause (5), must
be designed to ensure that the state cost of paying an
individual plan premium does not exceed the estimated state cost
that would otherwise be incurred in the medical assistance or
general assistance medical care program. The commissioner shall
purchase the most cost-effective coverage available for eligible

individuals. Efforts shall be made to obtain coverage that is

consistent with the guidelines of the United States Public

Health Service for HIV treatment, and to the extent possible,
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provides comprehensive coverage that includes medical, mental

health, and substance abuse treatment.

Subd. 4. [COST-SHARING RESPONSIBILITIES.] (a) The

commissioner may establish cost-sharing responsibilities for

individuals determined to be eligible for the HIV health care

access program that are consistent with guidelines established

in the federal Ryan White Care Act. These obligations, when

appropriate, should be consistent with cost-sharing requirements

for other Minnesota health care programs.

Subd. 5. [FISCAL INTEGRITY.] The commissioner shall manage

the HIV health care access program to assure that the program

spending does not exceed the resources made available by the

federal government and the legislature. The commissioner shall

make necessary program changes to assure the fiscal integrity of

the program.

Subd. 6. [CONTINUATION OF CARE.] The commissioner shall

establish policies and procedures to ensure that initial and

continued access to HIV treatment is provided to recipients who

meet the eligibility requirements outlined in subdivision 2.

Subd. 7. [COORDINATION WITH FEDERAL PROGRAMS.] The

commissioner shall administer the HIV health care access program

in coordination with funding received from the Ryan White Care

Act.

Subd. 8. [COMMUNITY ADVISORY PROCESS.] The commissioner

shall establish a community advisory process for assessing the

effectiveness of the policies and procedures established for the

HIV health care access program. As appropriate to minimize

duplicative efforts, the process shall include consultation

with, coordination with, and reporting to the Minnesota HIV

Services Planning Council. Public notification shall be made of

the committee’s members and meetings.

Sec. 7. [256.9545] [PRESCRIPTION DRUG DISCOUNT PROGRAM. ]

Subdivision 1. [ESTABLISHMENT; ADMINISTRATION.] The

commissioner shall establish and administer the prescription

drug discount program, effective July 1, 2005.

Subd. 2. [COMMISSIONER’S AUTHORITY.] The commissioner

Article 2 Section 7 59




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

04/26/05 . [COUNSEL ] DG sc4101

shall administer a drug rebate program for drugs purchased

according to the prescription drug discount program. The

commissioner shall execute a rebate agreement from all

manufacturers that choose to participate in the program for

those drugs covered under the medical assistance program. For

each drug, the amount of the rebate shall be equal to the rebate

as defined for purposes of the federal rebate program in United

States Code, title 42, section 1396r-8. The rebate program

shall utilize the terms and conditions used for the federal

rebate program established according to section 1927 of title

XIX of the federal Social Security Act.

Subd. 3. [DEFINITIONS.] For the purpose of this section,

the following terms have the meanings given them.

(a) "Commissioner" means the commissioner of human services.

(b) "Participating manufacturer" means a manufacturer as

defined in section 151.44, paragraph (c), that agrees to

participate in the prescription drug discount program.

(c) "Covered prescription drug" means a prescription drug

as defined in section 151.44, paragraph (d), that is covered

under medical assistance as described in section 256B.0625,

subdivision 13, and that is provided by a participating

manufacturer that has a fully executed rebate agreement with the

commissioner under this section and complies with that agreement.

(d) "Health carrier" means an insurance company licensed

under chapter 60A to offer, sell, or issue an individual or

group policy of accident and sickness insurance as defined in

section 62A.01; a nonprofit health service plan corporation

operating under chapter 62C; a health maintenance organization

operating under chapter 62D; a joint self-insurance employee

health plan operating under chapter 62H; a community integrated

systems network licensed under chapter 62N; a fraternal benefit

society operating under chapter 64B; a city, county, school

district, or other political subdivision providing self-insured

health coverage under section 471.617 or sections 471.98 to

471.982; and a self-funded health plan under the Employee

Retirement Income Security Act of 1974, as amended.
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(e) "Participating phafmacy" means a pharmacy as defined in

section 151.01, subdivision 2, that agrees to participate in the

prescription drug discount program.

(f) "Enrolled individual" means a person who is eligible

for the program under subdivision 4 and has enrolled in the

program according to subdivision 5.

Subd. 4. [ELIGIBILITY.] To be eligible for the program, an

applicant must:

(1) be a permanent resident of Minnesota as defined in

section 2561..09, subdivision 4;

(2) not be enrolled in Medicare, medical assistance,

general assistance medical care, or MinnesotaCare;

(3) not be enrolled in and have currently available

prescription drug coverage under a health plan offered by a

health carrier or employer or under a pharmacy benefit program

offered by a pharmaceutical manufacturer; and

(4) not be enrolled in and have currently available

prescription drug coverage under a Medicare supplement plan, as

defined in sections 62A.31 to 62A.44, or policies, contracts, or

certificates that supplement Medicare issued by health

maintenance organizations or those policies, contracts, or

certificates governed by section 1833 or 1876 of the federal

Social Security Act, United States Code, title 42, section 1395,

et seq., as amended.

Subd. 5. [APPLICATION PROCEDURE.] (a) Applications and

information on the program must be made available at county

social services agencies, health care provider offices, and

agencies and organizations serving senior citizens. Individuals

shall submit applications and any information specified by the

commissioner as being necessary to verify eligibility directly

to the commissioner. The commissioner shall determine an

applicant’s eligibility for the program within 30 days from the

date the application is received. Upon notice of approval, the

applicant must submit to the commissioner the enrollment fee

specified in subdivision 10. Eligibility begins the month after

the enrollment fee is received by the commissioner.
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(b) An enrollee’s eligibility must be renewed every 12

months with the 12-month period beginning in the month after the

application is approved.

(c) The commissioner shall develop an application form that

does not exceed one page in length and requires information

necessary to determine eligibility for the program.

Subd. 6. [PARTICIPATING PHARMACY.] (a) Upon implementation

of the prescription drug discount program, until January 1,

2008, a participating pharmacy, in accordance with a valid

prescription, must sell a covered prescription drug to an

enrolled individual at the medical assistance rate.

(b) After January 1, 2008, a participating pharmacy, in

accordance with a valid prescription, must sell a covered

prescription drug to an enrolled individual at the medical

assistance rate, minus an amount that is equal to the rebate

amount described in subdivision 8, plus the amount of any switch

fee established by the commissioner under subdivision 10,

paragraph (b).

(c) Each participating pharmacy shall provide the

commissioner with all information necessary to administer the

program, including, but not limited to, information on

prescription drug sales to enrolled individuals and usual and

customary retail prices.

Subd. 7. [NOTIFICATION OF REBATE AMOUNT.] The commissioner

shall notify each participating manufacturer, each calendar

quarter or according to a schedule to be established by the

commissioner, of the amount of the rebate owed on the

prescription drugs sold by participating pharmacies to enrolled

individuals.

Subd. 8. [PROVISION OF REBATE.] To the extent that a

participating manufacturer’s prescription drugs are prescribed

to a resident of this state, the manufacturer must provide a

rebate equal to the rebate provided under the medical assistance

program for any prescription drug distributed by the

manufacturer that is purchased by an enrolled individual at a

participating pharmacy. The participating manufacturer must
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provide full payment within 38 days of receipt of the state

invoice for the rebate, or according to a schedule to be

established by the commissioner. The commissioner shall deposit

all rebates received into the Minnesota prescription drug

dedicated fund established under subdivision 11. The

manufacturer must provide the commissioner with any information

necessary to verify the rebate determined per drug.

Subd. 9. [PAYMENT TO PHARMACIES.] Beginning January 1,

2008, the commissioner shall distribute on a biweekly basis an

amount that is equal to an amount collected under subdivision 8

to each participating pharmacy based on the prescription drugs

sold by that pharmacy to enrolled individuals on or after

January 1, 2008.

Subd. 10. [ENROLLMENT FEE; SWITCH FEE.] (a) The

commissioner shall establish an annual enrollment fee that

covers the commissioner’s expenses for enrollment, processing

claims, and distributing rebates under this program.

(b) The commissioner shall establish a reasonable switch

fee that covers expenses incurred by participating pharmacies in

formatting for electronic submission claims for prescription

drugs sold to enrolled individuals.

Subd. 11. [DEDICATED FUND; CREATION; USE OF FUND.] (a) The

Minnesota prescription drug dedicated fund is established as an

account in the state treasury. The commissioner of finance

shall credit to the dedicated fund all rebates paid under

subdivision 8, any federal funds received for the program, all

enrollment fees paid by the enrollees, and any appropriations or

allocations designated for the fund. The commissioner of

finance shall ensure that fund money is invested under section

11A.25. All money earned by the fund must be credited to the

fund. The fund shall earn a proportionate share of the total

state annual investment income.

(b) Money in the fund is appropriated to the commissioner

to reimburse participating pharmacies for prescription drugs the

rebate discount provided to enrolled individuals under

subdivision 6, paragraph (b); to reimburse the commissioner for

Article 2 Section 7 63




10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35

36

04/26/05 [COUNSEL ] DG sc4101

costs related to enrollment; processing claims, and distributing

rebates and for other reasonable administrative costs related to

administration of the prescription drug discount program; and to

repay the appropriation provided for this section. The

commissioner must administer the program so that the costs total

no more than funds appropriated plus the drug rebate proceeds.

[EFFECTIVE DATE.] This section is effective August 1, 2006,

or upon HealthMatch implementaﬁion, whichever is later.

Sec. 8. Minnesota Statutes 2004, section 256.969, is
amended by adding a subdivision to read:
Subd. 27. [ANNUAL NONMEDICAL ASSISTANCE PAYMENT.] (a) In

addition to any other payment under this section, the

commissioner shall make the following payments:

(1) for a hospital located in Minnesota and not eligible

for payments under subdivision 20, with a medical assistance

inpatient utilization rate greater than 19 percent of total

patient days during the base year, a payment equal to 13 percent

of the total of the operating and payment rates;

(2) for a hospital located in Minnesota in a specified

urban area outside of the seven-county metropolitan area and not

eligible for payments under subdivision 20, with a medical

assistance inpatient utilization rate less than or equal to 19

percent of total patient days during the base year, a payment

equal to ten percent of the total of the operating and property

payment rates. For purposes of this clause, the following

cities are specified urban areas: Detroit Lakes, Rochester,

Willmar, Hutchinson, Alexandria, Austin, Cambridge, Brainerd,

Hibbing, Mankato, Duluth, St. Cloud, Grand Rapids, Wyoming,

Fergus Falls, Albert Lea, Winona, Virginia, Thief River Falls,

and Wadena; and

(3) for a hospital located in Minnesota but not located in

a specified urban area under clause (2) and not eligible for

payments under subdivision 20, with a medical assistance

inpatient utilization rate less than or equal to 19 percent of

total patient days during the base year, a payment equal to five

percent of the total of the operating and property payment rates.
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(b) The payments under paragraph (a) shall be 100 percent

state dollars derived from federal reimbursements to the

commissioner to reimburse nonstate expenditures reported under

section 256B.199.

(c) The payments under paragraph (a) shall be paid annually

on July 1, beginning July 1, 2005, or upon the receipt of

federal reimbursements under section 256B.199, whichever occurs

last, for services to be rendered in the fiscal year beginning

on July 1, based on services rendered in the previous calendar

year.

(d) The commissioner shall not adjust rates paid to a

prepaid health plan under contract with the commissioner to

reflect payments provided in paragraph (a).

(e) If federal reimbursements are not available under

section 256B.199 for all payments under paragraph (a), the

commissioner shall reduce payments under paragraph (a) on a pro

rata basis so that payments under paragraph (a) do not exceed

the federal reimbursements.

(f) For purposes of this subdivision, medical assistance

does not include general assistance medical care.

(g) The commissioner may ratably reduce or increase the

payments under this subdivision in order to ensure that these

total payments equal the amount of reimbursement received by the

commissioner under section 256B.199.

(h) The commissioner may, in consultation with the nonstate

entities identified in section 256B.199, adjust the amounts

reported by nonstate entities under section 256B.199 when

application for reimbursement is made to the federal government,

and otherwise adjust the provisions of this subdivision in order

to maximize payments to qualifying hospitals.

[EFFECTIVE DATE.] This section is effective the day

following final enactment. The commissioner of human services

shall submit necessary medical assistance plan amendments to

implement this section within 30 days of enactment.

Sec. 9. Minnesota Statutes 2004, section 256B.02,

subdivision 12, is amended to read:
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1 Subd. 12. [THIRD-PARTY PAYER.] "Third-party payer" means a
2 person, entity, or agency or government program that has a
3 probable obligation to pay all or part of the costs of a medical

4 assistance recipient’s health services. Third-party payer

5 includes an entity under contract with the recipient to cover

6 all or part of the recipient’s medical costs.

7 Sec. 10. Minnesota Statutes 2004, section 256B.056, is
8 amended by adding a subdivision to read:

2 Subd. 3d. [REDUCTION OF EXCESS ASSETS.] Assets in excess

10 of the limits set forth in subdivisions 3 to 3c may be reduced

11 to allowable limits as follows:

12 (a) Assets may be reduced in any of the three calendar

13 months before the month of application in which the applicant

14 seeks coverage by:

15 (1) designating burial funds up to $1500 for each

16 applicant, spouse, and MA-eligible dependent child; and

17 (2) paying health service bills incurred in the retroactive

18 period for which the applicant seeks eligibility, starting with

19 the oldest bill. After assets are reduced to allowable limits,

20 eligibility begins with the next dollar of MA-covered health

21 services incurred in the retroactive period. Applicants

22 reducing assets under this subdivision who also have excess

23 income shall first spend excess assets to pay health service

24 bills and may meet the income spenddown on remaining bills.

25 (b) Assets may be reduced beginning the month of

26 application by:

27 (1) paying bills for health services that would otherwise

28 Dbe paid by medical assistance; and

29 (2) using any means other than a transfer of assets for

30 1less than fair market value as defined in section 256B.0595,

31 subdivision 1, paragraph (b).

32 Sec. 11. Minnesota Statutes 2004, section 256B.056,

33 subdivision 5, is amended to read:

34 Subd. 5. [EXCESS INCOME.] A person who has excess income
35 1is eligible for medical assistance if the person has expenses

36 for medical care that are more than the amount of the person’s
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excess income, computed by deducting incurred medical expenses
from the excess income to reduce the excess to the income
standard specified in subdivision 5c. The person shall elect to
have the medical expenses deducted at the beginning of a
one-month budget period or at the beginning of a six-month
budget period. The commissioner shall allow persons eligible
for assistance on a one;month spenddown basis under this
subdivision to elect to pay the monthly spenddown amount in
advance of the month of eligibility to the state agency in order
to maintain eligibility on a continuous basis. If the recipient
does not pay the spenddown amount on or before the 26tk last

business day of the month, the recipient is ineligible for this

option for the following month. The local agency shall code the
Medicaid Management Inforﬁation System (MMIS) to indicate that
the recipient has elected this option. The state agency shall
convey recipient eligibility information relative to the
collection of the spénddown to providers through the Electronic
Verification System (EVS). A recipient electing advance payment
must pay the state agency the monthly spenddown amount on or

before noon on the 26tk last business day of the month in order

to be eligible for this option in the following month.

[EFFECTIVE DATE.] This section is effective August 1, 2006,

or upon HealthMatch implementation, whichever is later.

Sec. 12. Minnesota Statutes 2004, section 256B.056,
subdivision 5a, is amended to read:

Subd. 5a. [INDIVIDUALS ON FIXED OR EXCLUDED INCOME. ]
Recipients of medical assistance who receive only fixed unearned
or excluded income, when that income is excluded from
consideration as income or unvarying in amount and timing of
receipt throughout the year, shall report and verify their

income annuai*y every 12 months. The 12-month period begins

with the month of application.

[EFFECTIVE DATE.] This section is effective August 1, 2006,

or upon HealthMatch implementation, whichever is later.

Sec. 13. Minnesota Statutes 2004, section 256B.056,

subdivision 5b, is amended to read:
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Subd. 5b. [INDIVIDUALS WITH LOW INCOME. ] Recipients of
medical assistance not residing in a long-term care facility who
have slightly fluctuating income which is below the medical
assistance income limit shall report and verify their income en

a-semiannual-basis every six months. The six-month period

bggiﬁs the month of application.

[EFFECTIVE DATE.] This section is effective August 1, 2006,

or upon HealthMatch implementation, whichever is later:

Sec. 14. Minnesota Statutes 2004, section 256B.056,
subdivision 7, is amended to read:

Subd. 7. [PERIOD OF ELIGIBILITY.] Eligibility is available
for the month of application and for three months prior to
application if the person was eligible in those prior

months. Eligibility for months prior to application is

determined independently from eligibility for the month of

application and future months. A redetermination of eligibility

must occur every 12 months. The 12-month period begins with the

month of application.

[EFFECTIVE DATE.] This section is effective August 1, 2006,

or upon HealthMatch implementation, whichever is later.

Sec. 15. Minnesota Statutes 2004, section 256B.056, is
amended by adding a subdivision to read:

Subd. 9. [NOTICE.] The state agency must be given notice

of monetary claims against a person, entity, or corporation that

may be liable to pay all or part of the cost of medical care

when the state agency has paid or becomes liable for the cost of

that care. Notice must be given according to paragraphs (a) to

(d4) .

(a) An applicant for medical assistance shall notify the

state or local agency of any possible claims when the applicant

submits the application. A recipient of medical assistance

shall notify the state or local agency of any possible claims

when those claims arise.

(b) A person providing medical care services to a recipient

of medical assistance shall notify the state agency when the

person has reason to believe that a third party may be liable
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for payment of the cost of medical care.

(c) A party to a claim that may be assigned to the state

agency under this section shall notify the state agency of its

potential assignment claim in writing at each of the following

stages of a claim:

(1) when a claim is filed;

(2) when an action is commenced; and

(3) when a claim is concluded by payment, award, Jjudgment,

settlement, or otherwise.

(d) Every party involved in any stage of a claim under this

subdivision is required to provide notice to the state agency at

that stage of the claim. However, when one of the parties to

the claim provides notice at that stage, every other party to

the claim is deemed to have provided the required notice for

that stage of the claim. If the required notice under this

paragraph is not provided to the state agency, all parties to

the claim are deemed to have failed to provide the required

notice. A party to the claim includes the injured person or the

person’s legal representative, the plaintiff, the defendants, or

persons alleged to be responsible for compensating the injured

person or plaintiff, and any other party to the cause of action

or claim, regardless of whether the party knows the state agency

has a potential or actual assignment claim.

Sec. 16. Minnesota Statutes 2004, section 256B.057,
subdivision 1, is amended to read:

Subdivision 1. [INFANTS AND PREGNANT WOMEN.] (a)+%} An
infant less than one year of age is eligible for medical
assistance if countable family income is equal to or less than
275 percent of the federal poverty guideline for the same family
size. A pregnant woman who has written verification of a
positive pregnancy test from a physician or licensed registered
nurse is eligible for medical assistance if countable family
income is equal to or less than 286 275 percent of the federal
poverty guideline for the same family size. For purposes of
this subdivision, "countable family income" means the amount of

income considered available using the methodology of the AFDC
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program under the state’s AFDC plan as of July 16, 1996, as
required by the Personal Responsibility and Work Opportunity
Reconciliation Act of 1996 (PRWORA), Public Law 104-193, except
for the earned income disregard and employment deductions.

42y-Fer-apptications-preocessed-within-ene-eatendar-menth
prier-te-the-effeetive-dater-eligibitity-shalti-be-determined-by
applying-the-inceme-standards-and-methedelogies-in-effeet-prior
te-the-effeeéive-date—ferjany—menths-in-the-six—menth-budget
peried-befere-that-date-and-the-inceme-standards-and
methodologies-in-effeet-en-the-effeetive-date-for-any-months—-in
the-six—menth-b&dget—peried-en-er—after—that—dater——The—ineeme
standards-fer-each-meonth-shalti-be-added-together-and-cempared-te
the-appticantLis-total-countable-income-for-the-six-menth-budget
peried-te—determine—eiigiﬁiiityr

(b) (1) (Expired, 1Sp2003 c 14 art 12 s 19)

f2}-Fer-app}ieatiens-preeessed—wiﬁhin—ene—ea}endar—menth
prier-te-Juty-17-260037-etigibitity-shati-be-determined-by
appiying-the-inceme-standards-and-methedologies-in-effect-prier
to-Futy-17-20037-for-any-months—-in-the-six-month-budget-period
befere-July-17-20037-and-the-inceme-standards-and-nethodotogies
in-effeet-on-the-expiration-date-for-any-months-in-the-six-month
budget-peried-en-er-after-Fulty-17-2603---Fhe-inceme-standards
for-each-month-shalti-be-added-together-and-compared-te-the
appticantlis-tetal-countable-income-for-the-six-menth-budget
periteod-to-determine-etigibitity~-

(c) Bependent-ecare-and-chitd-suppert-paid-under-court-order
shati-be-deducted-from-the-countable-income-of-pregnant

wemen= An amount equal to the amount of earned income exceeding

275 percent of the federal poverty guideline plus the earned

income disregards and deductions of the AFDC program under the

state’s AFDC plan as of July 16, 1996, as required by the

Personal Responsibility and Work Opportunity Reconciliation Act

of 1996 (PRWORA), Public Law 104-193, that exceeds 275 percent

of the federal poverty guideline will be deducted for pregnant

women and infants less than one year of age.

(d) An infant born on or after January 1, 1991, to a woman

Article 2 Section 16 70



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35

36

- 04/26/05 [COUNSEL ] DG sc4101

who was eligible for and receiving medical assistance on the
date of the child’s birth shall continue to be eligible for
medical assistance without redetermination until the child’s
first birthday, as long as the child remains in the woman’s
household.

[EFFECTIVE DATE.] The amendments to paragraphs (a) and (b)

are effective retroactively from July 1, 2004, and the amendment

to paragraph (c) is effective retroactively from October 1, 2003.

Sec. 17. Minnesota Statutes 2004, section 256B.0625,
subdivision 9, is amended to read:

Subd. 9. [DENTAL SERVICES.] fa&} Medical assistance covers
dental services. Dental services include, with prior ’
authorization, fixed bridges that are cost-effective for persons
who cannot use removable dentures because of their medical
condition.

{tby-Ceverage-of-dentat-services-for-adultts-age-2i-and-over
whe-are-not-pregnant-is-subject-to-a-5$500-annuat-benefit-1imit
and-eevered-services-are-itimited-tos

{3y-diagnestie-and-preventative-serviecess

{2¥y-resterative-servicess+-and

{3y-emergeney-serviecess

Emergeney-serviecesy—-denturesy-and-extractions-related-te
dentures—are-not-ineltuded-in-the-$500-annuat-benefit-1imit~

Sec. 18. Minnesota Statutes 2004, section 256B.0625,
subdivision 13f, is amended to read:

Subd. 13f. [PRIOR AUTHORIZATION.] (a) The Formulary
Committee shall review and recommend drugs which réquire prior
authorization. The Formulary Committee shall establish general
criteria to be used for the prior authorization of brand-name
drugs for which generically equivalent drugs are available, but
the committee is not required to review each brand-name drug for
which a generically equivalent drug is available.

(b) Prior authorization may be required by the commissioner
before certain formulary drugs are eligible for payment. The
Formulary Committee may recommend drugs for prior authorization

directly to the commissioner. The commissioner may also request

Article 2 Section 18 71
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that the Formulary Committee review a drug for prior
authorization. Before the commissioner may require prior
authorization for a drug:

(1) the commissioner must provide information to the
Formulary Committee on the impact that placing the drug on prior
authorization may have on the quality of patient care and on
program costs; information regarding whether the drug is subject
to clinical abuse or misuse, and relevant data from the state
Medicaid program if such data is available;

(2) the Formulary Committee must review the drug, taking
into account medical and clinical data and the information
provided by the commissioner; and

(3) the Formulary Committee must hold a public forum and
receive public comment for an additional 15 days.

The commissioner must provide a 15-day notice period before
implementing the prior authorization.

(c) Prior authorization shall not be required or utilized
for any atypical antipsychotic drug prescribed for the treatment
of mental illness if: |

(1) there is no géneridally equivalent drug available; and

(2) the drug was initially prescribed for the recipient
prior to July 1, 2003; or

(3) the drug is part of the recipient’s current course of
treatment.

This paragraph applies to any multistate preferred drug list or
supplemental drug rebate program established or administered by
the commissioner.

(d) Prior authorization shall not be required or utilized
for any antihemophilic factor drug prescribed for the treatment
of hemophilia and blood disorders where there is no generically
equivalent drug available if the prior authorization is used in
conjunction with any supplemental drug rebate program or
multistate preferred drug list established or administered by
the commissioner. Fhis-paragraph-expires-dulty-37-2665+

(e) The commissioner may require prior authorization for

brand name drugs whenever a generically equivalent product is
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available, even if the prescriber specifically indicates
"dispense as written-brand necessary" on the prescription as
required by section 151.21, subdivision 2.

[EFFECTIVE DATE.] This section is effective June 30, 2005.

Sec. 19. Minnesota Statutes 2004, section 256B.0625, is
amended by adding a subdivision to read:

Subd. 13h. [MEDICATION THERAPY MANAGEMENT CARE.] (a)

Medical assistance covers medication therapy management services

for a recipient taking four or more prescriptions to treat or

prevent two or more chronic medical conditions, or a recipient

with a drug therapy problem that is -identified or prior

authorized by the commissioner that has resulted or is likely to

result in significant nondrug program costs. For purposes of

this subdivision, "medication therapy management" means the

provision of the following pharmaceutical care services by a

licensed pharmacist to optimize the therapeutic outcomes of the

patient’s medications:

(1) performing or obtaining necessary assessments of the

patient’s health status;

(2) formulating a medication treatment plan;

- (3) monitoring and evaluating the patient’s response to

therapy, including safety and effectiveness;

(4) performing a comprehensive medication review to

identify, resolve, and prevent medication-related problems,

including adverse drug events;

(5) documenting the care delivered and communicating

essential information to the patient’s other primary care

providers;

(6) providing verbal education and training designed to

enhance patient understanding and appropriate use of the

patient’s medications;

(7) providing information, support services, and resources

designed to enhance patient adherence with the patient’s

therapeutic regimens; and

(8) coordinating and integrating medication therapy

management services within the broader health care management
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1 services being provided to the patient.

2 Nothing in this subdivision shall be construed to expand or

3 modify the scope of practice of the pharmacist as defined in

4 section 151.01, subdivision 27.

5 (b) To be eligible for reimbursement for services under

6 this subdivision, a pharmacist must meet the following

7 requirements:

8 (1) have a valid license issued under chapter 151;

9 (2) have graduated from an accredited college of pharmacy

10 on or after May of 1996 or completed a structured and

11 comprehensive education program approved by the Board of

12 Pharmacy and the American Council of Pharmaceutical Education

13 for the provision and documentation of pharmaceutical care

14 management services that has both clinical and didactic

15 elements;

16 (3) be practicing in an ambulatory care setting as part of

17 a multidisciplinary team or have developed a structured patient

18 care process that is offered in a private or semiprivate patient

19 care area that is separate from the commercial business that

20 also occurs in the setting; and

21 (4) make use of an electronic patient record system that

22 meets state standards.

23 (c) For the purposes of reimbursement for medication

24 therapy management services, the commissioner may enroll

25 individual pharmacists as medical assistance providers. The

26 commissioner may also establish contact requirements between the

27 vpharmacist and recipient, including limiting the number of

28 reimbursable consultations per recipient.

29 (d) The commissioner, after receiving recommendations from

30 professional medical associations, professional pharmacy

31 associations, and consumer groups shall convene an 1ll-member

32 Medication Therapy Management Advisory Committee, to advise the

33 commissioner on the implementation and administration of

34 medication therapy management services. The committee shall be

35 comprised of two licensed physicians; two licensed pharmacists;

36 two consumer representatives; two health plan representatives;
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and three members with expertise in the area of medication

therapy management, who may be licensed physicians or licensed

pharmacists. The committee is governed by section 15.059,

except that committee members do not receive compensation or

reimbursement for expenses. The advisory committee shall expire

on June 30, 2007.

(e) The commissioner shall evaluate the effect of

medication therapy management on quality of care, patient

outcomes, and program costs, and shall include a description of

any savings generated in the medical assistance program that can

be attributable to this coverage. The evaluation shall be

submitted to the legislature by December 15, 2007. The

commissioner may contract with a vendor or an academic

institution that has expertise in evaluating health care

outcomes for the purpose-of completing the evaluation.

Sec. 20. Minnesota Statutes 2004, section 256B.0625, is
amended by adding a subdivision to read:
Subd. 46. [LIST OF HEALTH CARE SERVICES NOT ELIGIBLE FOR

COVERAGE.] (a) The commissioner of human services, in

consultation with the commissioner of health, shall biennially

establish a list of diagnosis/treatment pairings that are not

eligible for reimbursement under this chapter and chapters 256D

and 256L, effective for services provided on or after July 1,

2007. The commissioner shall review the list in effect for the

prior biennium and shall make any additions or deletions from

the list as appropriate, taking into consideration the following:

(1) scientific and medical information;

(2) clinical assessment;

(3) cost-effectiveness of treatment;

(4) prevention of future costs; and

(5) medical ineffectiveness.

(b) The commissioner may appoint an ad hoc advisory panel

made up of physicians, consumers, nurses, dentists,

chiropractors, and other experts to assist the commissioner in

reviewing and establishing the list. The commissioner shall

solicit comments and recommendations from any interested persons
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and organizations and shall schedule at least one public hearing.

(c) The list must be established by January 15, 2007, for

the list effective July 1, 2007, and by October 1 of the

even-numbered yvears beginning October 1, 2008, for the lists

effective the following July 1. The commissioner shall publish

the list in the State Register by November 1 of the

even-numbered years beginning November 1, 2008. The list shall

be submitted to the legislaturé by January 15 of the

odd-numbered years beginning January 15, 2007.

Sec. 21. [256B.072] [PERFORMANCE REPORTING AND QUALITY
IMPROVEMENT PAYMENT SYSTEM. ]

(a) The commissioner of human services shall establish a

performance reporting and payment system for health care

providers who provide health care services to public program

recipients covered under chapters 256B, 256D, and 256L.

(b) The measures used for the performance reporting and

payment system for medical groups or single-physician practices

shall include, but are not limited to, measures of care for

asthma, diabetes, hypertension, and coronary artery disease and

measures of preventive care services. The measures used for the

performance reporting and payment system for inpatient hospitals

shall include, but are not limited to, measures of care for

acute myocardial infarction, heart failure, and pneumonia, and

measures of care and prevention of surgical infections. In the

case of a medical group or single-physician practice, the

measures used shall be consistent with measures published by

nonprofit Minnesota or national organizations that produce and

disseminate health care quality measures or evidence-based

health care guidelines. In the case of inpatient hospital

measures, the commissioner shall appoint the Minnesota Hospital

Association and Stratis Health to develop the performance

measures to be used for hospital reporting. To enable a

consistent measurement process across the community, the

commissioner may use measures of care provided for patients in

addition to those identified in paragraph (a). The commissioner

shall ensure collaboration with other health care reporting
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organizations so that the measures described in this section are

consistent with those reported by those organizations and used

by other purchasers in Minnesota.

(c) For recipients seen on or after January 1, 2007, the

commissioner shall provide a performance bonus payment to

providers who have achieved certain levels of performance

established by the commissioner with respect to the measures or

who have achieved certain rates of improvement established by

the commissioner with respect to the measures or whose rates of

achievement have increased over a previous period, as

established by the commissioner. The performance bonus payment

may be a fixed dollar amount per patient, paid quarterly or

annually, or alternatively payment may be made as a percentage

increase over payments allowed elsewhere in statute for the

recipients identified in paragraph (a). In order for providers

to be eligible for a performance bonus payment under this

section, the commissioner may require the providers to submit

information in a required format to a health care reporting

organization or to cooperate with the information collection

procedures of that organization. The commissioner may contract

with a reporting organization to assist with the collection of

reporting information and to prevent duplication of reporting.

The commissioner may limit application of the performance bonus

payment system to providers that provide a sufficiently large

volume of care to permit adequate statistical precision in the

measurement of that care, as established by the commissioner,

after consulting with other health care quality reporting

organizations.

(d) The performance bonus payments shall be funded with the

projected savings in the program costs due to improved results

of these measures with the eligible providers.

(e) The commissioner shall publish a description of the

proposed performance reporting and payment system for the

calendar year beginning January 1, 2007, and each subsequent

calendar year, at least three months prior to the beginning of

that calendar vyear.
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(f) By April 1, 2007, and annually thereafter, the

commissioner shall report through a public Web site the results

by medical group, single-physician practice, and hospital of the

measures and the performance payments under this section, and

shall compare the results by medical group, single-physician

practice, and hospital for patients enrolled in public programs

to patients enrolled in private health plans. To achieve this

reporting, the commissioner may contract with a health care

reporting organization that operates a Web site suitable for

this purpose.

Sec. 22. Minnesota Statutes 2004, section 256B.0916, is
amended by adding a subdivision to read:
Subd. 10. [TRANSITIONAL SUPPORTS ALLOWANCE.] A

transitional supports allowance shall be available to all

persons under a home and community-based waiver who are moving

from a licensed setting to a community setting. "Transitional

supports allowance" means a onetime payment of up to $3,000, to

cover the costs, not covered by other sources, associated with

moving from a licensed setting to a community setting. Covered

costs include:

(1) lease or rent deposits;

(2) security deposits;

(3) utilities set-up costs, including telephone;

(4) essential furnishings and supplies; and

(5) personal supports and transports needed to locate and

transition to community settings.

[EFFECTIVE DATE.] This section is effective upon federal

approval and to the extent approved as a federal waiver

amendment.

Sec. 23. [256B.0918] [EMPLOYEE SCHOLARSHIP COSTS AND
TRAINING IN ENGLISH AS A SECOND LANGUAGE. ]

(a) For the fiscal vear beginning July 1, 2005, the

commissioner shall provide to each provider listed in paragraph

(c) a scholarship reimbursement increase of two-tenths percent

of the reimbursement rate for that provider to be used:

(1) for employee scholarships that satisfy the following

Article 2 Section 23 78



10
11
12
13
14
15
16
17
18
19
20
21
22
23
| 24
25
26
27
28
29
30
31
32
33
34
35

36

'04/26/05 . [COUNSEL ] DG SC4101

requirements:

(i) scholarships are available to all employees who work an

average of at least 20 hours per week for the provider, except

administrators, department supervisors, and registered nurses;

and

(ii) the course of study is expected to lead to career

advancement with the provider or in long-term care, including

home care or care of persons with disabilities, including

medical care interpreter services and social work; and

(2) to provide job-related training in English as a second

language.

(b) A provider receiving a rate adjustment under this

subdivision with an annualized value of at least $1,000 shall

maintain documentation to be submitted to the commissioner on a

schedule determined by the commissioner and on a form supplied

by the commissioner of the scholarship rate increase received,

including:

(1) the amount received from this reimbursement increase;

(2) the amount used for training in English as a second

language;

(3) the number of persons receiving the training;

(4) the name of the person or entity providing the

training; and

(5) for each scholarship recipient, the name of the

recipient, the amount awarded, the educational institution

attended, the nature of the educational program, the program

completion date, and a determination of the amount spent as a

percentage of the provider’s reimbursement.

The commissioner shall report to the legislature annually,

beginning January 15, 2006, with information on the use of these

funds.

(c) The rate increases described in this section shall be

provided to home and community-based waivered services for

persons with mental retardation or related conditions under

section 256B.501; home and community-based waivered services for

the elderly under section 256B.0915; waivered services under
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community alternatives for disabled individuals under section

256B.49; community alternative care waivered services under

section 256B.49; traumatic brain injury waivered services under

section 256B.49; nursing services and home health services under

section 256B.0625, subdivision 6a; personal care services and

nursing supervision of personal care services under section

256B.0625, subdivision 19a; private duty nursing services under

section 256B.0625, subdivision 7; day training and habilitation

services for adults with mental retardation or related

conditions under sections 252.40 to 252.46; alternative care

services under section 256B.0913; adult residential program

grants under Minnesota Rules, parts 9535.2000 to 9535.3000;

semi-independent living services (SILS) under section 252.275,

including SILS funding under county social services grants

formerly funded under chapter 256I; community support services

for deaf and hard-of-hearing adults with mental illness who use

or wish to use sign language as their primary means of

communication; the group residential housing supplementary

service rate under section 256I1.05, subdivision la; chemical

dependency residential and nonresidential service providers

under section 254B.03; and intermediate care facilities for

persons with mental retardation under section 256B.5012.

(d) These increases shall be included in the provider’s

reimbursement rate for the purpose of determining future rates

for the provider.

Sec. 24. [256B.199] [PAYMENTS REPORTED BY GOVERNMENTAL

ENTITIES. ]

(a) Hennepin County, Ramsey County, and the University of

Minnesota shall annually report to the commissioner by June 1,

beginning June 1, 2005, payments to Hennepin County Medical

Center, Regions Hospital, and Fairview-University Medical Center

respectively made during the previous calendar year that are

certified public expenditures that may qualify for reimbursement

under federal law. Subject to the reports due June 1, 2005, the

amounts for calendar year 2004 are expected to be as follows:

(1) Hennepin County, $60,000,000;
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(2) Ramsey County, $27,000,000; and

(3) University of Minnesota, $18,000,000.

(b) Based on these reports, the commissioner shall apply

for federal matching funds. These funds are appropriated to the

commissioner for the annual payments under section 256.969,

subdivision 27.

[EFFECTIVE DATE.] This section is effective the day

following final enactment. The commissioner of human services

shall submit necessary medical assistance plan amendments to

implement this section within 30 days of enactment.

Sec. 25. Minnesota Statutes 2004, section 256B.69,
subdivision 4, is amended to read:

Subd. 4. [LIMITATION OF CHOICE.] (a) The commissioner
shall develop criteria to determine when limitation of choice
may be implemented in the experimental counties. The criteria
shall ensure that all eligible individuals in the county have
continuing access to the full range of medical assisfance
services as specified in subdivision 6.

(b) The commissioner shall exempt the following persons
from participation in the project, in addition to those who do
not meet the criteria for limitation of choice:

(1) persons eligible for medical assistance according to
section 256B.055, subdivision 1;

(2) persons eligible for medical assistance due to
blindness or disability as determined by the Social Security
Administration or the state medical review team, unless:

(1) they are 65 years of age or older; or

(ii) they reside in Itasca County or they reside in a
county in which the commissioner conducts a.pilot project under
a waiver granted pursuant to section 1115 of the Social Security
Act;

(3) recipients who currently have private coverage through
a health maintenance organization;

(4) recipients who are eligible for medical assistance by
spending down excess income for medical expenses other than the

nursing facility per diem expense;
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1 (5) recipients who receive benefits under the Refugee

2 Assistance Program, established under United States Code, title
3 8, section 1522 (e);

4 (6) children who are both determined to be severely

5 emotionally disturbed and receiving case management services

6 according to section 256B.0625, subdivision 20;

7 (7) adults who are both determined to be seriously and

8 persistently mentally ill.and received case management services
9 according to section 256B.0625, subdivision 20;
10 (8) persons eligible for medical assistance according to
11 section 256B.057, subdivision 10; and

12 (9) persons with access to cost-effective

13 employer-sponsored private health insurance or persons enrolled

14 in em non-Medicare individual health plan determined to be

15 cost-effective accbrding to section 256B.0625, subdivision 15.
16 Children under age 21 who are in foster placement may enroll in
17 the project on an elective basis. Individuals excluded under
18 <clauses (1), (6), and (7) may choose to enroll on an elective
19 basis. The commissioner may enroll recipients in the prepaid
20 medical assistance program for seniors who are (1) age 65 and
21 over, and (2) eligible for medical assistance by spending down
22 excess income.

23 (c) The commissioner may allow persons with a one-month
24 spenddown who are otherwise eligible to enroll to voluntarily
25 enroll or remain enrolled, if they elect to prepay their monthly
26 spenddown to the state.

27 (d) The commissioner may require those individuals to

28 enroll in the prepaid medical assistance program who otherwise
29 would have been excluded under paragraph (b), clauses (1), (3),
30 and (8), and under Minnesota Rules, part 9500.1452, subpart 2,
31 items H, K, and L.

32 (e) Before limitation of choice is implemented, eligible
33 individuals shall be notified and after notification, shall be
34 allowed to choose only among demonstration providers. The

35 commissioner may assign an individual with private coverage

36 through a health maintenance organization, to the same health

Article 2 Section 25 82



10

11
12
13
14
15
16
17
18
19
20
21
22
23
‘A24
25
26
27
28
29
30
31
32

33

35

36

'04/26/05 [COUNSEL ] DG sSc4101

maintenance organization for medical assistance coverage, if the
health maintenance organization is under contract for medical
assistance in the individual’s county of residence. After
initially choosing a provider, the recipient is allowed to
change that choice only at specified times as allowed by the
commissioner. If a demonstration provider ends participation in
the project for any reason, a recipient enrolled with that
provider must select a new provider but may change providers
without cause once more within the first 60 days after
enrollment with the second provider.

(f) An infant born to a woman who is eligible for and
receiving medical assistance and who is enrolled in the prepaid
medical assistance program shall be retroactively enrolled to
the month of birth in the same managed care plan as the mother
once the child is enrolled in medical assistance unless the
child is determined to be excluded from enrollment in a prepaid
plan under this section.

Sec. 26. Minnesota Statutes 2004, section 256D.03,
subdivision 4, is amended to read:

Subd. 4. [GENERAL ASSISTANCE MEDICAL CARE; SERVICES. ]

(a) (1) For a person who is eligible under subdivision 3,
paragraph (a), clause (2), item (i), general assistance medical
care covers, except as provided in paragraph (c):

(1) inpatient hospital services;

(2) outpatient hospital services;

(3) services provided by Medicare certified rehabilitation
agencies;

(4) prescription drugs and other products recommended
through the process established in section 256B.0625,
subdivision 13;

(5) equipment necessary to administer insulin and
diagnostic supplies and equipment for diabetics to monitor blood
sugar level;

(6) eyeglasses and eye examinations provided by a physician
or optometrist;

(7) hearing aids;
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(8) prosthetic devices;

(9) laboratory and X-ray services;

(10) physician’s services;

(11) medical transportation except special transportation;

(12) chiropractic services as covered under the medical
assistance program;

(13) podiatric services;

(14) dental services and-déntares7~sub§eet—te-the
timitations-speeified-in-seetion-256B+06257-subdivisien-9 as

covered under the medical assistance program;

(15) outpatient services provided by a mental health center
or clinic that is under contract with the county board and is
established under section 245.62;

(16) day treatment services for mental illness provided
under contract with the county board;

(17) prescribed medications for persons who have been
diagnosed as mentally ill as necessary to prevent more
restrictive institutionalization;

(18) psychological services, medical supplies and
equipment, and Medicare premiums, coinsurance and deductible
payments;

(19) medical equipment not specifically listed in this
paragraph'when the use of the equipment will prevent the need
for costlier services that are reimbursable under this
subdivision;

(20) services performed by a certified pediatric nurse
practitioner, a certified family nurse practitioner, a certified
adult nurse practitioner, a certified obstetric/gynecological
nurse practitioner, a certified neonatal nurse practitioner, or
a certified geriétric nurse practitioner in independent
practice, if (1) the service is otherwise covered under this
chapter as a physician service, (2) the service provided on an
inpatient basis is not included as part of the cost for
inpatient services included in the operating payment rate, .and
(3) the service is within the scope of practice of the nurse

practitioner’s license as a registered nurse, as defined in
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section 148.171;

(21) services of a certified public health nurse or a
registered nurse practicing in a public health nursing clinic
that is a department of, or that operates under the direct
authority of, a unit of government, if the service is within the
scope of practice of the public health nurse’s license as a
registered nurse, as defined in section 148.171; and

(22) telemedicine consultations, to the extent they are
covered under section 256B.0625, subdivision 3b.

(ii) Effective October 1, 2003, for a person who is
eligible under subdivision 3, paragraph (a), clause (2), item
(ii), general assistance medical care coverage is limited to
inpatient hospital services, including physician services
provided during the inpatient hospital stay. A $1,000
deductible is required for each inpatient hospitalization.

(b) Gender reassignment surgery and related services are
not covered services under this subdivision unless the
individual began receiving gender reassignment services prior to
July 1, 1995.

(c) In order to contain costs, the commissioner of human
services shall select vendors of medical care who can provide
the most economical care consistent with high medical standards
and shall where possible contract with organizations on a
prepaid capitation basis to provide these services. The
commissioner shall consider proposals by counties and vendors
for prepaid health plans, competitive bidding programs, block
grants, or other vendor payment mechanisms designed to provide
services in an economical manner or to control utilization, with
safeguards to ensure that necessary services are provided.
Before implementing prepaid programs in counties with a county
operated or affiliated public teaching hospital or a hospital or
clinic operated by the University of Minnesota, the commissioner
shall consider the risks the prepaid program creates for the
hospital and allow the county or hospital the opportunity to
participate in the program in a manner that reflects the risk of

adverse selection and the nature of the patients served by the
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hospital, provided the terms of participation in the program are
competitive with the terms of other participants considering the
nature of the population served. Payment for services provided
pursuant to this subdivision shall be as provided to medical
assistancé vendors of these services under sections 256B.02,
subdivision 8, and 256B.0625. For payments made during fiscal
year 1990 and later years, the commissioner shall consult with
an independent actuary in establishing prepayment rates, but
shall retain final control over the rate methodology.
{é)-Reeipients-etigible-under-subdivisien-3;-paragraph-{ajy
elause-{2¥yy-ittem-{i}7;-shati-pay-the-follewing-co-payments-for
services-provided-on-or-after—-oectober-1;-2663+
{3y-$3-per-nenpreventive-visit---Fer-purpeses-ef-this
subdivisieny-a-visit-means-an-episede-ef-serviee-which-is
reguired-because-of-a-reeipientis-symptonss-diagnesisy-or
established-iliness;-and-which-is-detivered-in-an-ambutatery
setting-by-a-physietan-or-physician-aneittaryr-chirepractors;
pediaéris£7—nurse-midwife7-advaneed—praetiee—nurseT—audieiegistr
eptieian;-or-eptometrists
{2y-525-for-eyeglassess
{3y-$25-for-nenenergency-visits-te-a-hespitat-based
emergeney-reems
f4}—$3—per-brané—name—drug—preseriptien-and-$i—per-generie
drug-preseriptieny-subjeet-to-a-5$26-per-nenth-maximum-for
preseription-drug-co-paymentsr--Ne-co-payments-shali-appiy-te
antipsychetie-drugs-when-used-for-the-treatment-eof-mental
+¥iness+-and
£+5)-56-percent-coinsurance-on-resterative-dentalt-servieess
{ey-c€o-payments—-shati-be-iimited-to-one-per-day-per
proevider-fer-nenpreventive-visitsy-eyeglassesy-—and-nonemergeney
visits-te-a-hespital-based-emergeney-reemr--Reeipients-of
general-assistance-medicat-care-are-respensibte-for-atl
co-payments-in-this-subdivistenr~-Fhe-generat-assistance-medieal
eare-reimbursement-to-the-provider-shaiti-be-reduced-by-the
ameunt-of-the-ce-paymenty-except-that-reimbursenent-for

preseriptieon-drugs—-shalti-net-be-reduced-onee-a-reeipient-has
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reaehed—the—$26-per-menth-méximum—fer—preseriptien—drag
ce-payments-~-Fhe-proevider-cottects-the-co-payment-£frem-the
reeipientr;-Previders-may—neé-deny-serviees-te-reeipients-whe
are-unabile-te-pay-the-ce-payment;-execept-as-previded-in
paragraph-+{£¥y~
t£y-Ff-it-is-the-reutine-business-praectice-of-a-previder-te

refuse-service-te-an-individualt-with-uncettected-debt;-the
previder—m&y—ineiude—uneeiieetéd-ee-payments-under—this
seetionr--A-preoevider-must-give-advance-notice-to-a-reeipient
with-uneeoitected-debt-before-services-can-be-denied=s

| t¥ (d) Any county may, from its own resources, provide
medical payments for which state payments are not made.

thy (e) Chemical dependency services that are reimbursed
under chapter 254B must not be reimbursed under general
assistance medical care.

t+¥ (f) The maximum payment for new vendors enrolled in the
general assistance medical care program after the base year
shall be determined from the average usual and customary charge
of the same vendor type enrolled in the base year.

t3¥ (g) The conditions of payment for services under this
subdivision are the same as the conditions specified in rules
adopted under chapter 256B governing the medical assistance
program, unless otherwise provided by statute or rule.

{ky (h) Inpatient and outpatient payments shall be reduced
by five percent, effective July 1, 2003. This reduction is in
addition to the five percent reduction effective July 1, 2003,
and incorporated by reference in paragraph +i} (f).

t3y (i) Payments for all other health services except
inpatient, outpatient, and pharmacy services shall be reduced by
five percent, effective July 1, 2003.

{m} (j) Payments to managed care plans shall be reduced by
five percent for services provided on or after October 1, 2003.

try (X) A hospital receiving a reduced payment as a result
of this section may apply the unpaid balance toward satisfaction
of the hospital’s bad debts.

[EFFECTIVE DATE.] This section is effective January 1, 2006.
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Sec. 27. Minnesota Statutes 2004, section 256D.045, is
amended to read:

256D.045 [SOCIAL SECURITY NUMBER REQUIRED. ]

To be eligible for general assistance under sections
256D.01 to 256D.21, an individual must provide the individual’s
Social Security number to the county agency or submit proof that

an application has been made. An individual who refuses to

provide a Social Security number because of a well-established

religious objection as described in Code of Federal Regulations,

title 42, section 435.910, may be eligible for general

assistance medical care under section 256D.03. The provisions

of this section do not apply to the determination of eligibility
for emergency general assistance under sgction 256D. 06,
subdivision 2. This provision applies to eligible children
under the age of 18 effective July 1, 1997.

[EFFECTIVE DATE.] This section is effective August 1, 2006,

or upon HealthMatch implementation, whichever is later.

Sec. 28. Minnesota Statutes 2004, section 256L.01,
subdivision 4, is amended to read:

Subd. 4. [GROSS INDIVIDUAL OR GROSS FAMILY INCOME.] (a)
"Gross individual or gross family income" for nonfarm

self-employed means income calculated for the six-month period

of eligibility using as the baseline the adjusted gross income

reported on the applicant’s federal income tax form for the
previous year and adding back in reported depreciation,
carryover loss, and net operating loss amounts that apply to the
business in which the family is currently engaged.

(b) "Gross individual or gross family income" for farm

self-employed means income calculated for the six-month period

of eligibility using as the baseline the adjusted gross income

reported on the applicant’s federal income tax form for the
previous year and-adding-back-in-reported-depreciation-amounts
that-appty-to-the-business-in-which-the-famity-is-eurrentiy
engaged.

(c) Appticants-shall-repert-the-mest-reecent-£finaneial

situatieon-of-the-famity-if-it-has-ehanged-freom-the-peried-of
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time-eevered-by-the-federal-inceme-tax-form-—--Fhe-repert-may-be

in-the~form-of-percentage—-inerease-or-deerease "Gross individual

or gross family income" means the total income for all family

members, calculated for the six-month period of eligibility.

[EFFECTIVE DATE.] This section is effective Augqust 1, 2006,

or upon HealthMatch implementation, whichever is later.

Sec. 29. Minnesota Statutes 2004, section 2561.03,
subdivision 1, is amended to read: \

Subdivision 1. [COVERED HEALTH SERVICES.] Per-individuails
under-seetion-256bL-047-subdivisien-7s-with-inceme-ne-greater
than-75-perecent-of-the-federal-poverty-guidelines-er-for
famities-with-ehildren-under-seetion-256b-047-subdivisien-1--all
subdivisiens-ef-this-seetien-apptyr "Covered health services"
means the health services reimbursed under chapter 256B, with
the exception of inpatient hospital services, special education
services, private duty nursing services, adult dental care
services other than services covered under section 256B.0625,
subdivision 9, paragraph-{b}; orthodontic services, nonemergency
medical transportation services, personal care assistant and
case management services, nursing home or intermediate care
facilities services, inpatient mental health services, and
chemical dependency services. Outpatient mental health serviées
covered under the MinnesotaCare program are limited to
diagnostic assessments, psychological testing, explanation of
findings, medication management by a physician, day treatment,
partial hospitalization, and individual, family, and group
psychotherapy.

No public funds shall be used for coverage of abortion
under MinnesotaCare except where the life of the female would be
endangered or substantial and irreversible impairment of a major
bodily function would result if the fetus were carried to term;
or where the pregnancy is the result of rape or incest.

Covered health services shall be expanded as provided in
this section.

[EFFECTIVE DATE.] Notwithstanding section 256B.69,

subdivision 5a, paragraph (b), this section is effective July 1,
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2005.

Sec. 30. Minnesota Statutes 2004, section 256L.03,
subdivision 1b, is amended to read:

Subd. 1b. [PREGNANT WOMEN; ELIGIBILITY FOR FULL MEDICAL
ASSISTANCE SERVICES.] Beginning-danuary-+7y-1999; A pregnant
woman whe-i+s enrolled in MinnesotaCare when-her-pregnaney-is
diagnesed is eligible for coverage of all services provided
under the medical assistance program according to chapter 256B
retroactive to the date the-pregnaney-is-mediecatiy-diagnesed of

conception. Co-payments totaling $30 or more, paid after the

date the-pregnaney-is—-diagnesed of conception, shall be refunded.

Sec. 31. Minnesota Statutes 2004, section 256L.03,
subdivision 5, is amended to read:

Subd. 5. [CO-PAYMENTS AND COINSURANCE.] (a) Except as
provided in paragraphs (b) and (c), the MinnesotaCare benefit
plan shall include the following co-payments and coinsurance
requirements for all enrollees: |

(1) ten percent of the paid charges for inpatient hospital
services for adult enrollees, subject to an annual inpatient
out-of-pocket maximum of $1,000 per individual and $3,000 per
family; |

(2) $3 per prescription for adult enrollees;

(3) $25 for eyeglasses for adult enrollees; and

(4) 50 percent of the fee-for-service rate for adult dental
care services other than preventive care services for persons
eligible under section 256L.04, subdivisions 1 to 7, with income
equal to or fess greater than #5 190 percent of the federal
poverty guidelines.

(b) Paragraph (a), clause (1), does not apply to parents
and relative caretakers of children under the age of 21 in
households with family income equal to or less than 175 percent
of the federal poverty guidelines. Paragraph (a), clause (1),
does not apply to parents and relative caretakers of children
under the age of 21 in households with family income greater
than 175 percent of the federal poverty guidelines for inpatient

hospital admissions occurring on or after January 1, 2001.
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(c) Paragraph (a), clauses (1) to (4), do not apply to
pregnant women and children under the age of 21.

(d) Adult enrollees with family gross income that exceeds
175 percent of the federal poverty guidelines and who are not
pregnant shall be financially responsible for the coinsurance
amount, if applicable, and amounts which exceed the $10,000
inpatient hospital benefit limit.

(e) When a Minnesotagare enrollee becomes a member of a
prepaid health plan, or changes from one prepaid health plan to
another during a calendar year, any charges submitted towards
the $10,000 annual inpatient benefit limit, and any
out-of-pocket expenses incurred by the enrollee for inpatient
services, that were submitted or incurred prior to enrollment,
or prior to the change in.health plans, shall be disregarded.

[EFFECTIVE DATE.] This section is effective August 1, 2006,

or upon HealthMatch implementation, whichever is later.

Sec. 32. Minnesota Statutes 2004, section 256L.04, is
amended by adding a subdivision to read:
Subd. la. [SOCIAL SECURITY NUMBER REQUIRED.] (a)

Individuals and families applying for MinnesotaCare coverage

must provide a Social Security number.

(b) The commissioner shall not deny eligibility to an

otherwise eligible applicant who has applied for a Social

Security number and is awaiting issuance of that Social Security

number.

(c) Newborns enrolled under section 256L.05, subdivision 3,

are exempt from the requirements of this subdivision.

(d) Individuals who refuse to provide a Social Security

number because of well-established religious objections are

exempt from the requirements of this subdivision. The term

"well-established religious objections" has the meaning given in

Code of Federal Regqulations, title 42, section 435.910.

[EFFECTIVE DATE.] This section is effective August 1, 2006,

or upon HealthMatch implementation, whichever is later.

Sec. 33. Minnesota Statutes 2004, section 256L.04,

subdivision 2, is amended to read:

Article 2 Section 33 o1
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Subd. 2. [COOPERATION IN ESTABLISHING THIRD-PARTY
LIABILITY, PATERNITY, AND OTHER MEDICAL SUPPORT.] (a) To be
eligible for MinnesotaCare, individuals and families must
cooperate with the state agency to identify potentially liable
third-party payers and assist the state in obtaining third-party
payments. "Cooperation" includes, but is not limited

to, complying with the notice requirements in section 256B.056,

subdivision 9, identifying any third party who may be }iable for
care and services provided under MinnesotaCare to the enrollee,
providing relevant information to assist the state in pursuing a
potentially liable third party, and completing forms necessary
to recover third-party payments.

(b) A parent, guardian, relative caretaker, or child
enrolled in the MinnesotaCare program must cooperate with the
Department of Human Services and the local agency in
establishing the paternity of an enrolled child and in obtaining
medical care support and payments for the child and any other
person for whom the person can legally assign rights, in
accordance with applicable laws and rules governing the medical
assistance program. A child shall not be ineligible for or
disenrolled from the MinnesotaCare program solely because the
child’s parent, relative caretaker, or guardian fails to
cooperate in establishing paternity or obtaining medical support.

Sec. 34. Minnesota Statutes 2004, section 256L.04, is
amended by adding a subdivision to read:

Subd. 2a. [APPLICATIONS FOR OTHER BENEFITS.] To be

eligible for MinnesotaCare, individuals and families must take

all necessary steps to obtain other benefits as described in

Code of Federal Regulations, title 42, section 435.608.

Applicants and enrollees must apply for other benefits within 30

days.

[EFFECTIVE DATE.] This section is effective August 1, 2006,

or upon HealthMatch implementation, whichever is later.

Sec. 35. Minnesota Statutes 2004, section 256L.04,
subdivision 7, is amended to read:

Subd. 7. [SINGLE ADULTS AND HOUSEHOLDS WITH NO CHILDREN. ]
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The definition of eligible persons includes all individuals and
households with no children who have gross family incomes that
are equal to or less than 75 190 percent of the federél poverty
guidelines.

[EFFECTIVE DATE.] This section is effective August 1, 2006,

or upon HealthMatch implementation, whichever is later.

Sec. 36. Minnesota Statutes 2004, section 256L.05,
subdivision 3, is amended to reéd:

Subd. 3. [EFFECTIVE DATE OF COVERAGE.] (a) The effective
date of coverage is the first day of the month following the
month in which eligibility is approved and the first premium
payment has been received. As provided in section 256B.057,
coverage for newborns is automatic from the date of birth and
must be coordinated with other health coverage. The effective
date of coverage for eligible newly adoptive children added to a
family receiving covered health services is the date-ef-entry

inte-the-famity month of placement. The effective date of

coverage for other new reeipients members added to the family
reeeiving-covered-heatth-services is the first day of the month
following the month in Which‘e}igébi&ity-is—appreved—er-at
renewat;-whichever-the-family-receiving-covered-healtth-services

prefers the change is reported. All eligibility criteria must

be met by.the family at the time the new family member is

added. The income of the new family member is included with the
family’s gross income and the adjusted premium begins in the
month the new family member is added.

(b) The initial premium must be received by the last
working day of the month for coverage to begin the first day of
the following month.

(c) Benefits are not available until the day following
discharge if an enrollee is hospitalized on the first day of
coverage.

(d) Notwithstanding any other law to the contrary, benefits
under sections 256L.01 to 256L.18 are secondary to a plan of
insurance or benefit program under which an eligible person may

have coverage and the commissioner shall use cost avoidance
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1 techniques to ensure coordination of any other health coverage
2 for eligible persons. The commissioner shall identify eligible
3 persons who may have coverage or benefits under other plans of
4 insurance or who become eligible for medical assistance.

5 [EFFECTIVE DATE.] This section is effective August 1, 2006,

6 or upon HealthMatch implementation, whichever is later.

7 Sec. 37. Minnesota Statutes 2004, section 256L.05,

8 subdivision 3a, is amended to read:

9 Subd. 3a. [RENEWAL OF ELIGIBILITY.] (a) Beginning January
10 1, 1999, an enrollee’s eligibility must be renewed every 12

11 months. The 12-month period begins in the month after the month
12 the application is approved.

13 (b) Beginning October 1, 2004, an enrollee’s eligibility
14 must be rénewed every six'months. The first six-month period of
15 eligibility begins in-tkhe-menth-after the month the application

16 1is appreved received by the commissioner. The effective date of

17 coverage within the first six-month period of eligibility is as

18 provided in subdivision 3. Each new period of eligibility must

19 take into account any changes in circumstances that impact

20 eligibility and premium amount. An enrollee must provide all
21 the information needed to redetermine eligibility by the first
22 day of the month that ends the eligibility period. The premium
23 for the new period of eligibility must be received as provided
24 1in section 256L.06 in order for eligibility to continue.

25 [EFFECTIVE DATE.] This section is effective August 1, 2006,

26 or upon HealthMatch implementation, whichever is later.

27 Sec. 38. Minnesota Statutes 2004, section 256L.07,

28 subdivision 1, is amended to read:

29 Subdivision 1. [GENERAL REQUIREMENTS.] (a) Children

30 enrolled in the original children’s health plan as of September
31 30, 1992, children who enrolled in the MinnesotaCare program

32 after September 30, 1992, pursuant to Laws 1992, chapter 549,
33 article 4, section 17, and children who have family gross

34 1incomes that are equal to or less than 150 percent of the

35 federal poverty guidelines are eligible without meeting the

36 requirements of subdivision 2 and the four-month requifement in
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subdivision 3, as long as they maintain continuous coverage in
the MinnesotaCare program or medical assistance. Children who
apply for MinnesotaCare on or after the implementation date of
the employer-subsidized health coverage program as described in
Laws 1998, chapter 407, article 5, section 45, who have family
gross incomes that are equal to or less than 150 percent of the
federal poverty guidelines, must meet the requirements of
subdivision 2 to be eligible for MinnesotaCare.

(b) Families enrolled in MinnesotaCare under section
256L..04, subdivision 1, whose income increases above 275 percent
of the federal poverty guidelines, are no longer eligible for
the program and shall be disenrolled by the commissioner.
Individuals enrolled in MinnesotaCare under section 256L.04,
subdivision 7, whose income increases above 175 percent of the
federal poverty guidelines are no longer eligible for the
program and shall be disenrolled by the commissioner. For
persons disenrolléd under this subdivision, MinnesotaCare
coverage terminates the last day of the calendar month following
the month in which the commissioner determines that the income
of a family or individual exceeds program income limits.

(c) (1) Notwithstanding paragraph (b), families enrolled in
MinnesqtaCare under section 256L.04, subdivision 1, may remain
enrolled in MinnesotaCare if ten percent of their annual income
is less than the annual premium for a policy with a $500
deductible available through the Minnesota Comprehensive Health
Association. Families who are no longer eligible for
MinnesotaCare under this subdivision shall be given an 18-month
notice period from the date that ineligibility is determined
before disenrollment. This clause expires February 1, 2004.

(2) Effective February 1, 2004, notwithstanding paragraph
(b), children may remain enrolled in MinnesotaCare if ten

percent of their amnuwat gross individual or gross family income

as defined in section 256L.01, subdivision 4, is less than the

annuat premium for a six-month policy with a $500 deductible
available through the Minnesota Comprehensive Health

Association. Children who are no longer eligible for

Article 2 Section 38 95




10
11
12
13
14
15
16
i7
18
19
20
21
22
23
24
25
26
27
28
29

30

31

32

33

34

35

36

04/26/05 [COUNSEL ] DG SC4101

MinnesotaCare under this clause shall be given a 12-month notice
period from the date that ineligibility is determined before
disenrollment. The premium for children remaining eligible
under this clause shall be the maximum premium determined under
section 256L.15, subdivision 2, paragraph (b).

(d) Effective July 1, 2003, notwithstanding paragraphs (b)
and (c), parents are no longer eligible for MinnesotaCare if

gross household income exceeds $567666 $25,000 for the six-month

period of eligibility.

[EFFECTIVE DATE.] This section is effective August 1, 2006,

or upon HealthMatch implementation, whichever is later.

Sec. 39. Minnesota Statutes 2004, section 256L.07,
subdivision 3, is amended to read:

Subd. 3. [OTHER HEALTH COVERAGE.] (a) Families and
individuals enrolled in the MinnesotaCare program must have no
health coverage while enrolled or for at least four months prior
to application and renewal. Children enrolled in the original
children’s health plan and children in families with income
equal to or less than 150 percent of the federal poverty
guidelines, who have other health insurance, are eligible if the
coverage:

(1) lacks two or more of the following:

(1) basic hospital insurance;

(ii) medical-surgical insurance;

(iii) prescription drug coverage;

(iv) dental coverage; or

(v) vision coverage;

(2) requires a deductible of $100 or more per person per
year; or

(3) lacks coverage because the child has exceeded the
maximum coverage for a particular diagnosis or the policy
exXcludes a particular diagnosis.

The commissioner may change this eligibility criterion for
sliding scale premiums in order to remain within the limits of
available appropriations. The requirement of no health coverage

does not apply to newborns.
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(b) Medical assistance, general assistance medical care,
and the Civilian Health and Medical Program of the Uniformed
Service, CHAMPUS, or other coverage provided under United States
Code, title 10, subtitle A, part II, chapter 55, are not
considered insurance or health coverage for purposes of the
four-month requirement described in this subdivision.

(c) For purposes of this subdivision, Medicare Part A or B
coverage under title XVIII of the Social Security Act, United
States Code, title 42, sections 1395c to 1395w-4, is considered
health coverage. An applicant or enrollee may not refuse
Medicare coverage to establish eligibility for MinnesotaCare.

(d) Applicants who were recipients of medical assistance or
general assistance medical care within one month of application
must meet the provisions of this subdivision and subdivision 2.

(e) Effeetive-Oetober-i;-260837-appticants-who-were
reeipients-ef-mediecat-assistance-and-had Cost-effective health
insurance whiek that was paid for by medical assistance are

exempt-frem is not considered health coverage for purposes of

the four-month requirement under this section, except if the

insurance continued after medical assistance no longer

considered it cost-effective or after medical assistance closed.

Sec. 40. Minnesota Statutes 2004, section 256L.07, is
amended by adding a subdivision to read:
Subd. 5. [VOLUNTARY DISENROLILMENT FOR MEMBERS OF

MILITARY.] Notwithstanding section 256L.05, subdivision 3b,

MinnesotaCare enrollees who are members of the military and

their families, who choose to voluntarily disenroll from the

program when one or more family members are called to active

duty, may reenroll during or following that member’s tour of

active duty. Those individuals and families shall be considered

to have good cause for voluntary termination under section

256L.06, subdivision 3, paragraph (d). Income and asset

increases reported at the time of reenrollment shall be

disregarded. All provisions of sections 256L.01 to 256L.18,

shall apply to individuals and families enrolled under this

subdivision upon six-month renewal.

Article 2 Section 40 97




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

04/26/05 [COUNSEL ] DG sc4101

Sec. 41. Minnesota Statutes 2004, section 256L.12,
subdivision 6, is amended to read:

Subd. 6. [CO-PAYMENTS AND BENEFIT LIMITS.] Enrollees are
responsible for all co-payments in seetiens section 256L.03,
subdivision 5, and-256k+8357 and shall pay co-payments to the
managed care plan or to its participating providers. The
enrollee is also responsible for payment of inpatient hospital
charges which exceed the MinnesotaCare benefit limit.

Sec. 42. Minnesota Statutes 2004, section 256L.15,
subdivision 2, is amended to read:

Subd. 2. [SLIDING FEE SCALE TO DETERMINE PERCENTAGE OF
MONTHLY GROSS INDIVIDUAL OR FAMILY INCOME.] (a) The commissioﬁer
shall establish a sliding fee scale to determine the percentage
of monthly gross individual or family income that households at
different income levels must pay to obtain coverage through the
MinnesotaCare program. The sliding fee scale must be based on
the enrollee’s monthly gross individual or family income. The
sliding fee scale must contain separate tables based on
enrollment of one, two, or three or more persons. The sliding
fee scale begins with a premium of 1.5 percent of monthly gross
individual or family income for individuals or families with
incomes below the limits for the medical assistance program for
families and children in effect on January 1, 1999, and proceeds
through the following evenly spaced steps: 1.8, 2.3, 3.1, 3.8,
4.8, 5.9, 7.4, and 8.8 percent. These percentages are matched
to evenly spaced income steps ranging from the medical
assistance income limit for families and children in effect on
January 1, 1999, to 275 percent of the federal poverty
guidelines for the applicable family size, up to a family size
of five. The sliding fee scale for a family of five must be
used for families of more than five. Effective October 1, 2003,
the commissioner shall increase each percentage by 0.5
percentage points for enrollees with income greater than 100
percent but not exceeding 200 percent of the federal poverty
guidelines and shall increase each percentage by 1.0 percentage

points for families and children with incomes greater than 200
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percent of the federal poveity guidelines. The sliding fee
scale and percentages are not subject to the provisions of
chapter 14. If a family or individual reports increased income
after enrollment, premiums shall not be adjusted until
eligibility renewal.

(b) (1) Enrolled families whose gross annual income
increases above 275 percent of the federal poverty guideline
shall pay the maximum premium.' This clause expires effective
February 1, 2004.

(2) Effective February 1, 2004, children in families whose
gross income is above 275 percent of the federal poverty
guidelines shall pay the maximum premium.

(3) The maximum premiﬁm is defined as a base charge for
one, two, or three or more enrollees so that if all
MinnesotaCare cases paid the maximum premium, the total revenue
would equal the total cost of MinnesotaCare medical coverage and
administration. In this calculation, administrative costs shall
be assumed to equal ten percent of the total. The costs of
medical coverage for pregnant women and children under age two
and the enrollees in these groups shall be excluded from the
total. The maximum premium for two enrollees shall be twice the
maximum premium for one, and the maximum premium for three or
more enrollees shall be three times the maximum premium for one.

[EFFECTIVE DATE.] This section is effective Augqust 1, 2006,

or upon HealthMatch implementation, whichever is later.

Sec. 43. Minnesota Statutes 2004, section 256L.15,
subdivision 3, is amended to read:

Subd. 3. [EXCEPTIONS TO SLIDING SCALE.] An-annual-premium
of-548-is-required-£for-at: Children in families with income at
or tess-than below 150 percent of the federal poverty guidelines

pay a monthly premium of $4.

[EFFECTIVE DATE.] This section is effective August 1, 2006,

or upon HealthMatch implementation, whichever is later.

Sec. 44. [256L.20] [MINNESOTACARE OPTION FOR SMALL

EMPLOYERS. ]

Subdivision 1. [DEFINITIONS.] (a) For the purpose of this
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section, the terms used have the meanings given them.

(b) "Dependent" means an unmarried child under 21 years of

age.

(c) "Eligible employer" means a business that employs at

least two, but not more than 50, eligible employees, the

majority of whom are employed in the state, and includes a

municipality that has 50 or fewer employees.

(d) "Eligible employee" means an employee who works at

least 20 hours per week for an eligible employer. Eligible

employee does not include an employee who works on a temporary

or substitute basis or who does not work more than 26 weeks

annually.

(e) "Maximum premium” has the meaning given under section

256L.15, subdivision 2, paragraph (b), clause (3).

(f£) "Participating employer" means an eligible employer who

meets the requirements described in subdivision 3 and applies to

the commissioner to enroll its eligible employees and their

dependents in the MinnesotaCare program.

(g) "Program" means the MinnesotaCare program.

Subd. 2. [OPTION.] Eligible employees and their dependents

may enroll in MinnesotaCare if the eligible employer meets the

requirements of subdivision 3. The effective date of coverage

is according to section 256L.05, subdivision 3.

Subd. 3. [EMPLOYER REQUIREMENTS.] The commissioner shall

establish procedures for an eligible emplover to apply for

coverage through the program. In order to participate, an

eligible employer must meet the following requirements:

(1) agrees to contribute toward the cost of the premium for

the employee and the employeefs dependents according to

subdivision 4;

(2) certifies that at least 75 percent of its eligible

employees who do not have other creditable health coverage are

enrolled in the program;

(3) offers coverage to all eligible employees and the

dependents of eligible employees; and

(4) has not provided employer-subsidized health coverage as
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an employee benefit during the previous 12 months, as defined in

section 256L.07, subdivision 2, paragraph (c).

Subd. 4. [PREMIUMS.] (a) The premium for MinnesotaCare

coverage provided under this section is equal to the maximum

premium regardless of the income of the eligible employee.

(b) For eligible employees without dependents with income

equal to or less than 175 percent of the federal poverty

guidelines and for eligible employees with dependents with

income equal to or less than 275 percent of the federal poverty

guidelines, the participating employer shall pay 50 percent of

the maximum premium for the eligible employee and any

dependents, if applicable.

(c) For eligible employees without dependents with income

over 175 percent of the federal poverty guidelines and for

eligible employees with dependents with income over 275 percent

of the federal poverty gquidelines, the participating employer

shall pay the full cost of the maximum premium for the eligible

employee and any dependents, if applicable. The pafticipating

employer may require the employee to pay a portion of the cost

of the premium so long as the employer pays 50 percent of the

cost. If the employer requires the employee to pay a portion of

the premium, the employee shall pay the portion of the cost to

the employer.

(d) The commissioner shall collect premium payments from

participating employers for eligible employees and their

dependents who are covered by the program as provided under this

section. All premiums collected shall be deposited in the

health care access fund.

Subd. 5. [COVERAGE.] The coverage offered to those

enrolled in the program under this section must include all

health services described under section 256L.03 and all

co-payments and coinsurance requirements described under section

256L.03, subdivision 5, apply.

Subd. 6. [ENROLLMENT.] Upon payment of the premium, in

accordance with this section and section 256L.06, eligible

employees and their dependents shall be enrolled in
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MinnesotaCare. For purposés of enrollment under this section,

income eligibility limits established under sections 256L.04 and

2561..07, subdivision 1, and asset limits established under

section 256L.17 do not apply. The barriers established under

'section 256L.07, subdivision 2 or 3, do not apply to enrollees

eligible under this section. The commissioner may require

eligible employees to provide income verification to determine

premiums.
[EFFECTIVE DATE.] This section is effective August 1, 2006,

or upon HealthMatch implementation, whichever is later.

Sec. 45. Minnesota Statutes 2004, section 549.02, is
amended by adding a subdivision to read:

Subd. 3. [LIMITATION.] Notwithstanding subdivisions 1 and

2, where the state agency is named or intervenes as a party to

enforce the agency’s rights under section 256B.056, the agency

shall not be liable for costs to any prevailing defendant.

Sec. 46. Minnesota Statutes 2004, section 549.04, is
amended to read:
549.04 [DISBURSEMENTS; TAXATION AND ALLOWANCE. ]

Subdivision 1. [GENERALLY.] In every action in a district

court, the prevailing party, including any public employee who
prevails in an action for wrongfully denied or withheld
employment benefits or rights, shall be allowed reasonable
disbursements paid or incurred, including fees and mileage paid
for service of process by the sheriff or by a private person.

Subd. 2. [LIMITATION.] Notwithstanding subdivision 1,

where the state agency is named or intervenes as a party to

enforce the agency’s rights under section 256B.056, the agency

shall not be liable for disbursements to any prevailing

defendant.

Sec. 47. [EMPLOYER DISCLOSURE FOR THE MINNESOTA HEALTH

CARE PROGRAM. ]

Subdivision 1. [DEFINITIONS.] (a) For purposes of this

section, the following definitions apply.

(b) "Commissioner" means the commissioner of human services.

(c) "Minnesota health care program" means the prescription
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drug program under section 256.955, medical assistance under

chapter 256B, general assistance medical care under section

256D.03, subdivision 3, and MinnesotaCare under chapter 256L.

Subd. 2. [REPORT.] (a) By January 15, 2007, for the

previous fiscal vyear, the commissioner shall submit to the

legislature a report identifying all employers that employ 50 or

more employees who are Minnesota health care program

recipients. In determining whether the 50-employee threshold is

met, the commissioner shall include all employees employed by an

employer and its subsidiaries at all locations within the

state. The report shall include the following information:

(1) the name of the employer and, as appropriate, the names

of its subsidiaries that employ Minnesota health care program

recipients;

(2) the number of Minnesota health care program recipients

who are employees of the employer;

(3)'the number of Minnesota health care progrém recipients

who are spouses or dependents of employees of the employer; and

(4) the cost to the state of providing health care benefits

for these employers’ employees and enrolled dependents.

(b) In preparing and publishing the report, the

commissioner shall take reasonable precautions to protect the

identity of Minnesota health care program recipients:

(1) the report shall include only nonindividually

identifiable summary data as defined in section 13.02,

subdivision 19;

(2) the commissioner shall employ generally accepted

statistical and scientific principles and methods for rendering

information as not individually identifiable. The commissioner

must determine that there is an insignificant risk that

information in the report could be used, alone or in combination

with other reasonably available information, to identify any

Minnesota health care program recipient; and

(3) the commissioner shall comply with all other applicable

privacy and security provisions of the Health Insurance

Portability and Accountability Act of 1996, Public Law 104-191,
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and its corresponding regulations, Code of Federal Regulations,

title 45, sections 160, 162, and 164; Minnesota Statutes,

chapter 13; section 144.335; and any other applicable state and

federal law.

(c) The commissioner shall make the report available to the

public on the Department of Human Services’ Web site, and shall

provide a copy of the report to any member of the public upon

request.
Sec. 48. [LIMITING COVERAGE OF HEALTH CARE SERVICES FOR

MEDICAL ASSISTANCE, GENERAL ASSISTANCE MEDICAL CARE, AND

MINNESOTACARE PROGRAMS. ]

Subdivision 1. [PRIOR AUTHORIZATION OF SERVICES.] (a)

Effective July 1, 2005, prior authorization is required for the

services described in subdivision 2 for reimbursement under

chapters 256B, 256D, and 256L.

(b) Prior authorization shall be conducted under the

~direction of the medical director of the Department of Human

Services in conjunction with a medical policy advisory council.

To the extent available, the medical director shall use publicly

available evidence-based guidelines developed by an independent,

nonprofit organization or by the professional association of the

specialty that typically provides the service or by a multistate

Medicaid evidence-based practice center. If the commissioner

does not have a medical director and medical policy director in

place, the commissioner shall contract prior authorization to a

Minnesota-licensed utilization review organization or to another

entity such as a peer review organization eligible to operate in

Minnesota.

(c) A prepaid health plan shall use prior authorization for

the services described in subdivision 2 unless the prepaid

health plan is otherwise using evidence-based practices to

address these services.

(d) This section expires July 1, 2007, or when a list is

established according to Minnesota Statutes, séection 256B.0625,

subdivision 46, whichever is earlier.

Subd. 2. [SERVICES REQUIRING PRIOR AUTHORIZATION.] The

Article 2 Section 48 104



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

. 04/26/05 [COUNSEL ] DG sc4101

following services require prior authorization:

(1) elective outpatient high-technology imaging to include

positive emission tomography (PET) scans, maghetic resonance

imaging (MRI), computed tomography (CT), and nuclear cardiology;

(2) spinal fusion, unless in an emergency situation related

to trauma;

(3) bariatric surgéry;

(4) chiropractic visits beyond ten visits;

(5) circumcision; and

(6) orthodontia.

Sec. 49. [ORAL HEALTH CARE SYSTEM PILOT PROJECT START-UP
GRANT. ]

The commissioner of human services shall issue a request

for proposal for a two-year pilot project that shall provide

dental services for Minnesota health care program recipients

through a new oral health care delivery system. The request for

proposal shall be based upon the model designed by the Oral

HealthCare Solutions Project. The proposal must demonstrate the

capacity to obtain broad community support and to leverage the

state’s start-up funding by attracting additional public and

private funding. The pilot project must include both urban and

rural regions of the state, and adhere to the financial and

delivery system requirements specified by the commissioner in

accordance with the Oral HealthCare Solutions Project design.

Sec. 50. [PLANNING PROCESS FOR MANAGED CARE.]

The commissioner of human services shall develop a planning

process for the purposes of implementing at least one additional

managed care arrangement to provide medical assistance services,

excluding continuing care services, to recipients enrolled in

the medical assistance fee-for-service program, effective

January 1, 2007. This planning process shall include an

advisory committee composed of current fee-for-service

consumers, consumer advocates, and providers, as well as

representatives of health plans and other provider organizations

qualified to provide basic health care services to persons with

disabilities. The commissioner shall seek any additional
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federal authority necessary to provide basic health care

services through contracted managed care arrangements.

Sec. 51. [RATE REDUCTION. ]

(a) Effective for the services identified in Minnesota

Statutes, section 256B.0625, subdivision 25a, paragraph (c),

rendered on or after July 1, 2005, the payment rate shall be

reduced by ten percent from the rate in effect on June 30, 2005.

(b) This section shall expire on June 30, 2006, or upon the

completion of the prior authorization system required under

Minnesota Statutes, section 256B.0625, subdivision 25a,

paragraph (b), whichever is later.

Sec. 52. [REPEALER. ]

(a) Minnesota Statutes 2004, section 256L.035, is repealed.

[EFFECTIVE DATE. ] Notﬁithstanding Minnesota Statutes,

section 256B.69, subdivision 5a, paragraph (b), this section is

effective effective July 1, 2005.

(b) Minnesota Statutes 2004, section 256B.0631, is repealed.

[EFFECTIVE DATE.] This paragraph is effective January 1,

2006.
ARTICLE 3
HEALTH CARE COST CONTAINMENT

Section 1. Minnesota Statutes 2004, section 62A.65,
subdivision 3, is amended to read:

Subd. 3. [PREMIUM RATE RESTRICTIONS.] No individual health
plan may be offered, sold, issued, or renewed to a Minnesota
resident unless the premium rate charged is determined in
accordance with the following requirements:

(a) Premium rates must be no more than 25 percent above and
no more than 25 percent below the index rate charged to
individuals for the same or similar coverage, adjusted pro rata
for rating periods of less than one year. The premium
variations permitted by this paragraph must be based only upon
health status, claims experience, and occupation. For purposes
of this paragraph, health status includes refraining from
tobacco use or other actuarially valid lifestyle factors

associated with good health, provided that the lifestyle factor
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and its effect upon premium rates have been determined by the
commissioner to be actuarially valid and have been approved by
the commissioner. Variations permitted under this paragraph
must not be based upon age or applied differently at different
ages. This paragraph does not prohibit use of a constant
percentage adjustment for factors permitted to be used under
this paragraph.

(b) Premium rates may vary based upon the ages of covered
persons only as provided in this paragraph. In addition to the
variation permitted under paragraph (a), each health carrier may
use an additional premium variation based upon age of up to plus
or minus 50 percent of the index rate. l

(c) A health carrier may request approval by the
commissioner to establish no more than three geographic regions
and to establish separate index rates for each region, provided
that the index rates do not vary between any two regions by more
than 20 percent. Health carriers that do not do business in the
Minneapolis/St. Paul metropolitan area may request approval for
no more than two geographic regions, and clauses (2) and (3) do
not apply to approval of requests made by those health
carriers. The commissioner may grant approval if the following
conditions are met:

(1) the geographic regions must be applied uniformly by the
health carrier;

(2) one geographic region must be based on the
Minneapolis/St. Paul metropolitan area;

(3) for each geographic region fhat is rural, the index
rate for that region must not exceed the index rate for the
Minneapolis/St. Paul metropolitan area; and

(4) the health carrier provides actuafial justification
acceptable to the commissioner for the proposed geographic
variations in index rates, establishing that the variations are
based upon differences in the cost to the health carrier of
providing coverage.

(d) Health carriers may use rate cells and must file with

the commissioner the rate cells they use. Rate cells must be
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based upon the number of adults or children covered under the
policy and may reflect the availability of Medicare coverage.
The rates for different rate cells must not in any way reflect
generalized differences in expected costs between principal
insureds and their spouses.

(e) In developing its index rates and premiums for a health
plan, a health carrier shall take into account only the
following factors: |

(1) actuarially valid differences in rating factors
permitted under paragraphs (a) and (b); and

(2) actuarially valid geographic variations if approved by
the commissioner as provided in paragraph (c).

(£) All premium variations must be justified in initial
rate filings and upon request of the commissioner in rate
revision filings. - All rate variations are subject to approval
by the commissioner.

(g) The loss ratio must comply with the section 62A.021
requirements for individual health plans.

(h) Notwithstanding paragraphs (a) to (g), the rates must

not be approved; unless the commissioner has determined that the
rates are reasonable. In determining reasonableness, the
commissioner shall eensider-the-grewth-rates-applied-under

section-625-047-subdivisien-t7-paragraph-{tb) apply the premium

growth limits established under section 62J.04, subdivision 1b,

to the calendar year or years that the proposed premium rate

would be in effect, and shall consider actuarially valid changes

in risks associated with the enrollee populationss; and
actuarially valid changes as a result of statutory changes in
Laws 1992, chapter 549.

Sec. 2. Minnesota Statutes 2004, section 62J3.04, is
amended by adding a subdivision to read:

Subd. 1b. [PREMIUM GROWTH LIMITS.] (a) For calendar year

2005 and each year thereafter, the commissioner shall set annual

premium growth limits for health plan companies. The premium

limits set by the commissioner for calendar years 2005 to 2010

shall not exceed the regional Consumer Price Index for urban
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consumers for the preceding calendar year plus two percentage

points and an additional one percentage point to be used to

finance the implementation of the electronic medical record

system described under section 62J.565. The commissioner shall

ensure that the additional percentage point is being used to

provide financial assistance to health care providers to

implement electronic medical record systems either directly or

through an increase in reimbursement.

(b) For the calendar years beyond 2010, the rate of premium

growth shall be limited to the change in the Consumer Price

Index for urban consumers for the previous calendar year plus

two percentage points. The commissioners of health and commerce

shall make a recommendation to the legislature by January 15,

2009, regarding the continuation of the additional percentage

point to the growth limit described in paragraph (a). The

recommendation shall be based on the progress made by health

care providers in instituting an electronic medical record

system and in creating a statewide interactive electronic health

record system.

(c) The commissioner may add additional percentage points

as needed to the premium limit for a calendar year if a major

disaster, bioterrorism, or a public health emergency occurs that

results in higher health care costs. Any additional percentage

points must reflect the additional cost to the health care

system directly attributed to the disaster or emergency.

(d) The commissioner shall publish the annual premium

growth limits in the State Register by January 31 of the year

that the limits are to be in effect.

(e) For the purpose of this subdivision, premium growth is

measured as the percentage change in per member, per month

premium revenue from the current vear to the previous vyear.

Premium growth rates shall be calculated for the following lines

of business: individual, small group, and large group. Data

used for premium growth rate calculations shall be submitted as

part of the cost containment filing under section 62J.38.

(f) For purposes of this subdivision, "health plan company"
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has the meaning given in section 62J.041.

(g) A health plan company may reduce reimbursement to

providers in order to meet the premium growth limitations

required by this section.

Sec. 3. Minnesota Statutes 2004, section 62J.04,
subdivision 3, is amended to read:

Subd. 3. [COST CONTAINMENT DUTIES.] The commissioner shall:

(1) establish statewide and regional cost containment goals
for total health care spending under this section and collect
data as described in sections 62J.38 to 62J.41 to monitor

statewide achievement of the cost containment goals and premium

growth limits;

(2) divide the state into no fewer than four regions, with
one of those regions being the Minneapolis/St. Paul metropolitan
statistical area but excluding Chisago, Isanti, Wright, and
Sherburne Counties, for purposes of fostering the development of
regional health planning and coordination of health care
delivery among regional health care systems and working to
achieve the cost containment goals;

(3) monitor the quality of health care throughout the state
and take action as necessary to ensure an appropriate level of
quality;

(4) issue recommendations regarding uniform billing forms,
uniform electronic billing procedures and data interchanges,
patient identification cards, and other uniform claims and
administrative procedures for health care providers and private
and public sector payers. In developing the recommendations,
the commissioner shall review the work of the work group on
electronic data interchange (WEDI) and the American National
Standards Institute (ANSI) at the national level, and the work
being done at the state and local level. The commissioner may
adopt rules requiring the use of the Uniform Bill 82/92 form,
the National Council of Prescription Drug Providers (NCPDP) 3.2
electronic version, the Centers for Medicare and Medicaid
Services 1500 form, or other standardized forms or procedures;

(5) undertake health planning responsibilities;
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(6) authorize, fund, or promote research and
experimentation on new technologies and health care procedures;

(7) within the limits of appropriations for these purposes,
administer or contract for statewide consumer education and
wellness programs that will improve the health of Minnesotans
and increase individual responsibility relating to personal
health and the delivery of health care services, undertake
prevention programs including initiatives to improve birth
outcomes, expand childhood immunization efforts, and provide
start-up grants for worksite wellness programs;

(8) undertake other activities to monitor and oversee the
delivery of health care services in Minnesota with the goal of
improving affordability, quality, and accessibility of health
care for all Minnesotans; and

(9) make the cost containment goal and premium growth limit

data available to the public in a consumer-oriented manner.

Sec. 4. Minnesota Statutes 2004, section 62J.041, is
amended to read:

62J.041 [ERPEREI¥M HEALTH PLAN COMPANY €6ST-CONTAINMENY-GOARS

HEALTH CARE EXPENDITURE LIMITS.]

Subdivision 1. [DEFINITIONS.] (a) For purposes of this
section, the following definitions apply.
(b) "Health plan company" has the definition provided in

section 62Q.01. This definition does not include the state

employee health plan offered under chapter 43A.

(c) "Petat Health care expenditures" means incurred claims

or expenditures on health care servicesjy-administrative
expenses;-charitable-contributieons;-and-ati-eother-payments made
by health plan companies eut-ef-premium-revenues.

(d) “Net-expendituresi-means-tetal-expenditures-minus
exempted—taxes—and—assessments-and—payments—er—aiieéatiens—made
to-establish-er-maintain-reservess

{e}-UExempted-taxes—-and-assessmentsi-means-direct-payments
for-taxes-te-government-agenetes;-econtributions-te-the-Minneseta
€emprehensive-Heatth-Asseeitationy-the-medical-assistanece

provider+s-surcharge-under-seetion-256+-96577-the-Minneseota€are
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1 previder-tax-undef-seetéen-2957527-assessments-by—the-Heai%h

2 eeverage—Reinsuraﬂee—Asseeiaﬁien7-assessments—by-the-ninneseta

3 pife-and-Health-Insurance-Guaranty-Asseciatieny-assessments-by

4 +the-Minneseta-Risk-Adjustment-Asseeciationy-and-any-new

5 assessments-impesed-by-federal-or-state-iaws

6 ¢£¥ "Consumer cost-sharing or subscriber liability" means

7 enrollee coinsurance, co-payment, deductible‘payments, and

8 amounts in excess of benefit plan maximums.

9 Subd. 2. [ESTABLISHMENT.] The commissioner of health shall

10 establish eest-eentainment-geals health care expenditure limits

11 for the-inerease-in-net calendar year 2006, and each year

12 thereafter, for health care expenditures by each health plan

13 company fer-ealendar-years-19947-19957;-19967-and-1997---Fhe-ecest
14 eentainment-geais-mnust-be-the-same-as-the-annuait-eest

15 eentainment-geats-fer-heatth-care-spending-estabiished-under

16 seetien-62d-047-subdivisien-i7-paragraph-{b}y. Health plan

17 companies that are affiliates may elect to meet one

18 combined eest-ecentainment-geat health care expenditure limit.

19 The limits set by the commissioner shall not exceed the premium

20 1limits established in section 62J.04, subdivision 1b.

21 Subd. 3. [DETERMINATION OF EXPENDITURES.] Health plan

22 companies shall submit to the commissioner of health, by April
23 %7-1994;-fer-ecatendar-year-1993+-Aprit-1;-3995--for-eatendar

24 year-i9947—Aprii—i7—i9967—fer—eaiendar—year—i9957—Apri}—17—195?7
25 fer-ecatendar-year-1996+-and-aAprit-1+-1998;-for-catendar-year

26 399% of each year beginning 2006, all information the

27 commissioner determines to be necessary to implement this
28 section. The information must be submitted in the form
29 specified by the commissioner. The information must include,

30 but is not limited to, health care expenditures per member per

31 month or cost per employee per month, and detailed information

32 on revenues and reserves. The commissioner, to the extént

33 possible, shall coordinate the submittal of the information

34 required under this section with the submittal of the financial
35 data required under chapter 62J, to minimize the administrative

36 burden on health plan companies. The commissioner may adjust
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final expenditure figures for demographic changes, risk
selection, changes in basic benefits, and legislative
initiatives that materially change health care costs, as long as
these adjustments are consistent with the methodology submitted
by the health plan company to the commissioner, and approved by
the commissioner as actuarially justified. Fhe-methedelegy-te
be-used-fer-adjustments-and-the-eltection-to-meet-ene-ecest
eentainment-geal-for-affiltiated-heatth-plan-companies-must-be
submitted-to-the-commissioner-by-September-1+-1994-—--Community
integrated-serviee-networks-mnay-submit-the-information-with
their-appticatien-for-ticensurer--Fhe-commissioner-shatit-aise
aceept-changes-to-methodologies-aiready-submitted~—--Fhe
adiustment-methodeleogy-submnitted-and-approved-by-the
ecemmissiener-must-appliy-to-the-data-submitted-for-catendar-years
3+994-and-1995---FThe-commissioner-may-attew-changes-te-acecepted
adiusément—methedeiegies—fer-éata-sabmit&ed—fer—eaiéndar—years
i996-and-i99?v—-ehanges-te—the-édﬁustmené-methedeiegy—mast—be
reeceived-by-September-17-1996--and-nust-be-approved-by-the
cemmissieners

Subd. 4. [MONITORING OF RESERVES.] (a) The commissioners
of health and commerce shall monitor health plan company
reserves and net worth as established under chapters 60A, 62C,
62D, 62H, and 64B, with respect to the health plan companies
that each commissioner respectively regulates to assess the
degree to which savings resulting from the establishment of cost
containment goals are passed on to consumers in the form of
lower premium rates.

(b) Health plan companies shall fully reflect in the
premium rates the savings generated by the cost containment
goals. No premium rate, currently reviewed by the Department of
Health or Commerce, may be approved for those health plan
companies unless the health plan company establishes to the
satisfaction of the commissioner of commerce or the commissioner
of health, as appropriate, that the proposed new rate would
comply with this paragraph.

(c) Health plan companies, except those licensed under
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chapter 60A to sell accident and sickness insurance under
chapter 62A, shall annually before the end of the fourth_fiscal
quarter provide to the commissioner of health or commerce, as
applicable, a projection of the level of reserves the company
expects to attain during each quarter of the following fiscal
year. These health plan companies shall submit with required
quarterly financial statements a calculation of the actual
reserve level attained by the éompany at the end of each quarter
including identification of the sources of any significant
changes in the reserve level and an updated projection of the
level of reserves the health plan company expects to attain by
the end of the fiscal year. In cases where the health plan
company has been given a certificate to operate a new health
maintenance organization under chapter 62D, or been licensed as
a community integrated service network under chapter 62N, or
formed an affiliation with one of these organizations, the
health plan company shall also submit with its quarterly
financial statement, total enrollment at the beginning and end
of the quarter and enrollment changes within each serviée area
of the new organization. The reserve calculations shall be
maintained by the commissioners as trade secret information,
except to the extent that such information is also required to
be filed by another provision of state law and is not treated as
trade secret information under such other provisions.

(d) Health plan companies in paragraph (c) whose reserves
are less than the required minimum or more than the required
maximum at the end of the fiscal year shall submit a plan of
corrective action to the commissioner of health or commerce
under subdivision 7.

(e) The commissioner of commerce, in consultation with the
commissioner of health, shall report to the legislature no later
than January 15, 1995, as to whether the concept of a reserve
corridor or other mechanism for purposes of monitoring reserves
is adaptable for use with indemnity health insurers that do
business in multiple states and that must comply with their

domiciliary state’s reserves requirements.
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Subd. 5. [NOTICE.] The commissioner of health shall
publish in the State Register and make available to the public

by July 1, %995 2007, and each year thereafter, a list of all

health plan companies that exceeded their eest-eentainment-geal

health care expenditure limit for the 994 previous calendar

year. The-cemmissiener-shalti-pubiish-in-the-State-Register-and
mnake-available-to-the-pubiie-by-Juty-+7-3+9967-a-tist-of-att
hea}%h—p&an—eempanies—that—exeeeded-ﬁheir—eembined—ees#
ecentainment-geal-for-catendar-years-1994-and-1995+ The
commissioner shall notify each health plan company that the
commissioner has determined that the health plan company

exceeded its ecest-econtainment-geal; health care expenditure

limit at least 30 days before publishing the list, and shall
provide each health plan company with ten days to provide an

explanation for exceeding the eest-eentainment-geat health care

expenditure limit. The commissioner shall review the

explanation and may change a determination if the commissioner
determines the explanation to be valid.

Subd. 6. [ASSISTANCE BY THE COMMISSIONER OF COMMERCE.] The
commissioner of commerce shall provide assistance to the
commissioner of health in monitoring health plan companies
regulated by the commissioner of commerce.

Sec. 5. [620.255] [HEALTH RISK INFORMATION SHEET. ]

(a) A health plan company shall provide to each enrollee on

an annual basis information on the increased personal health

risks and the additional costs to the health care system due to

obesity and to the use of tobacco.

(b) The commissioner, in consultation with the Minnesota

Medical Association, shall develop an information sheet on the

personal health risks of obesity and smoking and on the

additional costs to the health care system due to obesity and

due to smoking. The information sheet shall be posted on the

Minnesota Department of Health’s Web site.

(c) When providing the information required in paragraph

(a) , the health plan company must also provide each enrollee

with information on the best practices care quidelines and
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quality of care measurement criteria identified in section

62J.43 as well as the availability of this information on the

department’s Web site.

(d) This section does not apply to health plan companies

offering only limited dental or vision plans.

Sec. 6. Minnesota Statutes 2004, section 62J.301,
subdivision 3, is amended to read:

Subd. 3. tGENERAL DUTIES.] The commissioner shall:

(1) collect and maintain data which enable population-based
monitoring and trending of the access, utilization, quality, and
cost of health care services within Minnesota;

(2) collect and maintain data for the purpose of estimating
total Minnesota health care expenditures and trends;

(3) collect and maintain data for the purposes of setting

cost containment goals and premium growth limits under section

62J.04, and measuring cost containment goal and premium growth

limit compliance;

(4) conduct applied research using existing and new data
and promote applications based on existing research;

(5) develop and implement data collection procedures to
ensure a high level of cooperation from health care providers
and health plan companies, as defined in section 62Q.01,
subdivision 4;

(6) work closely with health plan companies and health care
providers to promote improvements in health care efficiency and
effectiveness; and

(7) participate as a partner or sponsor of private sector
initiatives that promote publicly disseminated applied research
on health care delivery, outcomes, costs, quality, and
management.

Sec. 7. Minnesota Statutes 2004, section 62J.38, is
amended to read:

62J.38 [COST CONTAINMENT DATA FROM GROUP PURCHASERS. ]

(a) The commissioner shall require group purchasers to
submit detailed data on total health care spending for each

calendar year. Group purchasers shall submit data for the 1993
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calendar year by April 1, 1994, and each April 1 thereafter
shall submit data for the preceding calendar year.

(b) The commissioner shall require each group purchaser to
submit data on revenue, expenses, and member months, as
applicable. Revenue data must distinguish between premium
revenue and revenue from other sources and must also include
information on the amount of revenue in reserves and changes in

reserves. Premium revenue data, information on aggregate

enrollment, and data on member months must be broken down to

distinguish between individual market, small group market, and

large group market. Filings under this section for calendar

year 2005 must also include information broken down by

individual market, small group market, and large group market

for calendar year 2004. Expenditure data must distinguish

between costs incurred for patient care and administrative
costs. Patient care and administrative costs must include only
expenses incurred on behalf of health plan members and must not
include the cost of providing health care services for
nonmembers at facilities owned by the group purchaser or
affiliate. Expenditure data must be provided separately for the
following categories and for other categories required by the
commissioner: physician services, dental services, other
professional services, inpatient hospital services, outpatient
hospital services, emergency, pharmacy services and other
nondurable medical goods, mental health, and chemical dependency
services, other expenditures, subscriber liability, and
administrative costs. Administrative costs must include costs
for marketing; advertising; overhead; salaries and benefits of
central office staff who do not provide direct patient care;
underwriting; lobbying; claims processing; provider contracting
and credentialing; detection and prevention of payment for
fraudulent or unjustified requests for reimbursement or
éervices; clinical quality assurance and other types of medical
care quality improvement efforts; concurrent or prospective
utilization review as defined in section 62M.02; costs incurred

to acquire a hospital, clinic, or health care facility, or the
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1 assets thereof; capital costs incurred on behalf of a hospital
2 or clinic; lease payments; or any other costs incurred pursuant
3 to a partnership, joint venture, integration, or affiliation

4 agreement with a hospital, clinic, or other health care

5 provider. Capital costs and costs incurred must be recorded

6 according to standard accounting principles. The reports of

7 this data must also separately identify expenses for local,

8 state, and federal taxes, fees, and assessments. The

9 commissioner may require each group purchaser to submit any

10 other data, including data in unaggregated form, for the
11 purposes of developing spending estimates, setting spending

12 1limits, and monitoring actual spending and costs. In addition
13 to reportipg administrative costs incurred to acquire a

14 hospital, clinic, or health care facility, or the assets

15 thereof; or any other costs incufred pursuant to a partnership,
16 Jjoint venture, integration, or affiliation agreement with a

17 hospital, clinic, or other health care provider; reports

18 submitted under this section also must include the payments made
19 during the calendar year for these purposes. The commissioner
20 shall make public, by group purchaser data collected under this
21 paragraph in accordance with section 62J.321, subdivision 5.

22 Workers’ compensation insurance plans and automobile insurance
23 plans are exempt from complying with this paragraph as it

24 relates to the submission of administrative costs.

25 (c) The commissioner may collect information on:

26 (1) premiums, benefit levels, managed care procedures, and
27 other features of health plan companies;

28 (2) prices, provider experience, and other information for
29 services less commonly covered by insurance or for which

30 patients commonly face significant out-of-pocket expeﬁses; and
31 (3) information on health care services not provided

32 through health plan companies, including information on prices,
33 costs, expenditures, and utilization.

34 (d) All group purchasers shall provide the required data
35 wusing a uniform format and uniform definitions, as prescribed by

36 the commissioner.
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Sec. 8. [62J.82] [CHARGES TO UNINSURED; PROVIDER
RECOURSE. ]

Subdivision 1. [DEFINITIONS.] (a) For purposes of this

section, the terms defined in this subdivision have the meanings

given thenmn.

(b) "Covered individual" means an individual who has health

plan company or public health care program coverage for health

care services.

(c) "CPT code" means a code contained in the most current

edition of the Physician’s Current Procedural Terminology (CPT)

manual published by the American Medical Association and

available for purchase through the American Medical Association,

Order Department: OP054193, P.O. Box 10950, Chicago, Illinois

60610.

(d) "Dependent” has the meaning given under section 62L.02,

subdivision 11.

(e) "Health care service" has the meaning given under

section 62J.17, subdivision 2.

(f) "Health plan company" has the meaning given under

section 62Q.01, subdivision 4.

(g) "Person" means an individual, corporation, firm,

partnership, incorporated or unincorporated association, or any

other legal or commercial entity.

(h) "Provider" means a hospital or outpatient surgical

center licensed under chapter 144.

(1) "Third-party payer" means a health plan compény or a

public health care plan or program.

(3) "Uninsured individual" means a person or dependent who

does not have health plan company coverage or who is not

otherwise covered by a third-party payer.

Subd. 2. [NOTICE TO UNINSURED.] (a) A provider may attempt

to obtain from a person or the person’s representative

information about whether any third-party payer may fully or

partially cover the charges for health care services rendered by

the provider to the person.

(b) A provider shall inform each person, both orally and in
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writing, immediately upon first meeting with that person, or as

soon as practicable thereafter, that uninsured individuals will

be charged or billed for health care services in amounts that do

not exceed the amounts descfibed in subdivision 3.

(c) If, at the time health care services are provided, a

person has not provided proof of coverage by a third-party payer

or a provider otherwise determines that the person is an

uninsured individual, the provider, as part of any billing to

the person, shall provide the person with a clear and

conspicuous notice that includes:

(1) a statement of charges for health care services

rendered by the provider; and

(2) a statement that uninsured individuals will be charged

or billed for health care services in amounts that do not exceed

the amounts described in subdivision 3.

(d) For purposes of the notice required under paragraph

(c), a provider may incorporate the items into the provider’s

existing billing statements and is not required to develop a

separate notice. All communications to a person required by

this subdivision must be language appropriate.

Subd. 3. [PROVIDER CHARGES TO THE UNINSURED.] In billing

or charging an uninsured individual or the individual’s

representative for medically necessary health care services, a

provider must bill by CPT code, or other billing identifier as

may be routinely used for billing that health care service. A

provider shall not bill or charge an uninsured individual or the

individual’s representative more than the amount the provider is

paid for that service by the nongovernmental third-party payer

that provided the most revenue to the provider during the

previous calendar yvear, plus any applicable cost sharing

payments payable by an individual covered by that provider’s

highest volume plan. After a bill or charge is issued under this

subdivision, a provider may not increase the bill or charge.

Subd. 4. [LIMITATIONS.] Notwithstanding any other

provision of law, the amounts paid by uninsured individuals for

health care services according to subdivision 3 does not
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constitute a provider’s uniform, published, prevailing, or

customary charges, or its usual fees to the general public, for

purposes of any payment limit under the Medicare or medical

assistance programs or any other federal or state financed

health care program.

Subd. 5. [RECOURSE LIMITED.] (a) Providers under agreement

with a health plan company or public health care plan or program

to provide health care services shall not have recourse against

covered individuals, or persons acting on their behalf, for

amounts above those specified in the evidence of coverage or

other plan or program document as co-payments or coinsurance for

health care services. This subdivision applies only to health

plans that provide coverage equivalent to or greater than a

number two qualified plan described under section 62E.08, and is

not limited to the following events:

(1) nonpayment by the health plan company;

(2) insolvency of the health plan company; and

(3) breach of the agreement between the health plan company

and the provider.

(b) This subdivision does not limit a provider’s ability to

seek payment from any person other than the covered individual,

the covered individual’s guardian or conservator, the covered

individual’s immediate family members, or the covered

individual’s legal representative in the event of nonpayment by

a health plan company.

Subd. 6. [REMEDIES.] A person may file an action in

district court seeking injunctive relief and damages for

violations of this section. In any such action, a person may

also recover costs and disbursements and reasonable attorney

fees.

Subd. 7. [GROUNDS FOR DISCIPLINARY ACTION.] Violations of

this section may be grounds for disciplinary or regulatory

action against a provider by the appropriate licensing board or

agency.

Subd. 8. [AUTHORITY OF ATTORNEY GENERAL.] The attorney

general may investigate violations of this section under section
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8.31. The attorney general may file an action for violations of

this section according to section 8.31 or may pursue other

remedies available to the attorney general.

Subd. 9. [INCOME AND ASSET LIMITATIONS.] The provisions of

this section shall not apply to uninsured individuals with an

annual family income above $125,000.

Sec. 9. Minnesota Statutes 2004, section 62L.08,
subdivision 8, is amended to read:

Subd. 8. [FILING REQUIREMENT.] (a) No later than July 1,
1993, and each year thereafter, a health carrier that offers,
sells, issues, or renews a health benefit plan for small
employers shall file with the commissioner the index rates and
must demonstrate that all rates shall be within the rating
restrictions defined in this chapter. Such demonstration must
include the allowable range of rates from the index rates and a
description of how the health carrier intends to use demographic
factors including case characteristics in calculating the
premium rates.

(b) Notwithstanding paragraph (a), the rates shall not be

approved; unless the commissioner has determined that the rates
are reasonable. In determining reasonableness, the commissioner
shall eensider-the-growth-rates-appitied-under-seetieon-623+-04+

subdivisien-i;-paragraph—-{b)y apply the premium growth limits

established under section 62J.04, subdivision 1b, to the

calendar year or years that the proposed premium rate would be

in effect, and shall consider actuarially valid changes in risk

associated with the enrollee population, and actuarially valid
changes as a result of statutory changes in Laws 1992, chapter
549. Fer-premium-rates-prepesed-te-go-inte-effect-between-July
}7-1993-and-Becember-317-1993;-the-pertinent-growth-rate-is-the
growth-rate-apptiad-under-sectien-625-04;-subdivisien~-1;
paragraph-+{b)7-te-calendar-year—-1994~
ARTICLE 4
LONG-TERM CARE AND CONTINUiNG CARE
Section 1. Minnesota Statutes 2004, section 144A.073, is

amended by adding a subdivision to read:
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Subd. 3c. [PROJECT AMENDMENT AUTHORIZED.] Notwithstanding

the provisions of subdivision 3b:

(1) a nursing facility located in the city of Duluth with

42 licensed beds as of January 1, 2005, that received approval

under this section in 2002 for a moratorium exception project

may reduce the number of resident rooms in the new addition from

13 to nine and may reduce the common space by more than five

percent; and

(2) a nursing facility located in the city of Duluth with

127 licensed beds as of January 1, 2005, that received approval

under this section in 2002 for a moratorium exception project

may reduce the number of single rooms from 46 to 42 and may

reduce the common space by more than five percent.

Sec. 2. Minnesota Statutes 2004, section 144A.073,
subdivision 10, is amended to read:

Subd. 10. [EXTENSION OF APPROVAL OF MORATORIUM EXCEPTION. ]
Notwithstanding subdivision 3, the commissioner of health shall
extend project approval for an additional #8 36 months for any
proposed exception to the nursing home licensure and
certification moratorium if the proposal was approved under this
section between July 1, 2001, and June 30, 2003.

Sec. 3. Minnesota Statutes 2004, section 252.291, is
amended by adding a subdivision to read:

Subd. 2b. [EXCEPTION FOR BROWN COUNTY FACILITY.] (a) The

commissioner shall authorize and grant a new license under

chapter 245A to a new intermediate care facility for persons

with mental retardation under the following circumstances:

(1) the new facility replaces an existing six-bed

intermediate care facility for the mentally retarded located in

Brown County that has been operating since June 1982;

(2) the new facility is located on an already purchased

parcel of land; and

(3) the new facility is handicapped accessible.

(b) The medical assistance payment rate for the new

facility shall be the higher of the rate specified in paragraph

(c) or as otherwise provided by law.
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(c) The new facility shall be considered a newly

established facility for rate-setting. purposes and shall be

eligible for the investment per bed limit specified in section

256B.501, subdivision 11, paragraph (c), and the interest

expense limitation specified in section 256B.501, subdivision

11, paragraph (d). Notwithstanding section 256B.5011, the newly

established facility’s initial.payment rate shall be set

according to Minnesota Rules, part 9553.0075, and shall not be

subject to the provisions of section 256B.501, subdivision 5b.

(d) During the construction of the new facility, Brown

County shall work with residents, families, and service

providers to explore all service options open to current

residents of the facility.

Sec. 4. Minnesota Statutes 2004, section 256B.0621,
subdivision 2, is amended to read:

Subd. 2. [TARGETED CASE MANAGEMENT; DEFINITIONS.] For
purposes of subdivisions 3 to 10, the following terms have the
meanings given them:

(1) "home care service recipients" means those individuals
receiving the following services under section 256B.0627:
skilled nursing visits, home health aide visits, private duty
nursing, personal care assistants, or therapies provided through
a home health agency;

(2) "home care targeted case management" means the
provision of targeted case management services for the purpose
of assisting home care service recipients to gain access to
needed services and supports so that they may remain in the
community;

(3) "institutions" means hospitals, consistent with Code of
Federal Regulations, title 42, section 440.10; regional
treatment center inpatient services, consistent with section
245.474; nursing facilities; and intermediate care facilities
for persons with mental retardation;

(4) "relocation targeted case management" means includes

the provision of both county targeted case management and public

or private vendor service coordination services for the purpose
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of assisting recipients to gain access to needed services and
supports if they choose to move from an institution to the
community. Relocation targeted case management may be provided
during the last 180 consecutive days of an eligible recipient’s
institutional stay; and

(5) "targeted case management” means case management
services provided to help recipients gain access to needed
medical, social, educational, and other services and supports.

Sec. 5. Minnesota Statutes 2004, section 256B.0621,
subdivision 3, is amended to read:

Subd. 3. [ELIGIBILITY.] The following persons are eligible
for relocation targeted case management or home eare-targeted

care targeted case management:

(1) medical assistance eligible persons residing in
institutions who choose to move into the community are eligible
for relocation targeted case management services; and

(2) medical assistance eligible persons receiving home care
services, who are not eligible for any other medical assistance
reimbursable case management service, are eligible for home

eare-targeted care targeted case management services beginning

January-+7-2663 July 1, 2005.

Sec. 6. Minnesota Statutes 2004, section 256B.0621,
subdivision 4, is amended to read:

Subd. 4. [RELOCATION TARGETED COUNTY CASE MANAGEMENT
PROVIDER QUALIFICATIONS.] (a) A relocation targeted county case
management provider is an enrolled medical assistance provider
who is determined by the commissioner to have all of the
following characteristics:

(1) the legal authority to provide public welfare under
sections 393.01, subdivision 7; and 393.07; or a federally
recognized Indian tribe;

(2) the demonstrated capacity and experience to provide the
components of case management to coordinate and link community
resources needed by the eligible population;

(3) the administrative capacity and experience to serve the

target population for whom it will provide services and ensure
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quality of services under state and federal requirements;

(4) the legal authority to provide complete investigative
and protective services under section 626.556, subdivision 10;
and child welfare and foster care services under section 393.07,
subdivisions 1 and 2; or a federally recognized Indian tribe;

(5) a financial management system that provides accurate
documentation of services and costs under state and federal
requirements; and

(6) the capacity to document and maintain individual case
records under state and federal requirements.

(b) A provider of targeted case management under section
256B.0625, subdivision 20, may be deemed a certified provider of
relocation targeted case management.

(c) A relocation targeted county case management provider

‘may subcontract with another provider to deliver relocation

targeted case management services. Subcontracted providers must
demonstrate the ability to provide the services outlined in
subdivision 6, and have a procedure in place that notifies the
recipient and the recipient’s legal representative of any
conflict of interest if the contracted targeted case management
provider also provides, or will provide, the recipient’s

services and supports. Counties must require that contracted

providers must provide information on all conflicts of interest
and obtain the recipient’s informed consent or provide the
recipient with alternatives.

Sec. 7. Minnesota Statutes 2004, section 256B.0621,
subdivision 5, is amended to read:

Subd. 5. [HOME CARE TARGETED CASE MANAGEMENT AND

RELOCATION SERVICE COORDINATION PROVIDER QUALIFICATIONS.] Fhe

fellewing-gquatifications-and-certification-standards-must-be-met
by Providers of home care targeted case management and

relocation service coordination must meet the qualifications

under subdivision 4 for county vendors or the following

qualifications and certification standards for private vendors.

(a) The commissioner must certify each provider of home

care targeted case management and relocation service
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coordination before enrollment. The certification process shall

examine the provider’s ability to meet the requirements in this
subdivision and other state and federal requirements of this
service.

(b) A Both home care targeted case management proevider-is

an providers and relocation service coordination providers are

enrolled medical assistance previder providers who has have a
minimum of a bachelor’s degree or a license in a health or human

services field, or comparable training and two years of

experience in human services, and is have been determined by the

commissioner to have all of the following characteristics:

(1) the demonstrated capacity and experience to provide the
components of case management to coordinate and link community
resources needed by the eligible population;

(2) the administrative capacity and experience to serve the
target population for whom it will provide services and ensure
quality of services under state and federal requirements;

(3) a financial management system that provides accurate
documentation of services and costs under state and federal
requirements;

(4) the capacity to document and maintain individual case
records under state and federal requirements; ané

(5) the capacity to coordinate with county administrative
functions;

(6) have no financial interest in the provision of

out-of-home residential services to persons for whom targeted

case management or relocation service coordination is provided;

and

(7) if a provider has a financial interest in services

other than out-of-home residential services provided to persons

for whom targeted case management or relocation service

coordination is also provided, the county must determine each

year that:

(1) any possible conflict of interest is explained annually

at a face-to-face meeting and in writing and the person provides

written informed consent consistent with section 256B.77,
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1 subdivision 2, paragraph (p); and

2 (ii) information on a range of other feasible service

3 provider options has been provided.

4 (c) The State of Minnesota, a county board, or agency

5 acting on behalf of a county board shall not be liable for

6 damages, injuries, or liabilities sustained because of services

7 provided to a client by a private service coordination vendor.

8 Sec. 8. Minnesota Statutes 2004, section 256B.0621,

9 subdivision 6, is amended to read:

10 Subd. 6. [ELIGIBLE SERVICES.] (a) Services eligible for
11 medical assistance reimbursement as targeted case management
12 include:

13 (1) assessment of the recipient’s need for targeted case

14 management services and for persons choosing to relocate, the

15 county must provide service coordination provider options at the

16 first contact and upon request;

17 (2) development, completion, and regular review of a

18 written individual service plan, which is based upon the

19 assessment of the recipient’s needs and choices, and which will
20 ensure access to medical, social, educational, and other related
21 services and supports;

22 (3) routine contact or communication with the recipient,
23 recipient’s family, primary caregiver, legal representative,

24 substitute care provider, service providers, or other relevant
25 persons identified as necessary to the development or

26 implementation of the goals of the individual service plan;

27 (4) coordinating referrals for, and the provision of, case
28 management services for the recipient with appropriate service
29 providers, consistent with section 1902 (a) (23) of the Social

30 Security Act;

31 (5) coordinating and monitoring the overall service

32 delivery and engaging in advocacy as needed to ensure quality of

33 services, appropriateness, and continued need;
34 (6) completing and maintaining necessary documentation that
35 supports and verifies the activities in this subdivision;

36 (7) traveling assisting individuals in order to access
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needed services, including travel to conduct a visit with the

recipient or other relevant person necessary to develop or
implement the goals of the individual service plan; and

(8) coordinating with the institution discharge planner in
the 180-day period before the recipient’s discharge.

(b) Relocation targeted county case management includes

services under paragraph (a), clauses (1), (2), and (4).

Relocation service coordination includes services under

paragraph (a), clauses (3) and (5) to (8). Home care targeted

case management includes services under paragraph (a), clauses

(1) to (8).

Sec. 9. Minnesota Statutes 2004, section 256B.0621,
subdivision 7, is amended to read:

Subd. 7. [TIME LINES.] The following time lines must be
met for assigning a case manager:

(a) For relocation targeted case management, an eligible
recipient must be assigned a county case manager who visits the
person within 20 working days of requesting a case manager from
their county of financial responsibility as determined under
chapter 256G.

(1) If a county agency, its contractor, or federally
recognized tribe does not provide case management services as
required, the recipient may obtain targeted-relecatien-ecase

management-serviees relocation service coordination from an

atternative a provider ef-targeted-case-management-servieces

enrotied-by-the-commissiener qualified under subdivision 5.

(2) The commissioner may waive the provider requirements in
subdivision 4, paragraph (a), clauses (1) and (4), to ensure
recipient access to the assistance necessary to move from an
institution to the community. The recipient or the recipient’s
legal guardian shall provide written notice to the county or
tribe of the decision to obtain services from an alternative
provider.

(3) Providers of relocation targeted case management
enrolled under this subdivision shall:

(i) meet the provider requirements under subdivision 4 that
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are not waived by the commissioner;

(ii) be qualified to provide the services specified in
subdivision 6;

(iii) coordinate efforts with local social sefvice agencies
and tribes; and

(iv) comply with the conflict of interest provisions
established under subdivision 4, paragraph (c).

(4) Local social service agencies and federally ;ecognized
tribes shall cooperate with providers certified by the
commissioner under this subdivision to facilitate the
recipient’s successful relocation from an institution to the
community.

(b) For home care targeted case management, an eligible
recipient must be assigned a case manager within 20 working days
of requesting a case manager from a home care targeted case
management provider, as defined in subdivision 5.

Sec. 10. Minnesota Statutes 2004, section 256B.0625,
subdivision 2, is amended to read:

Subd. 2. [SKILLED AND INTERMEDIATE NURSING CARE.] Medical
assistance covers skilled nursing home services and services of
intermediate care facilities, including training and
habilitation services, as defined in section 252.41, subdivision
3, for persons with mental retardation or related conditions who
are residing in intermediate care facilities for persons with
mental retardation or related conditions. Medical assistance
must not be used to pay the costs of nursing care provided to a
patient in a swing bed as defined in section 144.562, unless (a)
the facility in which the swing bed is located is eligible as a
sole community provider, as defined in Code of Federal
Regulations, title 42, section 412.92, or the facility is a
public hospital owned by a governmental entity with 15 or fewer
licensed acute care beds; (b) the Centers for Medicare and
Medicaid Services approves the necessary state plan amendments;
(c) the patient was screened as provided by law; (d) the patient
no longer requires acute care services; and (e) no nursiné home

beds are available within 25 miles of the facility. The
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commissioner shall exempt a facility from compliance with the

sole community provider requirement in clause (a) if, as of

January 1, 2004, the facility had an agreement with the

commissioner to provide medical assistance swing bed services.

Medical assistance also covers up to ten days of nursing care
provided to a patient in a swing bed if: (1) the patient’s
physician certifies that the patient has a terminal illness or
condition that is likely to resﬁlt in death within 30 days and
that moving the patient would not be in the best interests of
the patient and patient’s family; (2) no open nursing home beds
are available within 25 miles of the facility; and (3) no open
beds are available in any Medicare hospice program within 50
miles of the facility. The daily medical assistance payment for
nursing care for the patient in the swing bed is the statewide
average medical assistance skilled nursing care per diem as
computed annually by the commissioner on July 1 of each year.

[EFFECTIVE DATE.] This section is effective the day

following final enactment and applies to medical assistance

payments for swing bed services provided on or after March 5,

2005.

Sec. 11. Minnesota Statutes 2004, section 256B.0625,
subdivision 19c, is amended to read:

Subd. 19c. [PERSONAL CARE.] Medicél assistance covers
personal care assistant services provided by an individual who
is qualified to provide the services according to subdivision
19a and section 256B.0627, where the services are preseribed

determined to be medically necessary by a physician, provided in

accordance with a service plan ef-treatment, and are supervised

by the recipient or a qualified professional. The physician’s

determination of medical necessity for personal care assistant

services shall be documented on a form approved by the

commissioner and include the diagnosis or condition of the

person that results in a need for personal care assistant

services and be updated either when the person’s medical

condition requires a change or at least annually if the medical

need for personal care services is ongoing.
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1 "Qualified professional" means a mental health professional as
2 defined in section 245.462, subdivision 18, or 245.4871,
3 subdivision 27; or a registered nurse as defined in sections
4 148.171 to 148.285, or a licensed social worker as defined in
5 section 148B.21. As part of the assessment, the county public
6 health nurse will assist the recipient or responsible party to
7 identify the most appropriate person to provide supervision of
8 the personal care assistant. The qualified professional shall
9 perform the duties described in Minnesota Rules, paft 9505.0335,
10 subpart 4.
11 Sec. 12. Minnesota Statutes 2004, section 256B.0627,
12 subdivision 1, is amended to read:
13 Subdivision 1. [DEFINITION.] (a) "Activities of daily
14 1living" includes eating, tbileting, grooming, dressing, bathing,
15 transferring, mobility, and positioning.
16 (b) "Assessment" means a review and evaluation of a
17 recipient’s need for home care services conducted in person.
18 Assessments for private duty nursing shall be conducted by a
19 registered private duty nurse. Assessments for home health
20 agency services shall be conducted by a home health agency
21 nurse. Assessments for personal care assistant services shall
22 be conducted by the county public health nurse or a certified
23 public health nurse under contract with the county. A
24 face-to-face assessment must include: documentation of health
25 status, determination of need, evaluation of service
26 effectiveness, identification of appropriate services, service
27 plan development or modification, coordination of services,
28 referrals and follow-up to appropriate payers and community
29 resources, completion of required reports, recommendation of
30 service authorization, and consumer education. Once the need
31 for personal care assistant services is determined under this
32 section, the county public health nurse or certified public
33 health nurse under contract with the county is responsible for
34 communicating this recommendation to the commissioner and the
35 recipient. A face-to-face assessment for personal care

36 assistant services is conducted on those recipients who have
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never had a county public health nurse assessment. A
face-to-face assessment must occur at least annually or when
there is a significant change in the recipient’s condition or
when there is a change in the need for personal care assistant
services. A service update may substitute for the annual
face-to-face assessment when there is not a significant change
in recipient condition or a change in the need for personal care
assistant service. A service update or review for temporary
increase includes a review of initiél baseline data, evaluation
of service effectiveness, redetermination of service need,
modification of service plan and appropriate referrals, update
of initial forms, obtaining service authorization, and on goiﬁg
consumer education. Assessments for medical assistance home
care services for mental retardation or related conditions and
alternative care services for developmentally disabled home and
community-based waivered recipients may be conducted by the
county public health nurse to ensure coordination and avoid
duplication. Assessments must be completed on forms provided by
the commissioner within 30 days of a request for home care
services by a recipient or responsible party.

(c) "Care plan" means a written description of personal
care assistant services developed by the qualified professional
or the recipient’s physician with the recipient or responsible
party to be used by the personal care assistant with a copy
provided to the recipient or responsible party.

(d) "Complex and regular private duty nursing care" means:

(1) complex care is private duty nursing provided to
recipients who are ventilator dependent or for whom a physician
has certified that were it not for private duty nursing the
recipient would meet the criteria for inpatient hospital
intensive care unit (ICU) level of care; and

(2) regular care is private duty nursing provided to all
other recipients.

(e) "Health-related functions" means functions that can be
delegated or assigned by a licensed health care professional

under state law to be performed by a personal care attendant.
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(f) "Home care services" means a health service, determined
by the commissioner as medically necessary, that is ordered by a
physician and documented in a service plan that is reviewed by
the physician at least once every 60 days for the provision of
home health services, or private duty nursing, or at least once
every 365 days for personal care. Home care services are
provided to the recipient at the recipient’s residence that is a
place other than a hospital or iong—term care facility or as
specified in section 256B.0625.

(g) "Instrumental activities of daily living" includes meal
planning and preparation, managing finances, shopping for food,
clothing, and other essential items, performing essential
household chores, communication by telephone and other media,
and getting around and participating in the community.

(h) "Medically necessary" has the meaning given in
Minnesota Rules, parts 9505.0170 to 9505.0475.

(1) "Personal care assistant” means a person who:

(1) is at least 18 years old, except for persons 16 to 18
years of age who participated in a related school-based job
training program or have completed a certifiedihome health aide
competency evaluation;

(2) is able to effectively communicate with the recipient
and personal care provider organization;

(3) effective July 1, 1996, has completed one of the
training requirements as specified in Minnesota Rules, part
9505.0335, subpart 3, items A to D;

(4) has the ability to, and provides covered personal care
assistant services according to the recipient’s care plan,
responds appropriately to recipient needs, and reports changes
in the recipient’s condition to the supervising qualified
professional or physician;

(5) is not a consumer of personal care assistant services;
ané

(6) maintains daily written records detailing:

(i) the actual services provided to the recipient; and

(ii) the amount of time spent providing the services; and
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(7) is subject to criminal background checks and procedures
specified in chapter 245C.

(j) "Personal care provider organization" means an
organization enrolled to provide personal care assistant
services under the medical assistance program that complies with
the following:

(1) owners who have a five percent interest or more, and
managerial officials are subject to a background study as
provided in chapter 245C. This applies to currently enrolled
personal care provider organizations and those agencies seeking
enrollment as a personal care provider organization. An
organization will be barred from enrollment if an owner or
managerial official of the organization has been convicted of a
crime specified in chapter 245C, or a comparable crime in
another jurisdiction, unless the owner or managerial official
meets the reconsideration criteria specified in chapter 245C;

(2) the organization must maintain a surety bond and
liability insurance throughout the duration of enrollment and
provides proof thereof. The insurer must notify the Department
of Human Services of the cancellation or lapse of policys+ and
+3y-the-organizatien must maintain documentation of services as
specified in Minnesota Rules, part 9505.2175, subpart 7, as well
as evidence of compliance with personal care assistant training
requirements;

(3) the organization must maintain documentation and a

recipient file and satisfy communication requirements in

subdivision 4, paragraph (f); and

(4) the organization must comply with all laws and rules

governing the provision of personal care services.

(k) "Responsible party" means an individual who is capable
of providing the support necessary to assist the recipient to
live in the community, is at least 18 years old, actively
participates in planning and directing of personal care
assistant services, and is not the personal care assistant. The
responsible party must be accessible to the recipient and the

personal care assistant when personal care services are being
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provided and monitor the services at least weekly according to
the plan of care. The responsible party must be identified at
the time of assessment and listed on the recipient’s service

agreement and care plan. Responsible parties who are parents of

minors or guardians of minors or incapacitated persons may

delegate the responsibility to another adult who is not the

personal care assistant during a temporary absence of at least

24 hours but not more than six months. The person delegated as

a responsible party must be able to meet the definition of

responsible party, except that the delegated responsible party

is required to reside with the recipient only while serving as

the responsible party. The delegated responsible party is not

required to reside with the recipient while serving as the

responsible party if adequate supervision and monitoring are

provided for as part of the person’s individual service plan

under a home and community-based waiver program or in

conjunction with a home care targeted case management service

provider or other case manager. The responsible party must

assure that the delegate performs the functions of the
responsible party, is identified at the time of the assessment,
and is listed on the service agreement and the care plan.
Foster care license holders may be designated the responsible
party for residents of the foster care home if case management
is provided as required in section 256B.0625, subdivision 19a.
For persons who, as of April 1, 1992, are sharing personal care
assistant services in order to obtain the availability of
24-hour coverage, an employee of the personal care provider
organization may be designated as the responsible party if case
management is provided as required in section 256B.0625,
subdivision 19a.

(1) "Service plan" means a written description of the
services needed based on the assessment developed by the nurse
who conducts the assessment together with the recipient or
responsible party. The service plan shall include a description
of the covered home care services, frequency and duration of

services, and expected outcomes and goals. The recipient and
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the provider chosen by the recipient or responsible party must
be given a copy of the completed service plan within 30 calendar
days of the'request for home care services by the recipient or
responsible party.

(m) "Skilled nurse visits" are provided in a recipient’s
residence under a plan of care or service plan that specifies a
level of care which the nurse is qualified to provide. These
services are:

(1) nursing services according to the written plan of care
or service plan and accepted standards of medical and nursing
practice in accordance with chapter 148;

(2) services which due to the recipient’s medical condition
may only be safely and effectively provided by a registered
nurse or a licensed practical nurse;

(3) assessments performed only by a registered nurse; and

(4) teaching and training the recipient, the récipient’s
family, or other caregivers requiring the skills of a registered
nurse or licensed practical nurse.

(n) "Telehomecare" means the use of telecommunications
technology by a home health care professional to deliver home
health care services, within the professional’s scope of
practice, to a patient located at a site other than the site
where the practitioner is located.

Sec. 13. Minnesota Statutes 2004, section 256B.0627,
subdivision 4, is amended to read:

Subd. 4. [PERSONAL CARE ASSISTANT SERVICES.] (a) The
personal care assistant services that are eligible for payment
are services and supports furnished to an individual, as needed,
to assist in accomplishing activities of daily living;
instrumental activities of daily living; health-related
functions through hands-on assistance, supervision, and cuing;
and redirection and intervention for behavior including
observation and monitoring.

(b) Payment for services will be made within the limits
approved using the prior authorized proceés established in

subdivision 5.
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(c) The amount and type of services authorized shall be
based on an assessment of the recipient’s needs in these areas:

(1) bowel and bladder care;

(2) skin care to maintain the health of the skin;

(3) repetitive maintenance range of motion, muscle
strengthening exercises, and other tasks specific to maintaining
a recipient’s optimal level of function;

(4) respiratory assistanée;

(5) transfers and ambulation;

(6) bathing, grooming, and hairwashing necessary for
personal hygiene;

(7) turning and positioning;

(8) assistance with furnishing medication that is
self-administered;

(9) application and maintenance of prosthetics and
orthotics;

(10) cleaning medical equipment;

(11) dressing or undressing;

(12) assistance with eating and meal preparation and
necessary grocery shopping;

(13) accompanying a recipient to obtain medical diagnosis
or treatment;

(i4) assisting, monitoring, or prompting the recipient to
complete the services in clauses (1) to (13);

(15) redirection, monitoring, and observation that are
medically necessary and an integral part of completing the
personal care assistant services described in clauses (1) to
(14);

(16) redirection and intervention for behavior, including
observation and monitoring;

(17) interventions for seizure disorders, including
monitoring and observation if the recipient has had a seizure
that requires intervention within the past three months;

(18) tracheostomy suctioning using a clean procedure if the
procedure is properly delegated by a registered nurse. Before

this procedure can be delegated to a personal care assistant, a
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registered nurse must determine that the tracheostomy suctioning
can be accomplished utilizing a clean rather than a sterile
procedure and must ensure that the personal care assistant has
been taught the proper procedure; and

(19) incidental household services that are an integral
part of a personal care service described in clauses (1) to (18).
For purposes of this subdivision, monitoring and observation
means watching for outward visible signs that are like}y to
occur and for which there is a covered personal care service or
an appropriate personal care intervention. For purposes of this
subdivision, a clean procedure refers to a procedure that
reduces the numbers of microorganisms or prevents or reduces the
transmission of microorganisms from one person or place to
another. A clean procedure may be used beginning 14 days after
insertion.

(d) The personal care assistant services that are not
eligible for payment are the following:

(1) services net-erdered-by-the-physieian provided without

a physician’s determination of medical necessity as required by

section 256B.0625, subdivision 19c. The determination must be

in the recipient’s file at the time claims are submitted for

payment;

(2) assessments by personal care assistant provider
organizations or by independently enrolled registered nurses;

(3) services that are not in the service plan;

(4) services provided by the recipient’s spouse, legal
guardian for an adult or child recipient, or parent of a
recipient under age 18;

(5) services provided by a foster care provider of a
recipient who cannot direct the recipient’s own care, unless
monitored by a county or state case manager under section
256B.0625, subdivision 19a;

(6) services provided by the residential or program license
holder in a residence for more than four persons;

(7) services that are the responsibility of a residential

or program license holder under the terms of a service agreement
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1 and administrative rules;

2 (8) sterile procedures;
3 (9) injections of fluids into veins, muscles, or skin;
4 (10) homemaker services that are not an integral part of a

5 personal care assistant services;

6 (11) home maintenance or chore services;
7 (12) services not specified under paragraph (a); and
8 (13) services not authorized by the commissioner or the

9 commissioner’s designee.

10 (e) The recipient or responsible party may choose to

11 supervise the personal care assistant or to have a qualified

12 professional, as defined in section 256B.0625, subdivision 19c,
13 provide the supervision. As required under section 256B.0625,
14 subdivision 19c, the county public health nurse, as a part of
15 the assessment, will assist the recipient or responsible party
16 to identify the most appropriate person to provide éupervision
17 of the personal care assistant. Health-related delegated tasks
18 performed by the personal care assistant will be under the

19 supervision of a qualified professional or the direction of the
20 recipient’s physician. If the recipient has a qualified

21 professional, Minnesota Rules, part 9505.0335, subpart 4,

22 applies.

23 (£) In order to be paid for personal care services,

24 personal care provider organizations, and personal care choice

25 providers are required:

26 (1) to maintain a recipient file for each recipient for

27 whom services are being billed that contains:

28 (i) the current physician’s determination of medical

29 necessity as required by section 256B.0625, subdivision 19c;

30 (ii) the service plan, including the monthly authorized

31 hours, or flexible use plan;

32 (iii) the care plan, signed by the recipient and the

33 qualified professional, if required or designated, detailing the

34 personal care services to be provided;

35 (iv) documentation, on a form approved by the commissioner

36 and signed by the personal care assistant, specifying the day,
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month, year, arrival, and departure times, with AM and PM

notation, for all services provided to the recipient. The form

must include a notice that it is a federal crime to provide

false information on personal care service billings for medical

assistance payvment; and

(v) all notices to the recipient regarding personal care

service use exceeding authorized hours; and

(2) to communicate, by telephone if available, and in

writing, with the recipient or the responsible party about the

schedule for use of authorized hours and to notify the recipient

and the county public health nurse in advance and as soon as

possible, on a form approved by the commissioner, if the monthly

number of hours authorized is likely to be exceeded for the
month.

(g) The commissioner shall establish an ongoing audit

process for potential fraud and abuse for personal care

assistant services. The audit process must include, at a

minimum, a requirement that the documentation of hours of care

provided be on a form approved by the commissioner and include

the personal care assistant’s signature attesting that the hours

shown on each bill were provided by the personal care assistant

on the dates and the times specified.

Sec. 14. Minnesota Statutes 2004, section 256B.0627,
subdivision 5, is amended to read:

Subd. 5. [LIMITATION ON PAYMENTS.] Medical assistance
payments for home care services shall be limited according to
this subdivision.

(a) [LIMITS ON SERVICES WITHOUT PRIOR AUTHORIZATION.] A
recipient may receive the following home care services during a
calendar year:

(1) up to two face-to-face assessments to determine a
recipient’s need for personal care assistant services;

(2) one service update done to determine a recipient’s need
for personal care assistant services; and

(3) up to nine skilled nurse visits.

(b) [PRIOR AUTHORIZATION; EXCEPTIONS.] All home care
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services above the limits in paragraph (a) must receive the
commissioner’s prior authorization, except wﬁen:

(1) the home care services were required to treat an
emergency medical condition that if not immediately treated
could cause a recipient serious physical or mental disability,
continuation of severe pain, or death. The provider must
request retroactive authorization no later than five working
days after giving the initial service. The provider must be
able to substantiate the emergency by documentation such as
reports, notes, and admission or discharge histories;

(2) the home care services were provided on or after the
date on which the recipient’s eligibility began, but before the
date on Whiqh the recipient was notified that the case was
opened. Authorization will be considered if the request is
submitted by the provider within 20 working days of the date the
recipient was notified that the case was opened;

(3) a third-party payor for home care services has denied
or adjusted a payment. Authorization requests must be submitted
by the provider within 20 working days of the notice of denial
or adjustment. A copy of the notice must be included with the
request;

(4) the commissioner has determined that a county or state
human services agency has made an error; or

(5) the professional nurse determines an immediate need for
up to 40 skilled nursing or home health aide visits per calendar
year and submits a request for authorization within 20 working
days of the initial service date, and medical assistance is
determined to be the appropriate payer.

(c) [RETROACTIVE AUTHORIZATION.] A request for retroactive
authorization will be evaluated according to the same cfiteria
applied to prior authorization requests.

(d) [ASSESSMENT AND SERVICE PLAN.] Assessments under
section 256B.0627, subdivision 1, paragraph (a), shall be _
conducted initially, and at least annually thereafter, in person
with the recipient and result in a completed service plan using

forms specified by the commissioner. Within 30 days of
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recipient or responsible party request for home care services,
the assessment, the service plan, and other information
necessary to determine medical necessity such as diagnostic or
testing information, social or medical histories, and hospital
or facility discharge summaries shall be submitted to the
commissioner. Notwithstanding the provisions of section
256B.0627, subdivision 12, the commissioner shall maximize
federal financial participation.to pay for public health nurse
assessments for personal care services. For personal care
assistant services:

(1) The amount and type of service authorized based upon
the assessment and service plan will follow the recipient if the
recipient chooses to change providers.

(2) If the recipient’s medieat need changes, the
recipient’s provider may assess the need for a change in service
authorization and request the change from the county public
health nurse. Within 30 days of the request, the public health
nurse will determine whether to request the change in services
based upon the provider assessment, or conduct a home visit to
assess the need and determine whether the change is

appropriate. If the change in service need is due to a change

in medical condition, a new physician’s determination of medical

necessity, required by section 256B.0625, subdivision 19c, must

be obtained.

(3) To continue to receive personal care assistant services
after the first year, the recipient or the responsible party, in
conjunction with the public health nurse, may complete a service
update on forms developed by the commissioner according to
criteria and procedures in subdivision 1.

(e) [PRIOR AUTHORIZATION.] The commissioner, or the
commissioner’s designee, shall review the assessment, service

update, request for temporary services, request for flexible use

option, service plan, and any additional information that is
submitted. The commissioner shall, within 30 days after
receiving a complete request, assessment, and service plan,

authorize home care services as follows:
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(1) [HOME HEALTH SERVICES.] All home health services
provided by a home health aide must be prior authorized by the
commissioner or the commissioner’s designee. Prior
authorization must be based on medical necessity and
cost-effectiveness when compared with other care options. When
home health services are used in combination with personal care
and private duty nursing, the cost of all home care services
shall be considered for cqst—effectiveness. The commissioner
shall limit home health aide visits to no more than one visit
each per day. The commissioner, or the commissioner’s designee,
may authorize up to two skilled nurse visits per day.

(2) [PERSONAL CARE ASSISTANT SERVICES.] (i) All personal
care assistant services and supervision by a‘qualified
professional, if requésted'by the recipient, must be prior
authorized by the commissioner or the commissioner’s designee
except for the assessments established in paragraph (a). The
amount of personal care assistant services authorized must be
based on the recipient’s home care rating. A child may not be
found to be dependent in an activity of daily living if because
of the child’s age an adult would either perform the activity
for the child or assist the child with the activity and the
amount of assistance needed is similar to the assistance
appropriate for a typical child of the same age. Based on
medical necessity, the commissioner may authorize:

(A) up to two times the average number of direct care hours
provided in nursing facilities for the recipient’s comparable
case mix level; or

(B) up to three times the average number of direct care
hours provided in nursing facilities for recipients who have
complex medical needs or are dependent in at least seven
activities of daily living and need physical assistance with
eating or have a neurological diagnosis; or

(C) up to 60 percent of the average reimbursement rate, as
of July 1, 1991, for care provided in a regional treatment
center for recipients who have Level I behavior, plus any

inflation adjustment as provided by the legislature for personal
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care service; or

(D) up to the amount the commissioner would pay, as of July
1, 1991, plus any inflation adjustment provided for home care
services, for care provided in a regional treatment center for
recipients referred to the commissioner by a regional treatment
center preadmission evaluation team. For purposes of this
clause, home care services means all services provided in the
home or community that would be included in the payment to a
regional treatment center; or

(E) up.to the amount medical assistance would reimburse for
facility care for recipients referred to the commissioner by a
preadmission screening team established under section 256B.0911
or 256B.092; and

(F) a reasonable amount of time for the provision of
supervision by a qualified professional of personal care
assistant services, if a qualified professional is requested by
the recipient or responsible party.

(ii) The number of direct care hours shall be determined
according to the annual cost report submitted to the department
by nursing facilities. The average number of direct care hours,
as established by May 1, 1992, shall be calculated and |
incorporated into the home care limits on July 1, 1992. These
limits shall be calculated to the nearest quarter hour.

(iii) The home care rating shall be determined by the
commissioner or the commissioner’s designee based on information
submitted to the commissioner by the county public health nurse
on forms specified by the commissioner. The home care rating
shall be a combination of current assessment tools developed
under sections 256B.0911 and 256B.501 with an addition for
seizure activity that will assess the frequency and severity of
seizure activity and with adjustments, additions, and
clarifications that are necessary to reflect the needs and
conditions of recipients who need home care including children
and adults under 65 years of age. The commissioner shall
establish these forms and protocols under this section and shall

use an advisory group, including representatives of recipients,
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providers, and counties, for consultation in establishing and
revising the forms and protocols.

(iv) A recipient shall qualify as having complex medical
needs if the care required is difficult to perform and because
of recipient’s medical condition requires more time than
community-based standards allow or requires more skill than
would ordinarily be required and the recipient needs or has one
or more of the following:

(A) daily tube feedings;

(B) daily parenteral therapy;

(C) wound or decubiti care;

(D) postural drainage, percussion, nebulizer treatments,
suctioning, tracheotomy care, oxygen, mechanical ventilation;

(E) catheterization;

(F) ostomy care;

(G) quadriplegia; or

(H) other comparable medical conditions or treatments the
commissioner determines would otherwise require institutional
care.

(V) A recipient shall qualify as having Level I behavior if
there is reasonable supporting evidence that the recipient
exhibits, or that without supervision, observation, or
redirectiqn would exhibit, one or more of the following
behaviors that cause, or have the potential to cause:

(A) injury to the recipient’s own body;

(B) physical injury to other people; or

(C) destruction of property.

(vi) Time authorized for personal care relating to Level I
behavior in subclause (v), items (A) to (C), shall be based on
the predictability, frequency, and amount of intervention
required.

(vii) A recipient shall qualify as having Level II behavior
if the recipient exhibits on a daily basis one or more of the
following behaviors that interfere with the completion of
personal care assistant services under subdivision 4, paragraph

(a):
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(A) unusual or repetitive habits;

(B) withdrawn behavior; or

(C) offensive behavior.

(viii) A recipient with a home care rating of Level II
behavior in subclause (vii), items (A) to (C), shall be rated as
comparable to a recipient with complex medical needs under
subclause (iv). If a recipient has both complex medical needs
and Level II behavior, the home care rating shall be the next
complex category up to the maximum rating under subclause (i),
item (B).

(3) [PRIVATE DUTY NURSING SERVICES.] All private duty
nursing services shall be prior authorized by the commissioner
or the commissioner’s designee. Prior authorization for private
duty nursing services shall be based on medical necessity and
cost-effectiveness when compared with alternative care options.
The commissioner may authorize medically necessary private duty
nursing services in quarter-hour units when:

(1) the recipient requires more individual and continuous
care than can be provided during a nurse visit; or

(ii) the cares are outside of the scope of services that
can be provided by a home health aide or personal care assistant.

The commissioner may authorize:

(A) up to two times the average amount of direct care hours
provided in nursing facilities statewide for case mix
classification "K" as established by the annual cost report
submitted to the department by nursing facilities in May 1992;

(B) private duty nursing in combination with other home
care services up to the total cost allowed under clause (2);

(C) up to 16 hours per day if the recipient requires more
nursing than the maximum number of direct care hours as
established in item (A) and the recipient meets the hospital
admission criteria established under Minnesota Rules, parts
9505.0501 to 9505.0540.

The commissioner may authorize up to 16 hours per day of
medically necessary private duty nursing services or up to 24

hours per day of medically necessary private duty nursing
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1 services until such time as the commissioner is able to make a
2 determination of eligibility for recipients who are
3 cooperatively applying for home care services under the

4 community alternative care program developed under section

5 256B.49, or until it is determined by the appropriate regulatory
6 agency that a health benefit plan is or is not required to pay
7 for appropriate medically necessary health care services.

8 Recipients or their representatives must cooperatively assist

9 the commissioner in obtaining this determination. Recipients
10 . who are eligible for the community alternative care program may
11 not receive more hours of nursing under this section than would
12 otherwise be authorized under section 256B.49. |
13 (4) [VENTILATOR-DEPENDENT RECIPIENTS.] If the recipient is
14 ventilator-dependent, the monthly medical assistance
15 authorization for home care services shall not exceed what the
16 commissioner would pay for care at the highest cost hospital
17 désignated as a long-term hospital under the Medicare program.
18 For purposes of this clause, home care services means all
19 services provided in the home that would be included in the
20 payment for care at the long-term hospital.
21 "Ventilator-dependent" means an individual who receives
22 mechanical ventilation for life support at least six hours per
23 day and is expected to be or has been dependent for at ieast 30
24 consecutive days. |
25 (£) [PRIOR AUTHORIZATION; TIME LIMITS.] The commissioner
26 or the commissioner’s designee shall determine the time period
27 for which a prior authorization shall be effective and, if

28 flexible use has been requested, whether to allow the flexible

29 use option. If the recipient continues to require home care

30 services beyond the duration of the prior authorization, the

31 home care provider must request a new prior authorization.

32 Under no circumstances, other than the exceptions in paragraph
33 (b), shall a prior authorization be valid prior to the date the
34 commissioner receives the request or for more than 12 months. A
35 recipient who appeals a reduction in previously authorized home

36 care services may continue previously authorized services, other
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than temporary services undér paragraph (h), pending an appeal
under section 256.045. The commissioner must provide a detailed
explanation of why the authorized services are reduced in amount
from those requested by the home care provider.

(g9) [APPROVAL OF HOME CARE SERVICES.] The commissioner or
the commissioner’s designee shall determine the medical
necessity of home care services, the level of caregiver
according to subdivision 2, and the institutional comparison
according to this subdivision, the cost-effectiveness of
services, and the amount, scope, and duration of home care
services reimbursable by medical assistance, based on the
assessment, primary payer coverage determination information as
required, the service plan, the recipient’s age, the cost of
services, the recipient’s medical condition, and diagnosis or
disability. The commissioner may publish additional criteria
for determining medical necessity according to section 256B.04.

(h) [PRIOR AUTHORIZATION REQUESTS; TEMPORARY SERVICES. ]
The agency nurse, the independently enrolled private duty nurse,
or county public health nurse may request a temporary
authorization for home care services by telephone. The
commissioner may approve a temporary level of home care services
based on the assessment, and service or care plan information,
and primary payer coverage determination information as required.
Authorization for a temporary level of home care services
including nurse supervision is limited to the time specified by
the commissioner, but shall not exceed 45 days, unless extended
because the county public health nurse has not completed the
required assessment and service plan, or the commissioner’s
determination has not been made. The level of services
authorized under this provision shall have no bearing on a
future prior authorization.

(1) [PRIOR AUTHORIZATION REQUIRED IN FOSTER CARE SETTING. ]
Home care services provided in an adult or child foster care
setting must receive prior authorization by the department
according to the limits established in paragraph (a).

The commissioner may not authorize:
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(1) home care services that are the responsibility of the
foster care provider under the terms of the foster care
placement agreement and administrative rules;

(2) personal care assistant services when the foster care
license holder is also the personal care provider or personal
care assistant unless the recipient can direct the recipient’s
own care, or case management is provided as required in section
256B.0625, subdivision 19a;

(3) personal care assistant services when the responsible
party is an employee of, or under contract with, or has any
direct or indirect financial relationship with the personal care
provider or personal care assistant, unless case management is
provided as required in section 256B.0625, subdivision 19a; or

(4) personal care assistant and private duty nursing
services when the number of foster care residents is greater
than four unless the county responsible for the recipient’s
foster placement made the placement prior to April 1, 1992,
requests that personal care assistant and private duty nursing
services be provided, and case management is provided as
required in section 256B.0625, subdivision 19%9a.

Sec. 15. Minnesota Statutes 2004, section 256B.0627,
subdivision 9, is amended to read:

Subd. 9. [OPTION FOR FLEXIBLE USE OF PERSONAL CARE

ASSISTANT HOURS.] (a) "Flexible use option" means the scheduled
use of authorized hours of personal care assistant services,
which vary within the-iength-ef-the a service authorization

period covering no more than six months, in order to more

effectively meet the needs and schedule of the

recipient. Authorized hours not used within the six-month

period may not be carried over to another time period. The

flexible use of personal care assistant hours for a six-month

period must be prior authorized by the commissioner, based on a

request submitted on a form approved by the commissioner. The

request must include the assessment and the annual service plan

prepared by the county public health nurse.

(b) The recipient or responsible party, together with the
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case manager, if the recipient has case management services, and

the county public health nurse, shall determine whether flexible

use is an appropriate option based on the needs, abilities,

preferences, and history of service use of the recipient or

responsible party, and if appropriate, must ensure that the

allocation of hours covers the ongoing needs of the recipient

over an entire year divided into two six-month periods of

flexible use.

(c) If prior authorized, recipients may use their approved

hours flexibly within the service authorization period for
medically necessary covered services specified in the assessment
required in subdivision 1. The flexible use of authorized hours
does not increase the total amount of authorized hours available
to a recipient as determined under subdivision 5. The
commissioner shall not authorize additional personal care
assistant services to supplement a service authorizétion that is
exhausted before the end date under a flexible service use plan,
unless the county public health nurse determines a change in
condition and a need for increased services is established.

tby (d) The personal care provider organization and the

recipient or responsible partys;-tegether-with-the-previder+ must
work-teo-moniter-and-document-the-use-of-authorized-hours-and
ensure-that-a-reeipient-is-able-to-manage-services-effeetively
througheut-the-autherized-period---Upon-request-of-the-reeipient
er-responsible-partyy-the-proevider-must-furnish-regutar-updates
to-the-reeipient-er-respensibie-party-on-the-ameunt-ef~persenat

care-assistant-services-used develop a written month-to-month

plan of the projected use of personal care assistant services

that is part of the care plan and ensures:

(1) that the health and safety needs of the recipient will

be met;

(2) that the total annual authorization will not be used

before the end of the authorization period; and

(3) monthly monitoring will be conducted of hours used as a

percentage of the authorized amount.

(e) The provider shall notify the recipient, the case
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manager, if the recipient has case management services, and the

county public health nurse in advance and as soon as possible,

on a form approved by the commissioner, if the monthly amount of

hours authorized is likely to be exceeded for the month.

(f) The commissioner shall provide written notice to the

provider, the recipient or responsible party, the county case

manager, if the recipient has case management services, and the

cdunty public health nurse, when a flexible use recipient

exceeds the personal care service authorization for the month by

an amount determined by the commissioner. If the use of hours

exceeds the monthly service authorization by the amount

determined by the commissioner for two months during any

three-month period, the commissioner shall notify the recipient

and the county public health nurse that the flexible use

authorization will be revoked beginning the following month.

The revocation will not become effective if, within ten working

days of the commissioner’s notice of flexible use revocation,

the county public health nurse requests prior authorization for

an increase in the service authorization and continuation of the

flexible use option, or the recipient appeals and assistance

pending appeal is ordered. The commissioner shall determine

whether to approve the increase and continued flexible use.

(g) The recipient or responsible party may stop the

flexible use of hours by notifying the provider and county

public health nurse in writing.

(h) The recipient or responsible party may appeal the

commissioner’s action according to section 256.045. The denial

or revocation of the flexible use option shall not affect the

recipient’s authorized level of personal care assistant services

as determined under subdivision 5.

Sec. 16. Minnesota Statutes 2004, section 256B.0627, is
amended by adding a subdivision to read:
Subd. 18. [OVERSIGHT OF ENROLLED PERSONAL CARE ASSISTANT

SERVICES PROVIDERS.] The commissioner may reguest from providers

documentation of compliance with laws, rules, and policies

governing the provision of personal care assistant services. A

Article 4 Section 16 152



10
11
12
13
14
15
16
17
18
19
20
21
22
23
Mk24
25
26
27
28
29
30
31
32
33
34
35

36

'04/26/05 [COUNSEL ] DG SC4101

personal care assistant service provider must provide the

requested documentation to the commissioner within ten business

days of the request. Failure to provide information to

demonstrate substantial compliance with laws, rules, or policies

may result in suspension, denial, or termination of the provider

agreement.

Sec. 17. Minnesota Statutes 2004, section 256B.15,
subdivision 1, is amended_to read:

Subdivision 1. [POLICY, APPLICABILITY, PURPOSE, AND
CONSTRUCTION; DEFINITION.] (a) It is the policy of this state
that individuals or couples, either or both of whom participate
in the medical assistance program, use their own assets to pay
their share of the total cost of their care during or after
their enrollment in tﬁe prbgram according to applicable federal
law and the laws of this state. The following provisions apply:

(1) subdivisions 1c to 1k shall not apply to claims arising
under this section which are presented under section 525.313;

(2) the provisions of subdivisions 1lc to 1k expanding the
interests includedbin an estate for purposes of recovéry under
this section give effect to the provisions of United States
Code, title 42, section 1396p, governing recoveries, but do not
give rise to any express or implied liens in favor of any other
parties not named in these provisions;

(3) the continuation of a recipient’s life estate or joint
tenancy interest in real pfoperty after the recipient’s death
for the purpose of recovering medical assistance under this
section modifies common law principles holding that these
interests terminate on the death of the holder;

(4) all laws, rules, and regulations governing or involved
with a recovery of medical assistance shall be liberally
construed to accomplish their intended purposes;

(5) a deceased recipient’s life estate and joint tenancy
interests continued under this section shall be owned by the
remaindermen or surviving joint tenants as their interests may
appear on the date of the recipient’s death. They shall not be

merged into the remainder interest or the interests of the
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surviving joint tenants by reason of ownership. They shall be
subject to the provisions of this section. Any conveyance,
transfer, sale, assignment, or encumbrance by a remainderman, a
surviving joint tenant, or their heirs, successors, and assigns
shall be deemed to include all of their interest in the deceased
recipient’s life estate or joint tenancy interest continued
under this section; and

(6) the provisions of subdivisions 1lc to 1k contipuing a
recipient’s joint tenancy interests in real property after the
recipient’s death do not apply to a homestead owned of record;
on the date the recipient dies, by the recipient and the
recipient’s spouse as joint tenants with a right of
survivorship. Homestead means the real property occupied by the
surviving joint tenant spouse as their sole residence on the
date the recipient dies and classified and taxed to the
recipient and surviving joint tenant spouse as homestead
property for property tax purposes in the calendar year in which
the recipient dies. For purposes of this exemption, real
property the recipient and their surviving joint tenant spouse
purchase solely with the proceeds from the sale of their prior
homestead, own of record as joint tenants, and qualify as
homestead property under section 273.124 in the calendar year in
which the recipient dies and prior to the recipient’s death
shall be deemed to be real property classified and taxed to the
recipient and their surviving joint ﬁenant spouse as homestead
property in the calendar year in which the recipient dies. The
surviving spouse, or any person with personal knowledge of the
facts, may provide an affidavit describing the homestead
property affected by this clause and stating facts showing
compliance with this clause. The affidavit shall be prima facie
evidence of the facts it states.

(b) The commissioner shall release liens arising under

notices of potential claims under this section and medical

assistance liens under sections 514.980 to 514.985, against life

estates and jointly owned interests a remainderman or surviving

joint tenant has in farm and income-producing property the

Article 4 Section 17 154



10

11

12

13

14

15

16

17

18

1¢

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

1 04/26/05 ' [COUNSEL ] DG sc4101

deceased recipient owned of record on the date of the

recipient’s death under the following conditions:

(1) the farm property is real property for which all of the

following apply continuously for a period beginning at least

three years before the calendar year in which the recipient

first received long-term care medical assistance through the

date of the recipient’s death:

(i) the remainderman or surviving joint tenant is a farmer,

as defined in section 500.24, subdivision 2, paragraph (n), and

is engaged in farming, as defined in section 500.24, subdivision

2, paragraph (a);

(ii) all of the land is a family farm as defined in section

500.24, subdivision 2, paragraph (b);. and

(iii) all of the land is classified and taxed as class 2a

agricultural land under section 273.13, subdivision 23,

paragraph (a), for property tax purposes; and

(2) the income-producing property is real property for

which all of the following apply continuously for a period

beginning at least three years before the calendar year in which

the recipient first received long-term care medical assistance

through the date of the recipient’s death:

(i) no part of the property is classified or taxed as

homestead property for property tax purposes, provided that if

the property is classified and taxed as both homestead and

nonhomestead property, the portion of the property classified

and taxed as nonhomestead property shall be considered to

satisfy this requirement;

(ii) all of the property is classified and taxed as class

lc property under section 273.13, subdivision 22, paragraph (c),

except that part of the class 1lc property that is a dwelling

occupied as a homestead; class 3a or 3b commercial or industrial

property under section 273.13, subdivision 24; or as class 4a or

4c property classified under section 273.13, subdivision 25,

paragraphs (a) and (d), for property tax purposes; and

(iii) the business, profession, or occupation in which the

real property is used is the primary business, profession, or
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occupation of the remainderman or surviving joint tenant and the

real property is used solely for that business, profession, or

occupation. A primary business, profession, or occupation is

one the ongoing operation of which provides at least 65 percent

of a person’s gross income for federal income tax purposes for

the calendar year.

(c) For purposes of this section, "medical assistance"
includes the medical assistance program under this chapter and
the general assistance medical care program under chapter 256D

and but does not include the alternative care program for

nonmedical assistance recipients under section 256B.0913.

[EFFECTIVE DATE.] The amendments in this section relating

to the alternative care program are effective retroactively from

July 1, 2003, and apply to the estates of decedents who die on

or after that date. The remaining amendments in this section

are effective July 1, 2005, and apply to the éstates of

decedents who die on or after that date.

Sec. 18. Minnesota Statutes 2004, section 256B.15,
subdivision la, is amended to read:

Subd. 1la. [ESTATES SUBJECT TO CLAIMS.] If a person
receives any medical assistance hereunder, on the person’s
death, if single, or on the death of the survivor of a married
couple, either or both of whom received medical assistance, or
as otherwise provided for in this section, the total amount paid
for medical assistance rendered for the person and spouse shall
be filed as a claim against the estate of the person or the
estate of the surviving spouse in the court having jurisdiction
to probate the estate or to issue a decree of descent according
to sections 525.31 to 525.313.

A claim shall be filed if medical assistance was rendered
for either or both persons under one of the following
circumstances:

(a) the person was over 55 years of age, and received

services under this chapter, excluding alternative care;

(b) the person resided in a medical institution for six

months or longer, received services under this chapter,
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excluding alternative care, and, at the time of

institutionalization or application for medical assistance,
whichever is later, the person could not have reasonably been
expected to be discharged and returned home, as certified in
writing by the person’s treating physician. For purposes of
this section only, a "medical institution" means a skilled
nursing facility, intermediate care facility, intermediate care
facility for persons with mental retardation, nursing facility,
or inpatient hospital; or

(c) the person received general assistance medical care
services under chapter 256D.

The claim shall be considered an expense of the last
illness of the decedent for the purpose of section 524.3-805.
Any statute of limitations that purports to limit any county
agency or the state agency, or both, to recover for medical
assistance granted hereunder shall not apply to any claim made
hereunder for reimbursement for any medical assistance granted
hereunder. Notice of the claim shall be given to all heirs and
devisees of the decedent whose identity can be ascertained with
reasonable diligence. The notice must include procedures and
instructions for making an application for a hardship waiver
under subdivision 5; time frames for submitting an application
and determination; and information regarding appeal rights and
procedures. Counties are entitled to one-half of the nonfederal
share of medical assistance collections from estates that are
directly attributable to county effort. €Eeunties-are-entitied
te-ten-perecent-of-the-eoltiections-for-altternative—-care-directly
attributable-to-county-efforts

[EFFECTIVE DATE.] The amendments in this section relating

to the alternative care program are effective retroactively from

July 1, 2003, and apply to the estates of decedents who die on

or after that date.

Sec. 19. Minnesota Statutes 2004, section 256B.15,
subdivision 2, is amended to read:
Subd. 2. [LIMITATIONS ON CLAIMS.] The claim shall include

only the total amount of medical assistance rendered after age
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55 or during a period of institutionalization described in
subdivision la, clause (b), and the total amount of general
assistance medical care rendered, and shall not include
interest. Claims that have been allowed but not paid shall bear
interest according to section 524.3-806, paragraph (d). A claim
against the estate of a surviving spouse who did not receive
medical assistance, for medical assistance rendered for the
predeceased spouse, is limited io the value of the assets of the
estate that were marital property or jointly owned property at
any time during the marriage. €iaims-fer-alternative-ecare-shaii
be-net-of-ati-premiums-paid-under-seetion-256B+69137-subdivisien
12+-en-er—-after-July-17-20037-and-shati-be-iimited-to-serviees
previded-en-er—after-dJulty-7-2663<

[EFFECTIVE DATE.] This section is effective retroactively

from July 1, 2003, for decedents dying on or after that date.

Sec. 20. Minnesota Statutes 2004, section 256B.431, is
amended by adding a subdivision to read:
Subd. 41. [NURSING FACILITY RATE INCREASES FOR SEPTEMBER

1, 2005, AND JULY 1, 2006.] (a) For the rate period beginning

September 1, 2005, and the rate year beginning July 1, 2006, the

commissioner shall make available to each nursing facility

reimbursed under this section or section 256B.434 an adjustment

equal to two percent of the total operating payment rate.

(b) Money resulting from the rate adjustment under

paragraph (a) must be used to increase wages and benefits and

pay associated costs for employees, except management fees, the

administrator, and central office staff. Except as provided in

paragraph (c), money received by a facility as a result of the

rate adjustment provided in paragraph (a) must be used only for

wage, benefit, and staff increases implemented on or after the

effective date of the rate increase each year, and must not be

used for increases implemented prior to that date.

(c) With respect only to the September 1, 2005, rate

increase, a hospital-attached nursing facility that incurred

costs for salary and employee benefit increases first provided

after July 1, 2003, may count those costs towards the amount
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required to be spent on salaries and benefits under paragraph

(b). These costs must be reported to the commissioner in the

form and manner specified by the commissioner.

(d) Nursing facilities may apply for the rate adjustment

under paragraph (a). The application must be made to the

commissioner and contain a plén by which the nursing facility

will distribute the funds according to paragraph (b). For

nursing facilities in which the employees are represented by an

exclusive bargaining representative, an agreement negotiated and

agreed to by the employer and the exclusive bargaining

representative constitutes the plan. A negotiated agreement may

constitute the plan only if the agreement is finalized after the

date df enactment of all increases for the rate year and signed

by both parties prior to submission to the commissioner. The

commissioner shall review the plan to ensure that the rate

adjustments are used as provided in paragraph (b). To be

eligible, a facility must submit its distribution plan by

December 31 each yvear. If a facility’s distribution plan is

effective after the first day of the applicable rate period that

the funds are available, the rate adjustments are effective the

same date as the facility’s plan.

(e) A copy of the approved distribution plan must be made

available to all employees by giving each employee a copy or by

posting a copy in an area of the nursing facility to which all

employees have access. If an employee does not receive the wage

and benefit adjustment described in the facility’s approved plan

and is unable to resolve the problem with the facility’s

management or through the employee’s union representative, the

employee may contact the commissioner at an address or telephone

number provided by the commissioner and included in the approved

plan.
Sec. 21. Minnesota Statutes 2004, section 256B.431, is

amended by adding a subdivision to read:

Subd. 42. [SINGLE-BED ROOM PAYMENT RATE.] (a) Beginning

July 1, 2005, the operating payment rate for nursing facilities

reimbursed under this section or section 256B.434 shall be
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increased by five percent multiplied by the ratio of the number

of new single-bed rooms created divided by the number of active

beds on July 1, 2005, for each bed closure that results in the

creation of a single-bed room after July 1, 2005.

(b) A nursing facility is prohibited from discharging

residents for purposes of establishing single-bed rooms. A

nursing facility must retain a statement from any resident

discharged to another nursing facility between July 1, 2005, and

December 31, 2007, signed by the resident or the resident’s

designated responsible party, certifying the resident requests

to move and is under no coercion to be discharged. This signed

statement must be witnessed and signed by the local ombudsman.

The commissioner shall assess a monetary penalty of $5,000 per

occurrence against any nursing facility determined to have

discharged a resident for purposes of establishing single-bed

rooms.

(c) If after the date of enactment of this section and

before December 31, 2007, more than 4,000 nursing home beds are

removed from service, a portion of the appropriation for nursing

homes shall be transferred to the alternative care program. The

amount of this transfer shall equal the number of beds removed

from service less 4,000, multiplied by the average monthly

per-person cost for alternative care, multiplied by 12, and

further multiplied by .3.

(d) Savings that result from bed closures on or after July

1, 2005, that do not result in the establishment of single-bed

rooms and exceed the number of closures included in the February

2005 forecast shall not cancel to the general fund but are

appropriated to the commissioner for the medical assistance

costs of nursing home moratorium exceptions approved by the

commissioner of health under section 144A.073. The commissioner

of health, in consultation with the commissioner of human

services, shall publish a request for proposals under section

144A.073, subdivision 2, when, in the determination of the

commissioner of health, sufficient funds are available under

this paragraph. Money appropriated to the commissioner of human
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services under this paragraph shall not cancel and shall be

available until expended.

(e) For the rate year beginning July 1, 2005, the amount

nursing facilities receive for medically necessary single-bed

rooms under Minnesota Rules, part 9549.0070, subpart 3, shall be

up to 114.365 percent of the established total payment rate for

the resident. For the rate vear beginning July 1, 2006, the

amount nursing facilities receive for medically necessary

single-bed rooms under Minnesota Rules, part 9549.0070, subpart

3, shall be up to 114.75 percent of the established total

payment rate for the resident. For the rate years beginning on

or after July 1, 2007, the single-bed payment rate shall be up

to 115 percent of the established total payment rate for the

resident.

Sec. 22. Minnesota Statutes 2004, section 256B.434,
subdivision 4, is amended to read:

Subd. 4. [ALTERNATE RATES FOR NURSING FACILITIES.] (a) For
nursing facilities which have their payment rates determined
under this section rather than section 256B.431, the
commissioner shall establish a rate under this subdivision. The
nursing facility must enter into a written contract with the
commissioner.

(b) A nursing facility’s case mix payment rate for the
first rate year of a facility’s contract under this section is
the payment rate the facility would have received under section
256B.431.

(c) A nursing facility’s case mix payment rates for the
second and subsequent years of a facility’s contract under this
section are the previous rate year’s contract payment rates plus
an inflation adjustment and, for facilities reimbursed under
this section or section 256B.431, an adjustment to include the
cost of any increase in Health Department licensing fees for the
facility taking effect on or after July 1, 2001. The index for
the inflation adjustment must be based on the change in the
Consumer Price Index-All Items (United States City average)

(CPI-U) forecasted by the commissioner of finance’s national
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economic consultant, as forecasted in the fourth quarter of the
calendar year preceding the rate year. The inflation adjustment
must be based on the 12-month period from the midpoint of the
previous rate year to the midpoint of the rate year for which
the rate is being determined. For the rate years beginning on
July 1, 1999, July 1, 2000, July 1, 2001, July 1, 2002, July 1,

2003, and July 1, 2004, July 1, 2005, and July 1, 2006, this

paragraph shall apply only to the property-related payment rate,
except that adjustments to include the cost of any increase in
Health Department licensing fees taking effect on or after July
1, 2001, shall be provided. In determining the amount of the
property-related payment rate adjustment under this paragraph,
the commissioner shall determine the proportion of the
facility’s rates that are property-related based on the
facility’s most recent cost report.

(d) The commissioner shall develop additional
incentive-based payments of up to five percent above the
standard contract rate for achieving outcomes specified in each
contract. The specified facility-specific outcomes must be
measurable and approved by the commissioner. The commissioner
may establish, for each contract, various levels of achievement
within an outcome. After the outcomes have been specified the
commissioner shall assign various levels of payment associated
with achieving the outcome. Any incentive-based payment cancels
if there is a termination of the contract. 1In establishing the
specified outcomes and related criteria‘the'commissioner shall
consider the following state policy objectives:

(1) improved cost effectiveness and quality of life as
measured by improved clinical outcomes;

(2) successful diversion or discharge to community
alternatives;

(3) decreased acute care costs;

(4) improved consumer satisfaction;

(5) the achievement of quality; or

(6) any additional outcomes proposed by a nursing facility

that the commissioner finds desirable.
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Sec. 23. Minnesota Statutes 2004, section 256B.434, is
amended by adding a subdivision to read:
Subd. 4f. [RATE INCREASE EFFECTIVE JULY 1, 2005.] For the

rate year beginning July 1, 2005, a facility in Ramsey County

licensed for 180 beds shall have its operating payment rate as

determined under this section and in effect on June 30, 2005,

increased by $2.49. The increase under this subdivision shall

be included in the facility’s total payment rates for the

purposes of determining future rates under this section or any

other section.

Sec. 24. Minnesota Statutes 2004, section 256B.440, is
amended by adding a subdivision to read:
Sub. 4. [CONTINUED SYSTEM DEVELOPMENT.] (a) The

commissioner shall continue developmental work on a new nursing

home reimbursement system and present recommendations for a new

system to the legislature by January 15, 2006. The new system

shall comply with subdivisions 1 and 2.

(b) Nursing facilities shall continue to file, and the

commissioner shall continue to collect and audit, annual cost

reports under the conditions specified in subdivision 3.

(c) Notwithstanding any contrary provisions of chapter 16C,

the commissioner may, within the limits of appropriations

specifically available for this purpose, extend contracts

previously negotiated for consulting work on development of the

new reimbursement system.

Sec. 25. Minnesota Statutes 2004, section 256B.5012, is
amended by adding a subdivision to read:
Subd. 6. [ICF/MR RATE INCREASES BEGINNING SEPTEMBER 1,

2005, AND JULY 1, 2006.] (a) For the rate periods beginning

September 1, 2005, and July 1, 2006, the commissioner shall make

available to each facility reimbursed under this section an

adjustment to the total operating payment rate of two percent.

(b) Money resulting from the rate adjustment under

paragraph (a) must be used to increase wages and benefits and

pay associated costs for employees, except for administrative

and central office employees. Money received by a facility as a
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result of the rate adjustmeht provided in paragraph (a) must be

used only for wage, benefit, and staff increases implemented on

or after the effective date of the rate increase each year, and

must not be used for increases implemented prior to that date.

(c) For each facility, the commissioner shall make

available an adjustment using the percentage specified in

paragraph (a) multiplied by the total payment rate, excluding

the property-related payment rate, in effect on the preceding

day. The total payment rate shall include the adjustment

provided in section 256B.501, subdivision 12.

(d) A facility whose payment rates are governed by closure

agreements, receivership agreements, or Minnesota Rules, part

9553.0075, is not eligible for an adjustment otherwise granted

under this subdivision.

(e) A facility may apply for the payment rate adjustment

provided under paragraph (a). The application must be made to

the commissioner and contain a plan by which the facility will

distribute the funds according to paragraph (b). For facilities

in which the employees are represented by an exclusive

bargaining representative, an agreement negotiated and agreed to

by the employer and the exclusive bargaining representative

constitutes the plan. A negotiated agreement may constitute the

plan only if the agreement is finalized after the date of

enactment of all rate increases for the rate year. The

commissioner shall review the plan to ensure that the payment

rate adjustment per diem is used as provided in this

subdivision. To be eligible, a facility must submit its plan by

December 31 each vear. If a facility’s plan is effective for

its employees after the first day of the applicable rate period

that the funds are available, the payment rate adjustment per

diem is effective the same date as its plan.

(f) A copy of the approved distribution plan must be made

available to all employees by giving each employee a copy or by

posting it in an area of the facility to which all employees

have access. If an employee does not receive the wage and

benefit adjustment described in the facility’s approved plan and
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is unable to resolve the problem with the facility’s management

or through the employee’s union representative, the employee may

contact the commissioner at an address or telephone number

provided by the commissioner and included in the approved plan.

Sec. 26. Minnesota Statutes 2004, section 256B.69,
subdivision 23, is amended to read:

Subd. 23. [ALTERNATIVE INTEGRATED LONG-TERM CARE SERVICES;
ELDERLY AND DISABLED PERSONS.] (a) The commissioner may
implement demonstration projects to create alternative
integrated delivery systems for acute and long-term care
services to elderly persons and persons with disabilities as
defined in section 256B.77, subdivision 7a, that provide
increased coordination, improve access to quality services, and
mitigate future cost increases. The commissioner may seek
federal authority to combine Medicare and Medicaid capitation
payments for the purpose of such demonstrations. Medicare funds
and services shall be administered according to the terms and
conditions of the federal waiver and demonstration provisions.
For the purpose of administering medical assistance funds,
demonstrations under this subdivision are subject to
subdivisions 1 to 22. The provisions of Minnesota Rules, parts
9500.1450 to 9500.1464, apply to these demonstrations, with the
exceptions of parts 9500.1452, subpart 2, item B; and.9500.1457,
subpart 1, items B and C, which do not apply to persons
enrolling in demonstrations under this section. An initial open
enrollment period may be provided. Persons who disenroll from
demonstrations under this subdivision remain subject to
Minnesota Rules, parts 9500.1450 to 9500.1464. When a person is
enrolled in a health plan under these demonstrations and the
health plan’s participation is subsequently terminated for any
reason, the person shall be provided an opportunity to select a
new health plan and shall have the right to change health plans
within the first 60 days of enrollment in the second health
plan. Persons required to participate in health plans under
this section who fail to make a choice of health plan shall not

be randomly assigned to health plans under these demonstrations.
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Notwithstanding section 256L.12, subdivision 5, and Minnesota
Rules, part 9505.5220, subpart 1, item A, if adopted, for the
purpose of demonstrations under this subdivision, the
commissioner may contract with managed care organizations,
including counties, to serve only elderly persons eligible for
medical assistance, elderly and disabled persons, or disabled
persons only. For persons with primary diagnoses of mental
retardation or a related condition, serious and persistent
mental illness, or serious emotional disturbance, the
commissioner must ensure that the county authority has approved
the demonstration and contracting design. Enrollment in these
projects for persons with disabilities shall be voluntary. The
commissioner shall not implement any demonstration project under
this subdivision for persons with primary diagnoses of mental
retardation or a related condition, serious and persistent
mental illness, or serious emotional disturbance, without
approval of the county board of the county in which the
demonstration is being implemented.

(b) Notwithstanding chapter 245B, sections 252.40 to
252.46, 256B.092, 256B.501 to 256B.5015, and Minnesota Rules,
parts 9525.0004 to 9525.0036, 9525.1200 to 9525.1330, 9525.1580,
and 9525.1800 to 9525.1930, the commissioner may implement under
this section projects for persons with developmental
disabilities. The commissioner may capitate payments for ICF/MR
services, waivered services for.mental’retardation or related
conditions, including case management services, day training and
habilitation and alternative active treatment services, and
other services as approved by the state and by the federal
government. Case management and active treatment must be
individualized and developed in accordance with a
person-centered plan. Costs under these projects may not exceed
costs that would have been incurred under fee-for-service.
Beginning July 1, 2003, and until two years after the pilot
project implementation date, subcontractor participation in the
long-term care developmental disability pilot is limited to a

nonprofit long-term care system providing ICF/MR services, home
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and community-based waiver services, and in-home services to no

more than 120 consumers with developmental disabilities in

| carver, Hennepin, and Scott Counties. The commissioner shall

report to the legislature prior to expansion of the
developmental disability pilot project. This paragraph expires
two years after the implementation date of the pilot.project.

(c) Before implementation of a demonstration project for
disabled persons, the commissioner must provide information to
appropriate committees of the house of representatives and
senate and must involve representatives of affected disability
groups in the design of the demonstration projects.

(d) A nursing facility reimbursed under the alternative
reimbursement methodology in section 256B.434 may, in
collaboration with a hospital, clinic, or other health care
entity provide services under paragraph (a). The commissioner
shall amend the state plan and seek any federal waivers
necessary to implement this paragraph.

(e) Notwithstanding section 256B.0621, health plans

providing services under this section are responsible for home

care targeted case management and relocation targeted case

management. Services must be provided according to the terms of

the waivers and contracts approved by the federal government.

Sec. 27. [501B.895] [PUBLIC HEALTH CARE PROGRAMS AND

CERTAIN TRUSTS. ]

(a) It is the public policy of this state that individuals

use all available resources to pay for the cost of long-term

care services, as defined in section 256B.0595, before turning

to Minnesota health care program funds, and that trust

instruments should not be permitted to shield available

resources of an individual or an individual’s spouse from such

use. Any irrevocable inter-vivos trust or any legal instrument,

device, or arrangement similar to an irrevocable inter-vivos

trust created on or after July 1, 2005, containing assets or

income of an individual or an individual’s spouse, including

those created by a person, court, or administrative body with

legal authority to act in place of, at the direction of, upon
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the request of, or on behalf of the individual or individual’s

spouse, becomes revocable by operation of law for the sole

purpose of a state or local human services agency determination

on an application by the individual or the individual’s spouse

for payment of long-term care services through a Minnesota

public health care program under chapter 256. For purposes of

this section, any inter-vivos trust and any legal instrument,

device, or arrangement similar to an inter-vivos trust:

(1) shall be deemed to be located in and subject to the

laws of this state; and

(2) is created as of the date it is fully executed by or on

behalf of all of the settlors or others.

(b) For purposes of this section, a legal instrument,

device, or arrangement similar to an irrevocable inter-vivos

trust means any instrument, device, or arrangement which

involves a grantor who transfers or whose property is

transferred by another including, but not limited to, any court,

administrative body, or anyone else with authority to act on

their behalf or at their direction, to an individual or entity

with fiduciary, contractual, or legal obligations to the grantor

or others to be held, managed, or administered by the individual

or entity for the benefit of the grantor or others. These legal

instruments, devices, or other arrangements are irrevocable

inter-vivos trusts for purposes of this section.

(c) In the event of a conflict between this section and the

provisions of an irrevocable trust created on or after July 1,

2005, this section shall control.

(d) This section does not apply to trusts that qualify as

supplemental needs trusts under section 501B.89 or to trusts

meeting the criteria of United States Code, title 42, section

1396p (d) (4) (a) and (c) for purposes of eligibility for medical

assistance.

(e) This section applies to all trusts first created on or

after July 1, 2005, and to all interests in real or personal

property regardless of the date on which the interest was

crea