1.1
12
13
14
1.5
1.6
1.7

1.8

1.9

1.10

1.11

1.13

1.14

1.15

1.16 -

1.17
1.18
1.19
. 1.20
1.21
122
1.43

1.24

SF1640 FIRST ENGROSSMENT REVISOR LC S1640-1

A bill for an act
relating to health; modifying certain provider, hospital, and outpatient surgical
center reporting requirements; modifying requirements for health board
directories of licensees; providing for a price disclosure reminder; amending
Minnesota Statutes 2004, sections 144.698, by adding a subdivision; 144.99,
subdivision 1; Minnesota Statutes 2005 Supplement, section 214.071; proposing
coding for new law in Minnesota Statutes, chapters 62J; 214.

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MINNESOTA:

Section 1. [62J.18] PROVIDER REPORTING IN EXCESS OF $5,000,000.

Subdivision 1. Applicability; definitions. (a) For purposes of this section, the

terms used have the meanings given in section 62J.17, subdivision 2, except that "major ‘

spending commitment” means an expenditure in excess of $5,000,000.

(b) This section applies to providers and to persons who would become providers

after making the expenditures described in subdivision 2. This section does not apply

to hospital construction projects subject to the hospital construction moratorium under

section 144.551 or to the public interest review under section 144.552.

Subd. 2. Reporting requirement. (a) A provider that intends to make a major

spending commitment in excess of $5.000,000 for an acquisition, by purchase or lease,

of a unit of medical equipment or in excess of $5.000,000 for a single capital project for

the purposes of providing health care services must file a report with the commissioner at

least 60 days before committing to make the expenditure. The report must contain the

information described in section 62J.17, subdivision 4a, paragraphs (b) and (c).

(b) The commissioner shall maintain a database to track expenditures reported

under this subdivision.

Section 1. 1
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(c) The commissioner shall maintain a list of all pers"ons who have registered with

the commissioner for the purpose of receiving notice by electronic mail of a report

filed under this subdivision. The commissioner shall, within 15 days of receiving an

expenditure report, provide notice of such report by electronic mail to all persons on its

list, and by publication in the State Register. The notice must include either a copy of the

report or an easily understandable description of the proposed expenditure in the report.

The notice in the State Register must include a copy of the report, along with an easily

understandable description of the proposed expenditure in the report. In addition, the

commissioner shall make reasonable efforts to notify persons or classes of persons who

may be significantly affected by the proposed ex'p'enditure in the report. The commissioner

may recover the reasonable costs incurred in providing notice as required in this baraggaph

through costs paid by third parties involved in proceedings described in this section.

(d) No provider may commit to making the expenditure until the procedures

described in this section are completed.

Subd. 3. Exceptions. (a) This section does not apply to an expenditure:

(1) to replace existing equipment with comparable equipment used for direct patient

care. Upgrades of equipment beyond the current model or comparable model are subject

to this éection;

(2) made by a research and teaching institution for purposes of condlicting medical

education, medical research supported or sponsored by a medical school or by a federal or

foundation grant, or clinical trials;

(3) to repair, remodel, or replace existing buildings or fixtures if, in the judgment

of the commissioner, the project does not involve a substantial expansion of the service

| capacity ora substantial change in the nature of health care services provided:

(4) for building maintenance, including heating, water, electricity, and other

maintenance-related expenditures;

(5) for activities not directly related to the delivery of patient care services, including

food service, laundry, housekeeping, and other service-related activities; or

(6) for computer equipment or data systems not directly related to the delivery of

patient care services, including computer equipment or data systems related to medical

record automation.

(b) In addition to the exceptions listed in paragraph (a), this section does not apply to

mergers, acquisitions, and other changes in ownership or control that, in the judgment

of the commissioner, do not involve a substantial expansion of service capacity or a

substantial change in the nature of health care services provided.

Section 1. 2
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Subd. 4. Public meeting. (a) Within 30 days from the date the notice requirements

of subdivision 2, paragraph (c), are satisfied, a third party may request a public meeting on

expenditures that exceed $5,000,000. The public meeting shall serve as an informational

forum for the provider to answer inquiries of interested third parties.

(b) The commissioner shall arrange for and coordinate the meeting on an expedited

basis. The party requesting the meeting shall pay the commissioner for the commissioner’s

cost of the meeting, as determined by the commissioner. Money received by the

commissioner for reimbursement under this section is appropriated to the commissioner

for the purpose of administering this section.

Subd. 5. Information required. If a public meeting is requested, the provider shall

provide the following information to be presented at the meeting:

(1) need and access, including, but not limited to:

(1) the need of the population served or to be served by the proposed health services

for those services;

(11) the project’s contribution to meeting the needs of the medically underserved,

including persons in rural areas, low-income persons, racial and ethnic minorities, persons

with disabilities, and the elderly, as well as the extent to which medically underserved

residents in the provider’s service area are likely to have access to the proposed health

service; and

(i11) the distance, convenience, cost of transportation, and accessibility to health

services for those to be served by the proposed health services:

(2) quality of health care, including, but not limited to:

(1) the impact of the proposed service on the quality of health services available to

those proposed to be served by the project; and

(ii) the impact of the proposed service on the quality of health services offered

by other providers;

(3) cost of health care, including, but not limited to:

(1) the financial feasibility of the proposal;

(11) probable impact of the proposal on the costs of and charges for providing health

services by the person proposing the service:

(iii) probable impact of the proposal on the costs of and charges for health services

provided by other providers:

(iv) probable impact of the proposal on reimbursement for the proposed services: and

(v) the relationship, including the organizational relationship, of the proposed health

services to ancillary or support services;

(4) alternatives available to the provider, including, but not limited to: .

Section 1. '3
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(1) the availability of alternative, less costly, or more effective_ methods of providing

the pfoposcd health services;

(ii) the relationship of the proposed project to the long-range development plan, if

any, of the person or entity providing or proposing the services: and

(iii) possible sharing or cooperative arrangements among existing facilities and

providers; and

(5) other considerations requested by the commissioner, including, but not limited to:

(1) the best interests of the patients, including conflicts of interest that may be

present in influencing the utilization of the services, facility, or equipment relating to the

expenditures;

(i1) special needs and circumstances of those entities that provide a substantial

portion of their services or resources, or both, to individuals not residing in the immediate

geographic area in which the entities are located, which entities may include, but are

‘not limited to, medical and other health professional schools, multidisciplinary clinics,

and specialty centers;

(iii) the special needs and circumstances of biomedical and behavioral research

projects designed to meet a national need and for which local conditions offer special

advantages; and

(iv) the impact of the proposed project on fostering competition between providers.

Subd. 6. Enforcement. The commissioner may enforce this section by denying or

refusing to reissue the permit, license, registration, or certificate of a provider that does not

comply with this section, according to section 144.99, subdivision 8.

EFFECTIVE DATE. This section is effective the day following final enactment.

Sec. 2. Minnesota Statutes 2004, section 144.698, is amended by adding a subdivision
to read: |

Subd. 6. Reporting on uncompensated care. (a) A report on the services provided

to benefit the community, as required under subdivision 1, clause (5), must report charity

care in compliance with the following requirements:

(1) For a facility to report amounts as charity care adjustments, the facility must:

(1) generate and record a charge:

(i) haye a policy on the provision of charity care that contains specific eligibility

criteria and is communicated or made available to patients;

(iii) have made a reasonable effort to identify a third-party payer, encourage the

patient to enroll in public nrdgrams, and, to the extent possible, aid the patient in the

enrollment process; and

Sec. 2. -4
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(iv) ensure that the patient meets the charity care criteria of this subdivision.

(2) In determining whether to classify care as charity care, the facility must consider

the following:

(1) bharity care may include services that the provider is obligated to render

independently of the ability to collect;

(i) charity care may include care provided to patients who meet the facility’s charity

care guidelines and have partial coverage, but who are unable to pay the remainder of their

medical bills, but this does not apply to that portion of the bill that has been determined to

be the patient’s responsibility after a partial charity care classification by the facility:

(iii) charity care may include care provided to low-income patients who may qualify

for a public health insurance program and meet the facility’s eligibility criteria for charity

care, but who do not complete the application process for public insurance despite the

facility’s reasonable efforts;

(iv) charity care may include care to individuals whose eligibility for charity care

was determined through third-party services for information gathering purposes only:

(v) charity care does not include contractual allowances, which is the difference

between gross charges and payments received under contractual arrangements with

- insurance companies and payers;

(vi) charity care does not include bad debt:

(vii) charity care does not include what may be perceived as underpayments for

operating public programs;

_ (viii) charity care does not include unreimbursed costs of basic or clinical research

or professional education and training;

(ix) charity care does not include professional courtesy discounts:

(%) charity care does not include community service or outreach activities; and

(x1) charity care does not include services for patiénts against whom collection

actions were taken that resulted in a financial obligation documented on a patient’s credit

report with credit bureaus.

(3) When reporting charity care adjustments, the facility must report total dollar

amounts and the number of contacts between a patient and a health care provider during

“which a service is provided for the following categories:

(1) care to patients with family incomes at or below 275 percent of the federal

poverty guideline;

(ii) care to patients with family incomes above 275 percent of the federal poverty

guideline; and

Sec. 2. ' 5
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(iii) care to patients when the facility, with reasi)nablc; effort, is unable to determine

family incomes.

(b) For the report required under subdivision 1, clause (5), the facility must, in

determining whether to classify care as a bad debt expenseﬁ :

(1) presume that a patient is able and willing to pay unti1 and unless the facility has

reason to consider the care as a charity care case under its charity care policy and the

facility classifies the care as a charity care case; and

(2) include as a bad debt expense any unpaid deductibles, coinsurarice, co-payments,

noncovered services, and other unpaid patient responsibilities.

EFFECTIVE DATE. This section is effective for facility fiscal years ending on or
after December 31, 2006.

Sec. 3. Minnesota Statutes 2004, section 144.99, subdivision 1, is-amended to read:
‘Subdivision 1. Remedies available. Thé provisions of chapters 1031 and 157 and

sections 62J.18; 115.71 to 115.77; 144.12, subdivision 1, paragraphs (1), (2), (5), (6), (10),
(12), (13), (14), and (15); 144.1201 to 144.1204; 144.121; 144.1222; 144.35; 144381 to
144.385; 144.411 to 144.417; 144.495; 144.71 to 144.74; 144.9501 to 144.9509; 144.992;
326.37 to 326.45; 326.57 to 326.785; 327.10 to 327.131; and 327.14 to 327.28 and all
rules, orders, stipulation agreements, settlements, compliance agreements, licenses,
registrations, certificates, and permits adopted or issued by the department or under any
other law now 1n force or later enacted for the preservation df public health may, in

addition to provisions in other statutes, be enforced under this section.

Sec. 4. Minnesota Statutes 2005 Supplement, section 214.071, is amended to read: -

214.071 HEALTH BOARDS; DIRECTORY OF LICENSEES.

Each health health-related licensing board underchapters+47148-348Band 1564,
as defined in section 214.01, subdivision 2, shall establish a directory of licensees that

includes biographical data for each licensee.

Sec. 5. [214.121] PRICE DISCLOSURE REMINDER.

Each health-related licensing board shall at least annually inform and remind its

licensees of the price disclosure requirements of section 62J.052 or 151.214. as applicable.

| through the board’s regular means of communicating with its licensees.

Sec. 5. 6
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S.F. No. 1640 establishes a process for third partles to request a public meeting on certain

expenditures over $5 million.

Section 1 (62J.18) establishes reporting requlrements and public meetmg procedures for
expenditures over $5 million.

Subdivision 1 states that this section applies to providers and those who would be a provider

upon making an expenditure in excess of $5 million and exempts hospital construction
moratorium projects.

- Subdivision 2, paragraph (a), requires a provider intending to inake a major spending

commitment of $5 million for the acquisition of a unit of medical equipment or in excess of
$5 million for a single capital project for the purpose of providing health care services must
file a report with the Commissioner of Health at least 60 days before making the expenditure.

Paragraph (b), the Commissioner must maintain a database to track reported expenditures.

Paragraph (c), the Commissioner must maintain a list of persons interested in receiving
notice of a report filed under this section and provide notice to all persons on the list and by
publication in the State Register within 15 days of receiving the report. The notice must
include a copy of the report or a description of the proposed expenditure.

Paragraph (d) states that no provider may commit to making the expenditure until the
procedures of this section are completed. :




Subdivision 3 exempts from the public meeting and hearing any expenditure:
(1) to replace existing equipment with comparablé equipment;

(2) made by a research and teaching institution for purposes of conducting medical
education, medical research, or clinical trials;

- (3) to repair, remodel, or replace existing buildings or fixtures if it does not involve
substantial expansion of service capacity or the nature of health services provided;

(4) for building maintenance;
(5) for activities not direétly related to the delivery of patient care servicesj and

(6) for computer equipment or data systems not directly related to the delivery of
patient care. -

The exemption also does not apply to mergeré acquisitions, and other changes in ownership
or control that do not involve substantial expansion of service capacrcy or substantial change
in the services provided.

Subd1v1smn 4 permits a third party to réquest a public meeting on projects that exceed $5
million in capital cost within 30 days of the filing of the report. The meeting is to be an
informational forum for the provider to answer inquiries and must be arranged and

coordinated by the Commissioner on an exped1ted basis. The requesting party.is responsible
for all costs related to the meeting.

Subdivision 5 describes the information to be presented at the public meeting: need and

access; quality of health; cost of health care; alternatives available to the provider; and other
considerations.

Subdivision 6 authorizes the Commissioner to enforce this section according to Minnesota
Statutes, section 144.99, subdivision 8.

Section 2 (144.698, subdivision 6) requires a hospital and outpatient surgical center to file with
annual financial information, information on charity care.

Section 3 (144.99, subd1v1s1on 1) adds section 62J.18 to the Commissioner of Health’s enforcement
“authority.

Section 4 (214.071) makes a technical change.

Section S (214.121) requires health-related licensing boards to anmially inform licensees of the price
disclosure requirements.

KC:ph



Fiscal Note — 2005-06 Session

Bill #: S1640-1A Complete Date: 04/10/06

Chief Author: KISCADEN, SHEILA

Title: HEALTHCARE PROVIDER EXP REPORTING

Agency Name: Health Dept

Fiscal Impact

Yes | 'No -

State

Local

Fee/Departmental Earnings

Tax Revenue

>[4

This table reflects fiscal impact to state government. Local government impact is reflected in the narrative only.

Dollars (in thousands)

FY05

FY06

FYO07 - FYO08

FY09

Expenditures

Misc Special Revenue Fund

Less Agency Can Absorb

-~ No Impact -

Net Expenditures

Misc Special Revenue Fund

Revenues

Misc Special Revenue Fund

Net Cost <Savings>

Misc Special Revenue Fund

Total Cost <Savings> to the State

FY05

FY06

FY07 FY08

Full Time Equivalents

__Fyog -

-- No Impact --

Total FTE

© S1646-1A - S

Page-1-of 2




Bill Description

Section 1

Defines "major spending commitments” as those in excess of $5 million. Requires providers who intend to make
a major spending commitment to file a report with the Commissioner at least 60 days before committing to make
the expenditure. Report to include information outlined in Minnesota statutes section 624.17, subdivision 4a,
paragraphs (b) and (c). Requires the Commissioner of Health to notify all persons who have registered to receive
notice of major expenditure reports, via email communication and publication in the State Register. Permits third
parties to request a public meeting on major expenditures within 30 days from the notice described above.
Requires providers who are the subject of public meetings to provide information about the proposed project at
the meeting, including information on need and access, impact of the proposed project on the quality of services
provided by other providers, financial feasibility, costs, impact on charges for health services, and other factors.
Costs of the meeting are to be paid by the requesting third party to the Commissioner. Directs the Commissioner
to arrange for and coordinate the meetings.

. Assumptions

Section 1

Under the current capital expenditure reporting act (Minnesota Statutes 62J.17), the Department of Health
receives an average of 12 reports each year for projects with a cost that exceeds $5 million. We estimate that the
Department will continue to receive 12 reports per year, with six requests for public meetings. Costs for posting
notices of all major expenditures filings in the State Register, finding/reserving space for meetings, posting public
announcements of upcoming public meetings or hearings in the State Register and through other media as
necessary, and other necessary preparations are estimated at $100 per major expenditure report and $300 per
public meeting for a total of $3,000 each fiscal year. These costs will be recovered through revenues from the
requesting parties. It is assumed that payments from requesters will be directed to the miscellaneous special
revenue fund.

Expenditure and/or Revenue Formula
Costs amounting to $3,000 each year will be recovered through revenues from the requesting parties.

Long-Term Fiscal Considerations
Local Government Costs

References/Sources

Agency Contact Name: Scott Leitz (651-282-6361)
FN Coord Signature: MARGARET KELLY
Date: 04/03/06 Phone: 201-5812

EBO. Comments

| have reviewed this Fiscal Note for accuracy and content.

EBO Signature: CRAIG WIEBER
Date: 04/10/06 Phone: 282-5065
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. A bill for an act 7
relating to health; establishing the Patient Safety and Drug Review Transparency
Act; requiring disclosure of clinical trials of prescription drugs; assessing fees;
proposing coding for new law in Minnesota Statutes, chapter 144.

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MINNESOTA:

Section 1. CITATION.
Minnesota Statutes, sections 144.6602 to 144.6605, may be cited as the Patient

Safety and Drug Review Transparency Act.

Sec. 2. [144.6602] DEFINITIONS.

Subdivision 1. Scope of definitions. The terms used in sections 144.6602 to

144.6605 have the following meanings, unless the context indicates otherwise.

Subd. 2. Clinical trial. "Clinical trial” means any pharmacological,

pharmacokinetic, or other study of the safety or efficacy of a pharmaceutical drug,

biological product, or vaccine, whether or not completed in full, including, but not limited

to:

(1) a clinical investigation that involves any trial to test the safety or efficacy of a

pharmaceutical drug or biological product with one or more human subjects and that

is intended to be submitted to, or held for inspection by, the federal Food and Drug

Administration as part of any application for a research or marketing permit or for any

other type of application, permit, procedure, or requirement of the Food and Drug

Administration, including, but not limited to, an abbreviated new drug application, an .

investigational new drug application, a new drug application, nonconfidential additions to

Sec. 2. 1
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the drug master file, postmarketing adverse events recording, and compliance with the

electronic or paper common technical document; and

(2) any pharmacological study subsequent to initial approval for sale by the Food

and Drug Administration, including studies assessing potential off-label applications, new

therapies, new ways of using known treatments, and comparative drug trials assessing the

efficacy or safety of a drug compared to other therapies.

Subd. 3. Manufacturer. "Manufacturer" means a manufacturer of prescription

drugs or biological products or an affiliate of the manufacturer.

Sec. 3. [144.6603] DISCLOSﬁRE OF CLINICAL TRIALS OF PRESCRIPTION
DRUGS.

Sﬁbdivision 1. Information to be disclosed. A manufacturer of prescription drugs

shall make publicly available in accordance with subdivision 3 the following information

regarding clinical trials conducted or sponsored by the manufacturer, or any entity on its

behalf, for each prescription drug the manufacturer sold, delivered, dispensed, offered for

sale, or gave’away in this state:

(1) the names of all participating organizations and funding sources of the clinical

trial, including the name and contact information, including institutional affiliation, of all

sponsors, cosponsors, and administrators, including the name of the principal investigators

and study centers, of the clinical trial;

(2) a summary of the purpose of the clinical trial, including the name of the drug

being tested and its active ingredients; overall design of the study, including statistical

method to be employed; status or phase type of the trial; inclusion and exclusion criteria;

treatment methods to be used; all hypotheses tested by the trial; the medical condition or

conditions being studied: and outcomes that were evaluated:

(3) the dates during which the trial took place; and

(4) information concerning the results and outcomes of the clinical trial, which shall

include, but not be limited to, potential or actual adverse effects of the drug, including

the frequency, severity, and nature of adverse events for any trial participant and the

numbers of participants who discontinued participation in the trial and the reasons for

their discontinuance.

Subd. 2. Application. The disclosure requirement in subdivision 1 shall apply

to all clinical trials completed or terminated on or after January 1, 1990, including any

clinical trials completed after a prescription drug has been approved for sale by the federal

Food and Drug Administration.

Sec. 3. 2
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Subd. 3. Information to be posted. The information required to be disclosed under

subdivision 1 shall be posted on the publicly accessible Internet Web site of the federal

National Institutes of Health or another publicly accessible Web site. In order to satisfy

the requirements of this subdivision, the publicly accessible Web site and manner of

posting must be acceptable to the commissioner and shall be a free, nonsubscription

Web site that clearly indicates the location and instructions for downloading the files or

information submitted under subdivision 1.

Subd. 4. Disclosure of terminated trials. Disclosure of clinical trials under

subdivision 1 shall include clinical trials that the ménufacturer, or an entity on its behalf,

initiated but terminated prior to completion. For these trials, the manufacturer shall

include an explanation for the termination of the trial, including, but not limited to,

potential or actual adverse effects of the drug, including the frequency, severity, and nature .

of adverse events for any trial participant and numbers of participants who discontinued

participation in the trial and the reasons for their discontinuance.

Sec. 4. [144.6604] FEES.

Beginning January 1, 2007, each manufacturer of prescription drugs that are

provided to state residents through the medical assistance program shall pay a fee of -

$1.000 per calendar year to the commissioner. Fees collected under this section are

appropriated to the commissioner to cover the cost of overseeing implementation of

sections 144.6602 to 144.6605, including, but not limited to, maintaining links to publicly

accessible Web sites to which manufacturers are posting clinical trial information under

section 144.6603, and other relevant sites.

Sec. 5. [144.6605] COMPLIANCE DATES.

A manufacturer shall post the information required by section 144.6603 as follows:

(1) for a drug that has been approved for sale by the Food and Drug Administration,

within 90 days after the completion or termination of the clinical trial, or within 90 days

after the effective date of sections 144.6602 to 144.6605, whichever is later; or

(2) in the case of a clinical trial performed prior to approval for sale by the Food

and Drug Administration, within 60 days after the date of approval for sale by the Food

and Drug Administration, or within 90 days after the effective date of sections 144.6602

to 144.6605, whichever is later.

Sec. 5. : 3




‘Fiscal Note — 2005-06 Session Fiscal Impact Yes | No
Lo
Bill #: S3342-1A Complete Date: 04/10/06 f;i: }’g
Chief Author: HOTTINGER, JOHN Fee/Departmental Earnings X
Title: PATIENT SAFETY & DRUG REVIEW TRANSP Tax Revenue X
Agency Name: Health Dept
This table reflects fiscal impact to state gcvernment. Local government impact is reflected in the narrative only. -
Dollars (in thousands) FY05 FY06 FYQ07 FYo08 " FY09
Expenditures
-- No Impact --
Less Agency Can Absorb
-- No Impact --
Net Expenditures
-- No Impact --
Revenues
-- No Impact --
Net Cost <Savings>
-- No Impact --
Total Cost <Savings> to the State
FYQ05 . FYO06 FYQ7 FY08 FYQ9
Full Time Equivalents
-- No Impact --
Total FTE
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Bill Description
Disclosure of clinical trails by prescription manufacturers shall be linked on the MDH website.

Assumptions

Clinical manufacturers will need to provide MDH with the information required in this bill to enable web links to be
posted and maintained. .

Expenditure and/or Revenue Formula
There is no fiscal impact to the department.
Long-Terml Fiscal Considerations
None

References/Sources

David Giese, Division Director
Compliance Monitoring Division
651-201-3700

Agency Contact Name: David Giese (651-201-3700)
FN Coord Signature: MARGARET KELLY
Date: 03/31/06 Phone: 201-5812

EBO Commentis

To the extent the federal government posts clinical trial information on their website, the Department will provide
links on their own website for this information. Revenue for the $1000 per manufacturer fee isn't noted because
of uncertainty in the number of manufacturers and trials that happen during any given year.

EBO Signature: CRAIG WIEBER
Date: 04/10/06 Phone: 282-5065



SENATEE SA SS3342DIV

1.1 To: Senator Cohen, Chair
12 Committee on Finance
1.3 Senator Berglin,

14 Chair of the Health and Human Services Budget Division, to which was referred
1.5 S.F. No. 3342: A bill for an act relating to health; establishing the Patient Safety
1.6 and Drug Review Transparency Act; requiring disclosure of clinical trials of prescription
1.7 drugs; assessing fees; proposing coding for new law in Minnesota Statutes, chapter 144.
1.8 Reports the same back with the recommendation that the bill do pass and be referred
1.9 to the full committee.
1.10
1.11
") ADTil 10, 2006 ....ocveereerreeeeeneeeeeeeeeeseseeesennne

1.13 (Date of Division recommendation)
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HEALTH AND HUMAN SERVICES BUDGET
NET FISCAL IMPACT OF PROPOSALS

2006 Senate Health and Human Services Supplemental Budget:i.xlg

Prepared by David Godfrey, Senate Counsel, Research and Fiscal Analysis

4/10/2006, 12:54 PM

| Trkg. | Page Bifl GOVERNGOR'S RECOMMENDATION SENATE
Line [Numbe) Reference Fund_| BACT| IDESCRIPTION FY 2006 FY 2007| FY 06-07 FY 2008 FY 2009, FY 08-09 FY 2006 FY 2007 FY 06-07 FY 2008 FY 2009| FY 08-09
|
NET FISCAL IMPACT: DIRECT APPROPRIATIONS +/- NON-DEDICATED REVENUE
Nate: |ncreastles in non-dedicated revenues are shown as negatives in this tracking
1
2 TOTAL - ALL AGENCIES 38,073 86,317 124,330 102,331 87,970 190,301 30,379 108,089 138,468 167,459 179,147 346,606
3 GF General Fund 37,059 49,644 86,703 59,899 50,623 110,522 29,865 50,009 79,874 104,348 104,057 208,405
4 SGSR State Government Special Revenue Fund 514 122 636 117 17 234 514 122 636 17 117 234
5 HCAF Health Care Access Fund 500 26,484 26,984 32,248 27,163 59,411 0 37,933 37,933 56,937 69,216 126,153
8 TANF Federal TANF 0 10,067 10,067 10,067 10,067 20,134 0 19,125 19,126 6,057 5,757 11,814
7 LOTT Lottery Prize Fund 0 0 0 0 0 0 0 1] 0 0 0 0
8 OTH Other Funds 0 0 0 0 0 0 [ 0 0 0 0 0
9 DED Statutory Funds 0 0 0 0 0 [ 0 800 900 0 0 0
10 N
11
1 OTHER BILLS
12 MEDICARE P?\RT D: PAYER OF LAST RESORT 570 0 570 0 0 0 570 0 570 0 0 0
19
20 HCAF FUND BALANCE
21 February 2005 Forecast 116,270 121,931 133,025 175,804 116,270 121,931 133,025 175,804
22 Investment income change (cumulative, per DOF}) (8) (708) (3,110) (7,251) 0 (2,553) (5,693) (11,716)
23 Non DHS Proposals (cumulative) (60) (563,320) (74,320) (95,320) 0 (9,414) (9,707) (10,000)
24 DHS Proposals (cumulative) (500) (4,984) (25,732)| - (41,395) 0 (28,519) (85,163)| (154,086)
25 Ending Balance 115,704 62,919 29,863 31,838 116,270 81,445 32,462 2
26
27 FEDERAL TANF BALANCE
28 February 2005 Forecast 72,649 27,595 29,912 30,939 72,649 27,595 29,912 30,939
29 Proposals_(cumulative) 0 (10,067) (20,134) (30,201) 0 (19,125) (25,182) (30,939)
30 Ending Balance 72,649 17,528 9,778 738 72,649 8,470 4,730 0
31
32
33 B
34 DEPARTMENT OF HUMAN SERVICES 34,729 59,599 94,328 82,173 67,812 149,985 27,035 91,447 118,482 154,961 166,649 321,610
35 GF General Fund 34,229 45,048 79,277 51,358 42,082 93,440 27,035 42,903 69,938 92,260 91,969 184,229
36 SGSR ‘State Government Special Revenue Fund 0 0 0 ] 0 [ 0 0 o 0 0 0
37 HCAF ) Heaith Care Access Fund 500 4,484 . 4,984 20,748 15,663 36,411 0 28,519 28,519 56,644 68,923 125,567
38 TANF Federal TANF 1] 10,087 10,067 10,067 10,067 20,134 o 19,1256 19,126 6,057 5,757 11,814
39 LOTT Lottery Prize Fund o 0 0 [ 1] [ 0 4] 0 Q o 0
40 OTH Other Funds o ] 0 0 0 0 0 0 0 Q 0 0
a1 DED Other Funds 0 0 0 0 0 0 o 900 900 (4] 0 0
42
43 DEPARTMENT OF HEALTH 0 26,596 29,426 20,041 20,041 40,082 2,830 16,520 19,350 12,381 12,381 24,762
44 GF General Fund 0 0 [t] Q 0 ] 0 2,510 2,510 3,547 3,647 7,094
45 SGSR State Government Special Revenue Fund [ 0 [ [ 0 4] 0 0 0 0 0 0
46 HCAF Heaith Care Access Fund 0 22,000 22,000 11,500 11,500 23,000 0 9,414 9,414 293 293 586
47 TANF Federal TANF 0 0 0 0 0 0 0 (4] 0 [ Q 0
48 OTH Other Funds 0 [{] 0 0 0 [¢] 0 [} 0 0 0 0
49
50 VETERANS NURSING HOMES BOARD 2,830 4,696 7,426 8,641 8,541 17,082 2,830 4,596 7,428 8,541 8,541 17,082
51 GF General Fund 2,830 4,596 7,426 8,541 8,541 17,082 2,830 4,596 7426 8,541 8,541 17,082
52 OTH Other Funds 0 0 o 0 0 0 0 0 0 0 0 0
53
54 HEALTH RELATED BOARDS 514 72 586 67 67 134 514 72 586 67 67 134
55 GF General Fund 0 0 4] 0 0 0 [ Q 1] 0 o 0
56 SGSR State Government Special Revenue Fund 514 72 586 67 87 134 514 72 586 67 67 134
57 HCAF Health Care Access Fund 4] 0 0 0 i) 0 [ 0 0 0 0 0
58 OTH Other Funds 0 0 o 0 [ 0 0 0 0 0 0 0
59
60 EMERGENCY MEDICAL SERVICES BOARD [ 50 50 50 50 100 0 50 50 50 50 100
61 GF General Fund 0 Q 0 0 g 0 0 0 0 [ 0 0
62 SGSR State Special Revenue Fund ] 50 50 50 50 100 Q 50 50 50 - 50 100
63 OTH Other Funds 0 [ 0 0 0 1] 0 ] o o [¢] 0
64
65 COUNCIL ON DISABILITY 0 0 0 0 0 0 0 0 0 0 0 0
66 GF General Fund 0 Q 0 g 0 4] ] 0 [} 0 0 0
87 OTH Other Funds 0 Q 0 4] 0 0 0 0 [ 0 ] 0
68 )
69 OMBUDSMAN FOR MENTAL HEALTH AND MENTAL RETARDATION 0 0 0 0 0 0 0 0 0 0 0 0
70 GF General Fund 0 0 0 0 0 0 0 0 0 0 0 0
X4 OTH Other Funds 0 0 0 [ 0 0 0 0 0 0 0 [}
72
73 OMBUDSMAN FOR FAMILIES 1] [ 0 0 0 0 0 0 0 0 0 0
74 ¢ | I General Fund 0 0 0 0 0 4] 3 1] 0 ] 0 0
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Trkg. | Page Bill | GOVERNOR'S RECOMMENDATION SENATE
Line JNumbe|  Reference Fund_| BACT | |DESCRIPTION FY 2006] FY 2007] FYO06-07] FY 2008] FY 2009 FY 08-09 FY 2006] FY 2007] FY06-07] FY 2008] FY 2009] FY 08-09
75 loTH Other Funds ol 0 0 0 o 0 a| o 0 o o] 0
76
77 DEPARTMENT OF HUMAN SERVICES
78 [ []
79 |
80 1|SF 3290 MENTAL HEALTH SYSTEM TRANSFORMATION 0 3,366 3,366 24,032 22,196 46,228 0 2,866 2,866 24,032 22,196 46,228
£
81 GF TOTAL 0 0 0 o [ 0 0 1,373 1,373 17,688 13,794 31,482
. 8 HCAF TOTAL [ 3,366 3,366 24,032 22,198 46,228 [} 1,493 1,493 8,344 8,402 14,746
83 GF| 43 GAMC MH madel benefit set 0 2,728 2,728 5,516 6,806 12,322 0 2,728 2,728 5,516 6,806 12,322
84 GF| 74 Adult Mental Health Grants - Offset Model Benefit ) (3,588) (3.588) ~(8,738) (10,452) (19,190) 0 (3,588) (3,588) (8.738) (10,452) (19,190)
85 GF| 27 CCSG Model Benefit Set & Move FFS to PPHP 0 0 0 [ (2,849) (2,849) [} 0 0 0 (2,849) (2,849)
8 GF| 41 MA F&C MH Model Benefit Set & Move FFS to PPHP 0 [} 0 4,459 - 8,024 12,483 [ ] 0 4,459 8,024 12,483
87 GF| 42 MA E&D MH Mode! Benefit Set & move FFS to PPHP 0 0 [} 4,969 6,597 11,566 0 0 0 4,969 6,597 11,566
88 GF| 42 Eliminate Transfer MA Basic Health Care E&D -TCM 0 [ 0 (4,240 (13,356) (17,596), 0 9 0 (4,240) (13,356) (17.598)f.
89 GF| 43 GAMC grants Mode! Benefit Set & Move FFS to PPHP. 0 0 0 1,135 2,181 3,316 0 0 0 1,135 2,181 3,316
90 GF| 74 Adult Mental Health Mode! Benefit Set & Move FFS to PPHP 0 o 0 (2,236) (5,672) (7.908) 0 ) 0 (2.236) (5.672) (7,908))
91 GF| 50 HC Administration Model Benefit Set & Move FFS to PPHP 0 50 50 339 309 648 0 50 50 339 309 648
92 GF| 51 HC O ions for HC purchasing Model Benefit Set & Move FFS to PPHP 0 10 10 0 0 0 0 10 10 0 0 0
93 GF| 85 CC Admin for HC p Model Benefit Set & Move FFS to PPHP 0 122 122 136 86 222 0 122 122 136 86 222
94 GF| REV1| |A ive FFP [ (73) (73) (190) (158) (348) ) (73) (73) (190) (158) (348)
95 GF| 85 Mental Health Service 0 198 198 238 102 340 0 198 198 238 102 340
96 - GF| REV1 i ive FFP 0 (79) (79) {95) (41) (136). 0 {79) (79) (95) (41) (136)
97 GF| 26 Children's Services Grants - MH Crisis services infrastructure 0 375 375 1,500 2,750 4,250 0 243 243 1,237 2,487 3,724
98 GF| 74 Adult Mental Health - MH Crisis services infrastructure 0 875 875 3,500 4,500 8,000 0 743 743 3,236 4,236 7472
99 GF| 85 Continuing Care Admin MH Service tracking ) 250 250 86 86 172 0 250 250 86 86 172
100 GF | REV1 FFP MH Service tracking 0 (100) (100) (34) (34) (68) [} (100) (100) (34) (34) (68)
101 GF| 26 Chitdren's Services Grants - MH school based i 0 1,740 1,740 6,960 8,700 15,660 0 1,740 1,740 6,960 8,700 15,660
102 GF| 26 Children's Services Grants - Support evidence based practices 0 250 250 1,000 1,400 2,400 0 125 125 1,000 1,400 2,400
103 GF) 74 Adult MH - Support evidence based praclices 0 250 250 1,250 1,500 2,750 0 125 125 1,250 1,500 2,750
104 GF| 41 MA Basic Health Care F&C - Address workforce shortages 0 0 ] 873 1,048 1,921 0 0 0 873 1,048 1,921
108 GF| 42 MA Basic Health Care E&D - Address h [ 0 0 1,814 2,177 3,991 0 0 1] 1,814 2,177 3,991
106 GF| 43 GAMC Grants - Address 0 0 0 307 368 675 [} 0 a 307 368 675
107 - GF{ 26 Children's Service Grants - Cultural specific & specialty treatment-effective 4/01/07 [ 250 ) 250 1,000 1,250 2,250 0 125 125 1,000 1,250 2,250
108 GF} 74 Adult MH - Cultural specific & specialty treatment - effective 4/01/07 0 250 250 1,000 1,250 2,250 [ 125 125 1,000 1,250 2,250
109 GF| REV2| [County Share- State Operated ity based hospitals 0 {1,635) (1,635) (3,269) (3,269) (6,538) 0 (1,371) (1,371) (2,742) (2,742) (5,484)
110 GF| REV2| |RCAF transfer from GF 0 (1,873) (1,873) (17,280) (13,303) (30,583)| 0 [ [} 0 ) 0
111 HCAF| 40 MNCARE MH model benefit set 0 1,493 1,493 4,764 5,491 10,255 [} 1,493 1,493 4,764 5,491 10,255
112 HCAF |- 40 MNCARE Grants Model Benefit Set & Move FFS to PPHP 0 [ 0 1,580 2,911 4,491 0 0 0 1,580 2,911 4,491
113 HCAF] 40 i Care Grants - Address workforce shortages 0 0 0 408 491 899 0 4] [ 0 0 0
114 GF| 40 Care Grants - Address ) 0 0 0 0 1] 0 0 0 408 491 899
::: HCAF| REV2 | |HCAF transfer to GF [ 1,873 1,873 17,280 13,303 30,583 0 0 0 [ 0 [}
17
18] 11|GOV S0OS MINNESOTA SECURITY HOSPITAL (MSH) OPERATING SHORTFALL 12,874 18,129 31,003 20,521 20,544 41,065 12,874 18,129 31,003 20,521 20,544 41,065
119 RELATED TO GROWTH IN COMMITMENTS OF MENTALLY ILL AND DANGEROUS -
:;‘1’ e S;TOTA'[- . 12,874 18,120 31,003 20,521 20,544 41,065 12,074 18,120 31,003 20,521 20,544 41,065
= AW Zm:cr:;o:l:_ ;esr; cses -IcnSF : :evvwes and new beds 13,869 19,707 33,576 22,365 22,390 44,755 13,869 19,707 33,576 22,365 22,390 44,755
= ervice Fees i (995) (1,578) (2,573) (1,844) (1,846) (3,690) (995) (1,578) (2,573) (1,844) (1,846) (3,690)
124 T
125 .
18] _15|GOV SOS MIN i
NESOTA SEX OFFENDER PROGRAM (MSOP) OPERATING SHORTFALL 13,855 19,819 33,674 25,463 16,252 41,715 13,855 19,819 33,674 25,463 16,252 41,715
127 RELATED TO GROWTH IN COMMITMENTS .
128 GF TOTAL
13,855 9,819
129 GF| 80 SOS Approp services - MSOP 10,932 : B o e 715 13995 19,810 33,674 26,469 16,252 41,715
12 i X 15,494 26,426 19,456 22,559 42,015 10,932 16,494 26,426 19,456 22,559 0
GF| 8o SOS Approp services - cost of DOC Inmate Lease Space 1,708 5,874 7,580 7,953 2,680 10,633 3 ; * 1 2,018
131 GF| 80| [SOS Approp services - MSOP K bullding savings — = = = T - 1,706 5,874 7,580 7,853 2,680 10,633
1:; GF| 90 | |SOS Approp services - Moose Lake DOC Site . 2,310 [} 2310 0 e o) (7'473) 2 313 0 3 5 S 249
GF| REV2 | |SOS Collections - 10 % couny share X Y : 0 2,310 0 0 0
134 (1,093) (1,549) (2,642) (1,946) _ (1,508) (3,454) (1.093) {1.549) (2,642) (1,946) (1,508) (3.454)
135
136
137]_19|GOV SOS MANAGEMENT OF GROWTH IN MINNESOTA EXTENDED - 667 | 1,350 | 2,017 | 1,137 | 1,437 | 2,274| 667 871 | 1,638 521 521 | 1,042
138 TREATMENT OPTIONS (METO) : ! * : * *
139 GF TOTAL -
887 1,350 2,017 :
140 GF| 90 SOS a services - crisis services and new beds 1,753 5 . 143 1437 2,274 ge7 LA 1,638 521 521 1'042
a0 pprop X § 3,563 5,306 3,553 3,553 7,106 1,753 3,563 5,306 3,553 3
GF| REV2| |SOS Collections - CSS Service Fees (1,086 (2.203] 3289 2416 d A 5 3,55 7,108
2 A 2 (3,289) (2,416) (2,416) (4,832) (1,086) (2,682) (3,768) (3,032) (3,032 {6,064)]
143
144
15| 21{GOV SOS SALARY DEFICIT
126 GF TOTAL 6,833 | 10,274 | 17,107 | 10,274 | 10,274 | 20,548 (] 0 0 0 0 0
147 GF{ 80 SOS salary supplement - GF 5,833 10274 17,107 10,274 10,274 20,548 L] 0 0 o 0 0
::a oF | REVZ | |S0S Collech 6.832 1( :.3?5 18,818 11,985 11,985 23,970 ) [ [ 0 0 [
s L711) (1.711), 1,711 1,711
18 - {1.711) ( ) (3,422)] ) 0 ) 0 o o
1
I I ! [ |
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HEALTH AND HUMAN SERVICES BUDGET

2006 Senate Health and Human Services Supplemental Budget3.xls
»  NET FISCAL IMPACT OF PROPOSALS - k

Trkg. | Page Bill GOVERNOR'S RECOMMENDATION SENATE
Line |Numbel  Reference Fund | BACT| |DESCRIPTION : FY2006] FY2007| FYO06-07| FY2008| FY2009| FY08-09 FY 2006 FY 2007, FY 06-07 FY 2008 FY 2009, FY 08-09
151 R
152 22|GOV . |STUDY ON EPIDEMIOLOGY OF CHILDREN & JUVENILES 0 200 200 0] 0 0 0 0 0 0 0 0
153 AT RISK OF BECOMING PREDATORY SEX OFFENDERS
154 GF TOTAL 0 200 200 0 0 0 0 0 0 0 0 0
155 GF| 9% SOS approp d services 0 200 200 0 0 0 0 0 0 0 0 0
156
157
158
159] 24|GOV FEDERAL DEFICIT REDUCTION ACT REQUIREMENTS FOR HEALTH CARE 0 (170) (170)| (3,135)! (3,832)] (6,967) 0 (661) (661) (3,258) (3,955) (7,213)
160 INCLUDES LTC PARTNERSHIP (SF 2898) )
161 GF TOTAL 0 1,202) (1,202) (3.516) {4,213) {7,729) ) {1,202) {1,202) (3,516) (4,213) (7,729)
162 HCAF TOTAL [} 1,032 1,032 381 381 762 0 541 541 258 258 516
163 GF| 3 Children and i Cperations 0 [ 8 [ 0 [ [ 8 8 0 0 0
164 GF| 42 MA E&D Home equity limit 0 (325) (325) (325) (325) (650) [ (325) (325) __(325) (325) (650)
165 GF| 50 Health Care Administration 0 1,203 1,203 1,184 637 1.821 0 1,203 1,203 1,184 637 1,821
166 GF| 51 HC Operati 0 28 28 24 94 118 0 28 28 24 94 118
167 GF| 72 MA LTC Facilities 0 (1,276) (1,276) (2,937) (3,201) (6,138) [ {1,276) (1,276) (2,937) (3,201) (6,138)
168 GF| 73 MA LTC Waivers 0 (415) (415) (1,038) (1,213) (2,251) 0 (415) (415)} _~ (1,038) (1,213) (2,251)
169 GF| 85 Cont Care Mar 0 93 93 83 83 166 o 93 93 83 83 166
170 GF| REV1 i FFP 0 (518) (518) (507) (288) (795) 0 (518) (518) (507) (288) (795)
171 HCAF| 51 Health Care Operations - Excludes GAMC or MNCare Adults without Children [ 1,720 1,720 635 635 1,270 0 574 574 258 258 516
172 HCAF| REV1| |Administrative FFP 0 (688) (688) (254) (254) (508) 0 (33)] - (33) 0 0 o
173
174
175
176] 31|GOV MANDATORY ASSET VERIFICATION FOR GAMC AND MINNESOTA CARE 0 9 9 (2,626) (5,211)| (7,737) 0 0 0 (] 0 0
177 GF TOTAL - 0 0 0 (493) (1,052) (1,545) 0 0 0 0 0 0
178 HCAF TOTAL [ 9 9 (2,033) (4,159) (6,192) 0 0 0 [ 0 0
179 GF| 43 GAMC Asset 0 0 0 (493) (1,052) (1,545) 0 0 0 0 0 0
180 HCAF| 40 Mi are asset verification [ 0 0 (2,033) (4,159) (6,192) 0 0 0 0 0 )
181 HCAF| 51 MMIS - health match 0 9 9 0 0 0 0 0 0 0 o 0
182
183
184
185| 33|GOV EXEMPT CERTAIN GAMC GROUPS FROM SHIFT TO MINNESOTA CARE 0 309 309 695 787 1,482 0 309 309 695 787 1,482
186 GF TOTAL [ 2,119 2,119 5,740 8,371 12,111 0 2,119 2,119 5,740 8,371 12,111
187 HCAF TOTAL 0 (1,810} {1,810) (5,045) (5,584) (10,629) 0 (1,810) (1,810) (5,045) (5.584) (10,629)
188 GF| 43 GAMC Grants 0 2,108 2,108 5,740 6,371 12,111 [ 2,108 2,108 5,740 6,371 12,111
189 GF| 36 Children & Assistance O ] 1 . 11 )] [ 0 0 11 1 4] 0 0
190 HCAF| 40 Minnesota Care Grants [ (1,810) (1,810) (5.045) (5,584) (10,629)| 0 (1,810) (1,810) (5,045) (5.584) (10,629)
191
192
193 SF 2725 ELIMINATE ADD-BACK OF DEPRECIATION FOR FARM SELF-EMPLOYED INCOME 0 0 0 0 0 0 0 0 0 1,056 1,084 2,140
194 |GF TOTAL 0 [ 0 0 [ 0 0 0 0 0 [ 0
195 [HCAF TOTAL 0 0 0 [} 0 0 0 0 0 1,058 1,084 2,140
196 HCAF| 40 }M\esma Care Grants - effective 7/01/07 0 Q 0 [ 0 0 0 1] [ 1,056 1,084 2,140
197 ;
198 |
199 SF 2725 ELIMINATE MINNESOTACARE LIMITED BENEFIT SET -0 0 0 0 0 0 0 0 0 7,152 7,883 15,035
200 GF TOTAL 0 0 0 0 0 0 0 0 0 0 0 0
201 HCAF TOTAL 0 0 0 0 0 0 0 [ . 0 7,152 7,883 15,035
202 HCAF| 40 i Care Grants - effective 7/01/07 [ 0 0 0 0 0 [ [ [\ 7,428 8,060 15,488
203 HCAF| 40 with Mental Health benefit set expansion [ 0 0 ) 0 ) 0 0 0 (162) (160) (322)|
204 HCAF| 40 Savings in day treatment and partial hospitalization MNCare pay ] [ 0 0 1] ] 0 0 0 (114) (7 {131)
205 -
206
207 SF 2725 MINNESOTACARE OPTION FOR SMALL EMPLOYERS 0 0 0 0 0 0 0 677 677 154 3,621 3,775
208 GF TOTAL - [3 [) 0 [ [ 0 0 [) 0 0 0 0
209 HCAF TOTAL [) 0 ] [) [) 0 0 [14d 677 184 3621 3,778
210 HCAF| 40 i Care Grants - effective 7/01/08 0 0 0 0 0 Q ] 0 [1] 0 3,300 3,300
211 HCAF| 50 MinnesotaCare Grants - Administration and Actuary Costs 1] 0 0 0 0 0 ] 116 118 256 535 791
212 HCAF| REV1 | |Administrative ffp '] 9 0 0 L) 0 [ (46) (46) __(102) (214) {316)
213 HCAF| 51 MMIS 0 [ [ 0 [ [} 0 507 507 [ 0 0
214
215
216 SF 2725 MMIS SYSTEMS USER SUPPORT FOR PDDP/SMALL EMPLOYER PROGRAM 0 ] 0 0 0 0 0 52 52 97 | - 143 240
217 . GF TOTAL ) [ 0 0 0 0 [ 0 0 0 0 0
218 HCAF TOTAL [ [ 0 0 [ 0 [ 52 52 o7 143 240
219 HCAF| 51 MMIS 0 0 0 0 [ 0 0 86 86 162 238 400
220 HCAF | REV1| |Adm ive fip 0 0 0 [} 0 o o (34) (34) (65) (95) 160y
221
222
223 SF 2725 E} "INATE 8% PREMIUM INCREASE FOR MINNESOTACARE 0 0 0 0 0 0 0 1,198 1,198 2,141 2,145 4,286
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Trkg. | Page Bill GOVERNOR'S RECOMMENDATION SENATE

Line |Numbe Reference Fund | BACT| |DESCRIPTION FY 2006 FY 2007, FYO06-07 FY2008] FY2009] FYO08-09] FY2006] FY2007| FY08-07 FY 2008] FY 2003| FY 08-09
224 | |GF TOTAL 0 0 0 0 0 0 [ [) . 0 [) 0 0
225 HCAF TOTAL 0 [ 0 0 0 0 [) 1,198 1,198 2,141 2,145 4,286
226 HCAF| 40 Minnesota Care Grants - effective 7/01/07 0 0 0 0 0 0 [ 1,198 1,198 2,141 2,145 4,286
227
228
229 '|SF 2477 WAIVE MINNESOTACARE PREMIUMS FOR MILITARY MEMBERS AND FAMILIES 0 0 0 0 0 0 0 0 0 1,298 1,417 2,715
230 GF TOTAL 0 0 0 0 0 0 [) [} [ 0 0 0
231 HCAF TOTAL [ 0 0 0 0 0 0 0 0 1,298 1417 2,715
232 HCAF| 40 i Care Grants - effective 7/01/07 [ 0 0 0 0 0 0 0 0 1,274 1,396 2,670
233 HCAF| 50 M are Grants - i 0 [ [ [ [ 0 0 0 [} 40 35 75
234 HCAF| REV1 | |Administrative FFP 0 0 [ 0 [ o [ 0 0 (16) (14) (30)
235 -
236
237 SF 2725 EXPAND MINNESOTACARE ELIGIBILITY FOR ADULTS W/OUT KIDS TO 200% FPG 0 0 0 0 0 0 0 73 73 3,699 11,915 15,514
238 GF TOTAL 0 0 0 0 [) 0 [ 0 0 0 0 0
239 _ HCAF TOTAL 0 [ 0 0 [} 0 [ 73 73 3,599 11,815 15,514
240 HCAF| 40 Minnesota Care Granls - effective 7/01/07 0 0 0 0 0 0 0 0 [ 3,551 11,772 15,323
241 HCAF| 40 i are Grants - with of MH benefit set 0 0 0 0 0 0 0 0 0 48 143 '191
242 HCAF| 51 MMIS - 200% eligibility exp and increase inpatient hospital cap 0 0 0 0 0 0 0 73 73 0 0 0
243
244
245 SF 2725 INCREASE MINNESOTACARE INPATIENT HOSP. CAP FROM $10,000 TO $20,000 0 0 0 0 0 0 0 0 0 3,711 3,844 7,555
246 GF TOTAL 0 [ 0 0 [) 0 0 0 0 [ 0 0
247 HCAF TOTAL [) [ 0 0 0 0 0 0 0 3711 3,844 7,555
248 HCAF| 40 A Care Grants - effective 7/01/07 0 0 0 0 0 0 0 [ 0 3,711 3,844 7,555
249
250,
251 SF 2725 ELIMINATE DENTAL COPAYS FOR ADULTS W/OUT KIDS AND PARENTS <175% 0 0 0 0 0 0 0 0 0 3,874 4,044 7,918
252 GF TOTAL 0 0 0 0 0 0 0 0 0 0 0 0
253 HCAF TOTAL [] [) 0 0 0 0 0 0 [ 3,874 4,044 7,918
254 HCAF| 40 Minnesota Care Grants - Aduits w/out children, effective 7/01/07 0 0 0 0 4] 0 [ 0 )] 2,957 3,238 6,195
255 HCAF| 40 Care Grants - Parents <175% fpg, effective 7/01/07 [)] 0 0 0 0 0 0 0 0 917 806 1,723
256
257 .
258 SF 2725 TWO MONTH HEALTHMATCH DELAY FOR CERTAIN SF 2725 PROVISIONS 0 0 0 0 0 0 0 929 929 (62) (31) (93)
259 GF TOTAL [ [) 0 ) 0 0 0 [ 0 (7,702) (4214)]  (11,916)
260 HCAF TOTAL 0 0 0 0 0 0 0 929 929 7,640 4,183 11,823
261 HCAF| 40 i Care Granls - MinnesotaCare Shift to MA 0 0 0 0 o 0 0 [] 0 7,640 4,183 11,823
262 GF| 41 MA Basic Health Care: F&C - are Shift to MA 0 [ 0 0 0 0 0 0 0 (7,702) (4,214) (11,916)
263 HCAF| 51 Health Care Operations - F in/sy cost 0 ) 0 0 [ 929 929 0 [ 0
264

265 i

266 SF 2725 ELIMINATE MINNESOTA INSURANCE BARRIERS FOR CHILDREN ABOVE 150% FP 0 0 0| 0 0 0 0 0 0 6 961 967
267 GF TOTAL 0 [ 0 0 0 0 0 0 0 0 0 0
268 HCAF TOTAL 0 [) [] 0 0 0 0 0 0 ] 961 967
269 HCAF| 40 Care Grants - effective 1/01/09 0 [ 0 0 0 0 0 0 0 0 919 919
270 HCAF| §0 Health Care Administration [ 0 0 0 0 0 0 0 0 0 70 70
271 HCAF| REV1| |Admi ive ffp 0 0 0 0 0 0 0 [ 0 0 (28) ~ (28)
272 HCAF| &1 Health Care Operations - systems costs 0 [ 0 0 [ 0 [ [ 0 6 ) 6
273
274
275 SF 3016 PERMIT MINNESOTACARE ELIGIBILITY FOR UNDOCUMENTED CHILDREN 0 0 0 0 0 0 0 0 0 17 1,438 1,455
276 GF TOTAL 0 0 0 0 ) 0 0 0 0 [ 0 0
217 HCAF TOTAL 0 [ 0 [ 0 0 0 0 0 17 1,438 1,455
278 HCAF| 40 Care Grants - effective 1/01/09 [ [ [) 0 [ 0 0 0 0 0 1,438 1,438
279 HCAF| 51 MMIS ) 0 [ 0 [ 0 0 0 0 6 0 L
280 HCAF| 51 HealthMatch Cost 0 0 0 0 0 0 0 0 [ 1 o hil
281 :

282

283 SF 2725 COVER MEDICARE COPAYMENTS FOR DUAL ELIGIBLES 0 0 0 0 0 0 0 11,467 11,467 11,931 12,287 24,218
284 GF TOTAL 0 0 0 [ 0 0 0 0 0 0 ~ 0 0
285 HCAF TOTAL [) 0 [] [ 0 0 0 11,467 11,467 | 11,931 | — 12,267 24,218
286 HCAF| 45 Other Health Care Grants [ 0 0 [ 0 0 0 11,420 11,420 11,909 12,265 24,174
287 HCAF| 51 MMIS [ 0 ] [ 0 0 [ 22 22 0 0 0
288 HCAF| 50 Administration 0 0 0 0 0 0 [ 41 41 36 36 72
289 HCAF| REV1 | |Administrative ffp 0 0 [ 0 [} [ 0 (16) (16) (14) (14) (28)
290

291 .

292 SF 2725 REINSTATE MINNESOTACARE OUTREACH GRANTS 0 0 0 0 0 0 0 846 846 846 846 1,692
293 GF TOTAL 0 0 [] [) [ 0 0 0 0 0 0 0
294 HCAF TOTAL 0 0 0 0 0 0 0 848 846 846 848 1,692
295 HCAF| 45 Other Health Care Grants - Outreach Grants 0 0 0 0 0 [ [ 750 750 750 750 1,500
298 .HCAF| 50 A i 0 0 0 [ 0 0 0 160 160 160 160 320
297 HCAF| REV1 | |Administrative FFP [) 0 0 0 [ 0 0 (64) (64) (64) (64) (128)|
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298
299
300 SF 2725 RESTORE CRITICAL ACCESS DENTAL PAYMENTS 0 0 0 0 0 0 0 3,610 3,610 6,687 7,878 14,565
301 GF TOTAL [) [] 0 [ [ [ [ [} 0 6,887 7,878 14,565
302 HCAF TOTAL 0 0 0 [ 0 0 0 3,810 3,610 [ [ 0
303 HCAF| 45 Appropriation for Critical Access Dental Payments 0 0 0 4] 0 0 0 3,632 3,532 4] 0 1]
304 GF| 45 Approprialion for Critical Access Dental Payments 1] 0 0 [} 0 0 0 4 0 6,687 7,878 14,565
305 HCAF! 51 MMIS systems costs 0 0 0 0 0 0 0 53 53 ] 0 0
306 HCAF! 50 Actuarial costs for Critical Dental Payments 0 0 0 [] 0 [} 0 25 25 0 0 0
307
308
309 SF 2725 CRITICAL ACCESS DENTAL GRANTS FOR FQHC/SAFETY NET CLINICS 0 0 0 0 0 0 0 300 300 300 300 600
310 GF TOTAL [ [ 0 0 ] 0 [ [ 0 [ ) 0
31 HCAF TOTAL ) [ 0 [ [ 0 0 300 300 - 300 300 600
312 HCAF| 45 Approp for Critical Access Dental Grants to Safety Net Clinies 0 0 0 4] 0 0 0 300 300 300 300 600
313
314
315 SF 2725 HEALTHCARE GRANTS TO FQHC/SAFETY NET CLINICS 0 0 0 0 0 0 0 1,500 1,500 1,500 1,600 3,000
316 GF TOTAL [] [} 0 [ [ 0 [ [ 0 [ [} 0
317 HCAF TOTAL [) 0 0 [) [ 0 0 1,500 1,500 1,500 1,500 3,000
318 HCAF| 45 pprop for Disease Management, Information Tech and Disparities Grants 0 ] 0 0 ] [ 0 1,200 1,200 1,200 1,200 2,400
319 HCAF| 45 pprop! for Coordinated Safety Net Care Network Pilot Project 0 0 0 4] 1] 0 0 300 300 300 300 600
320
321
322 SF 2725 PROVIDER RATE INCREASE THROUGH MINNESOTACARE - 2.049% EFF. FY 07 0 0 0 0 0 0 0 7,320 7,320 7,320 7,320 14,640
323 GF TOTAL 0 0 0 [ 0 0 0 [ 0 [) 0 0
324 HCAF TOTAL 0 0 0 ) 0 0 0 7,320 7,320 7,320 7,320 14,640
325 HCAF| 40 MinnesotaCare Grants 0 0 0 [ 0 ] [ 7,320 7,320 7,320 7,320 14,640
326 |
327
328 35|GOV PAY-FOR-PERFORMANGE FOR HEALTH CARE PROVIDERS 0 280 280 274 286 560 0 280 280 274 0 274
329 GF TOTAL [ 75 75 75 85 160 ) 75 75 75 [ 75
330 HCAF TOTAL [ 205 205 199 201 400 [ 205 205 199 [ 199
331 GF} 41 MA Basic Health Care: FAC 0 75 75 75 85 160 0 75 75 75 0 75
332 HCAF| 40 M Care Grants 0 18 18 18 20 38 0 18 18 18 o 18
333 HCAF| 50 Health Care Administration 0 311 3N 30t 301 802 [} 311 311 301 [ 301
334 HCAF| REV1 FFP o {124) (124) (120) (120} (240) 0 (124) (124) {120) 0 {120)
335
336
337 .
s8] 37|GOV MINNESOTA PHARMACY ACCESS PROGRAM 0 200 200 | 1,858 | 1,272 | 3,130 0 0 0 0 0 0
339 HCAF TOTAL [ 200 200 1,858 1,272 3,130 0 0 0 [ [ 0
340 HCAF} 50 Heallh Care Administration a 190 190 470 470 840 0 4] 0 0 0 ]
341 HCAF[ &1 Health Care Operations ] 86 86 0 ‘0 0 [ ] 0 [ [} 0
342 HCAF | REV1 [Administrative FFP 0 (76) (78) (188) (188) (376), 0 0 0 Y Q 0
343 HCAF | REV2 | [Transfer to special revenue fund-MPAP - rebate cash flow 0 0 0 1,576 990 2,566 4] 0 0 0 Q 0
344
345
346 SF 2725 PRESCRIPTION DRUG DISCOUNT PROGRAM 0 0 0 0 ] 0 0 218 218 2,246 916 3,162
347 HCAF TOTAL 0 0 0 0 0 0 0 218 218 2,246 916 3,162
348 HCAF| 50 Health Care Administration 0 0 o 0 0 0 [ 190 190 470 0 470
349 HCAF| 51 Health Care O i 0 0 0 0. 0 0 0 104 104 39 0 39
350 HCAF| REV1 Administrative FFP 0 0 0 0 0 o 0 (76) (78) (188) 0 (188}
351 HCAF| REV2 | |Transfer to special revenue fund-MPAP - rebate cash flow [] [] 0 0 0 4] [ 0 0 1,925 916 2,841
352
353
354 SF 3240  |PHARMACY PAYMENT REFORM ADVISORY GROUP 0 0 0 0 0 0 0 45 45 0 0 0
355 GF TOTAL [ 0 0 [ [ 0 [ 45 45 0 [ 0
356 GF| 50 Health Care A ion - admin for work group and cost of study 0 0 0 0 4] 0 0 75 75 0 0 0
357 GF} REV1 | [Administrative ffp 0 0 0 0 o ] o (30) {30) [ - o 0
358
359
3s0| 40|GOV MEDICARE PART D IMPLEMENTATION: ENROLLMENT AND ACCESS 500 1,482 1,982 1,356 1,356 2,712 0 0 0 0 0 0
361 HCAF TOTAL 500 1,482 1,982 1,358 1,358 2,712 0 [ 0 [ 0 0
362 HCAF| §0 Health Care Administration 0 279 279 246 246 492 [ 0 0 0 0 0
363 HCAF| 70 Grants to AAA's for [ and A 500 1,250 1,750 1,150 1,150 2,300 [ 0 0 4 [ 0
364 HCAF} 85 Continuing Care Management 0 108 108 98 98 196 ] 0 0 Q [ 0
365 HCAF| REV1 | |Administrative FFP 0 {155) (165) (138) (138) (276) 0 0 0 0 0 0
366 C
367
368
39| 44|GOV PFFORMANCE - INCENTIVE PAYMENTS FOR NURSING FACILITIES 0 0 0 0 0 0 0 0 0 0 0 0
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370 GF TOTAL [ 0 0 [ [ 0 0 0 0 [ 0 ]
371 GF| 72 MA LTC Facilities Grants 0 0 0 1,196 6,714 7,910 0 .0 0 1,198 6,714 7,910
372 GF| 72 MA LTC Facilities Grants 0 0 [ (1,196) (6,714) (7,910) 0 0 [) (1,196) (6,714) (7.910)
373 .
374 ’
375
36| 46|GOV RATE INCREASE FOR NURSING FACILITIES IN BENTON 0 1,788 1,788 1,954 1,967 3,911 0 0 0 0 0 0
a77 SHERBURNE AND STEARNS COUNTIES ]
378 GF TOTAL 0 1,788 1,788 1,954 1,957 3,911 0 0 0 0 [ Y]
379 GF| 72 {Increase rates for NF's in three counties 0 1,788 1,788 1,954 1,957 3,011 0 0 [ ] 0 0
380
381
382
83| 47/GOV AH-GWAH-CHING CONVEYANCE PROPERTY PAYMENT RATE 0 0 0 125 140 265 0 0 0 49 55 104
384 GF TOTAL [ [ 0 125 140 265 0 [ 0 49 55 104
385 GF| 72 MA LTC Facilities - Property rate of $25 a day 0 0 0 125 140 265 0 0 0 49 55 104
386
387
388 B
3se| 48|GOV ALTERNATIVE CARE PROGRAM FUNDING SHORTFALL 0 2,563 2,563 145 654 799 0 2,563 2,563 145 654 799
390 GF TOTAL 0 2,563 2,563 145 654 799 0 2,563 2,563 145 854 799
391 GF| 72 MA LTC Faciiities 0 (627) (627) (1,169) (144) (1,313) 0 (627) (627) (1,169) (144) (1,313)|
392 GF| 42 MA Elderly and disabled 0 (147 (147) (286) (35) (321)) 0 (147) (147) (286) (35) (321)]
393 GF| 71 Alternative care 0 3,337 3,337 1,800 833 2,433 0 3,337 3,337 1,600 833 2,433
394
395
396 SF 3322 REVERSE MORTGAGE INCENTIVE PROGRAM 0 0 ] 0 0 0 0 129 129 71 71 142
397 GF TOTAL 0 0 0 [ 0 0 [ 129 129 71 b4l 142
398 GF| 85 AC pragram costs to manage | -.5fte 0 0 0 0 0 0 0 0 0 0 0 0
399 GF| 85 RMI and AC program material costs j 0 0 0 0 [ 0 0 100 100 50 50 100
400 GF| 70 SLI -client tracking system update 0 0 0 0 0 0 0 25 25 0 0 0
401 GF| 85 Mortgage insurance 0 [} 0 0 0 0 [} 38 38 38 38 76
402 GF| 51 MMIS 0 0 0 0 0 0 0 18 18 18 18 36
403 GF| REV1| |Administrative fip 0 0 [] 0 0 [] 0 {62) (52) {35) {35) (70)
404
405
408 SF 2675 MEEKER COUNTY DT & H PROVIDER RATE INCREASE (ONE TIME) 0 0 0] . 0 0 0 0 29 29 0 0 0
407 GF TOTAL [} 0 0 [} [} 0 [ 29 29 0 0 0
408 GF{ 71 MA long term care waivers 0 0 0 0 0 0 ] 29 29 0 0 0
409
410
411 SF 3399 MEDICARE-APPROVED SPECIAL PLAN NEEDS CONTRACTING 0 0 0 0 0 0 0 84 84 60 60 120
412 GF TOTAL 0 0 0 0 0 0 4 84 84 80 80 120
413 GF| 50 Health Care Administration - 1 fte for group, planning for special needs 0 [ 0 ] 0 0 [ 100 100 100 100 200
414 GF} 51 MMIS Costs 0 0 0 0 0 0 0 24 24 0 0 0
415 GF| REV1 fip 0 0 0 0 0 0 0 (40) (40) (40) (40) (80)
416
417
418 SF 3085 GROUP RESIDENTIAL PILOT PROJECTED ESTABLISHED 0 0 0 0 0 0 0 168 168 168 168 336
419 GF TOTAL [ [ 0 0 0 0 0 188 168 168 188 336
420 GF| 30 GRH | y service rate of $700 a month [ 0 0 ] 0 0 0 168 168 168 168 336
421
422 R .
423 SF XXXX ELIMINATE CHILD CARE PROVIDER RATE FREEZE - MFIP/TY PORTION 0 0 0 ] 0 0 0] 13,934 | 13,934 23,381 28,769 62,150
424 GF TOTAL 0 [ 0 ] (] 0 [ [ 0 23,381 28,769 52,150
425 TANF TOTAL 0 ] 0 [ ° 0 0 13,034 13,934 0 [ 0
426 GF| 22 MFIP Child Care Grants 9 0 o g 0 0 0 0 0 23,094 28,768 51,883
427 TANF}] 22 MPFIP Child Care Grants 0 0 0 0 0 0 ] 13,677 13,677 0 0 [
428 TANF] 35 Administrative aflowance and direct service cost due to transition 0 0 0 0 0 [ 0 257 257 0 0 o
429 GF| 35 Administrative allowance and direct service cost due to transition 0 0 0 0 0 0 0 0 0 287 0 287
430
431 . ——
432 SF XXXX _|CHILD CARE ACCREDITATION DIFFERENTIAL 15% - MFIP/TY.PORTION 0 0 0 0 0 0 0 609 609 859 899 1,758
433 GF TOTAL [ [} 0 0 [ 0 [ [ 0 859 899 1,758
434 TANF TOTAL [ [ 0 [ 0 0 0 608 609 [ [ 0
435 GF| 22 MFIP Child Care Assi: Grants 0 0 0 0 0 0 0 [ 0 818 856 1,674
436 TANF] 22 MFIP Child Care Grants 0 0 0 0 0 0 0 580 580 0 0 [
437 TANF| 35 County administrative allowance 0 0 o 0 0 0 0 29 29 0 0 0
438 GF| 35 County administrative allowance 0 0 i) 0 0 [ 0 0 [} 41 43 84
439
440
441 SF XXXX__ |REDUCE CHILD CARE COPAYMENTS - MFIP/TY PORTION 0 0 0 0 0 0 0 510 510 688 690 1,378
442 ] [ |GF TOTAL [ ) 0 0 0 [ ) 0 0 688 890 1,378
443 ! [ |TANF TOTAL 0 0 0 ) ) 0 0 510 0 ) [}]
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444 GF| 22 MFIP Child Care Assi Grants 0 0 0 0 [} 0 0 0 0 656 657 1,313
445 TANF| 22 MFIP Child Care i Grants 0 0 0 [ 0 o ] 486 486 0 0 0
446 TANF| 35 County i i 0 [ 0 [¢] [ 0 [] 24 24 o [ ]
447 GF| 35 County ini: I ] 0 0 0 1] 0 . 0 0 0 32 33 65
448

449

450 SF XXXX ALLOW PAYMENT FOR CHILD CARE HALF-DAY RATES - MFIP/TY PORTION ] 0 0 0 0 0 0 298 298 517 546 1,063
451 GF TOTAL [ [ 0 0 0 0 0 0 0 517 548 1,063
452 TANF TOTAL 0 ° 0 0 0 0 0 298 298 0 0 0
463 GF| 22 MFIP Child Care Assi Grants 0 0 0 0 0 0 0 0 0 493 520 1,013
454 TANF} 22 MFIP Child Care Assi: Grants g 0 0 0 0 0 [ 284 284 0 [} [
455 TANF| 35 County istrative 0 0 0 0 0 0 0 14 14 0 0 0
456 GF| a5 County i 0 0 0 0 0 0 0 0 0 24 26 50
457

458

459 SF XXXX__|CHILD CARE ABSENT-DAY LIMITS REPEALED - MFIP/TY PORTION 0 0 0 0 0 0 0 661 661 816 851 1,667
460 GF TOTAL 0 0 0 0 0 0 [ 0 0 818 851 1,667
481 TANF TOTAL 0 0 0 [} 0 0 [ 881 661 [ 0
462 GF| 22 MFIP Child Care Assi Grants 0 0 0 0 0 0 0 0 0 777 811 1,588
463 TANF| 22 MFIP Child Care Assi Grants 0 0 0 0 0 0 0 630 630 0 0
464 TANF| 35 County admi i 0 0 0 0 0 0 0 31 31 0 0 0
485 GF| 35 County administrative allowance 0 0 [ 0 0 [ ] [ [ 39 40 79
468

467

468 SF 3307 CHEMICAL USE ASSESSMENTS DHS STUDY AND DUTIES 0 0 0 0 0 0 0 48 48 30 30 60
469 GF TOTAL 0 0 0 0 0 0 [ 48 48 30 30 60
470 GF| 85 Licensing ion system 0 0 0 0 0 0 0 35 35 35 a5 70
471 GF| 85 abuse program directory 0 9 0 0 0 0 0 45 45 15 15 30
472 GF| REV1| |Administrative fip 0 ] 0 0 0 0 0 (32) (32) (20) (20) (40)]
473

474

475 SF 3208 POST-ADOPTION SEARCH SERVICES TRAINING 0 0 0 0 0 0 0 5 5 5 5 10
476 GF TOTAL 0 0 0 [ 0 0 [ 5 5 5 5 10
477 GF| 35 Children and i i M - and six hour course 0 [\ 0 [ Q 0 0 7 7 7 7 14
478 GF| REV1 i fip 0 0 0 0 0 0 0 (2) (2) (2) 2) @
479

480

481 SF 3346 ADJUST APPROPRIATION FOR MINNESOTA FOOD ASSISTANCE PROGRAM 0 0 0 0 0 0 (361) (452) (813) (452) (452) (904)
482 GF TOTAL 0 0 0 [ [ 0 (361) (452) (813) (452) (452) (904)
483 GF| 32 Decrease MFAP appropi to be with demand Food Stamp assest limit $7000) 0 Q 0 0 0 0 {370) {452) (822) (452) (452) (904)
484 GF| 36 Food Support Eligibiity systems change Food Stamp assest limit $7000) 0 [ 0 0 0 0 9 a 9 0 [ [}
485

486

487 SF 3346 DOMESTIC VIOLENCE INFORMATION BROCHURE 0 0 0 0 0 0 0 51 51 51 51 102
488 GF TOTAL 0 0 0 0 0 0 o 0 0 ) 0 0
489 TANF TOTAL 0 0 0 0 0 0 [} 51 51 51 51 102
490 TANF! 35 Children and i i - cost of praducting brochure [) 0 0 Q 0 [ 0 51 51 51 51 102
491

492

193 SF 3346 |NEW CHANCE PROGRAM APPROPRIATION 0 0 0 0 0 0 0 140 140 140 140 280
494 GF TOTAL 0 0 0 0 [ 0 0 0 0 [ 0 0
495 TANF TOTAL 0 [} 0 [ [ 0 [ 140 140 140 140 280
496 TANF{ 32 Other Children & Assi Grants 0 0 0 ] [ 0 [ 140 140 140 140 280
497

498

499

500 SF 3103 MFIP WORK PARTICIPATION RATE ENHANCEMENT PROGRAM 0 0 0 0 0 0 0 463 463 4,284 5,566 9,850
501 GF TOTAL 0 0 [ 0 0 0 0 [} 0 o 0 0
502 TANF TOTAL 0 0 0 0 0 0 0 483 463 4,284 5,566 9,850
503 TANF| 20 Sanction policy for Work Prep pragram 0 [ 0 Y 0 0 0 56 56 74 74 148
504 TANF| 20 Work requirements for Work Prep educational plans 0 0 0 0 0 0 0 166 166 363 363 726
505 TANF| 36 y costs 0 0 [ a 0 0 Y 241 241 04— 0 0
506 TANF| 20 MFIP Work Participation Bonus 0 0 0 0 0 0 0 0 ] 2,891 3,854 6,745
507 TANF| 20 DWP Wark Participation Bonus 0 0 [ 0 0 0 0 0 0 956 1,275 2,231
508

509

510 SF 3016 REPEAL $50 MFIP SUBSIDIZED HOUSING PENALTY 0 0 0 0 0 0 0 2,459 2,459 2,028 2,690 4,718
511 GF TOTAL 0 0 [} 0 0 [ 0 0 0 448 2,680 3,136
512 TANF TOTAL 0 [ 0 0 [ 0 0 2,459 2,459 1,582 0 1,582
513 TANF| 20 MFIP/DWP grants 0 0 0 0 0 0 Y 2,459 2,458 1,562 [ 1,582
514 GF| 20 MFIP/DWP grants 0 0 0 0 ° 0 0 0 0 446 2,690 3,136
515

516
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517 SF XXXX SPECIAL REVENUE ACCOUNT TRANSFER 0 0 0 0 0 0 0 0 0 0 0 0
518 GF TOTAL 0 0 0 [ 0 0 [ (800) (900) 0 0 4]
519 SPECIAL REVENUE TOTAL 0 0 0 0 0 0 0 900 900 )] 0

520 GF | REV2 | |Account transfer 0 0 0 0 0 0 0 {800) {800) 0 0 0
521 DED| REV3 | |Account transfer 0 0 0 0 0 0 0 800 900 0 0 0
522

523

s24] 50|GOV FEDERAL DEFICIT REDUCTION ACT REQUIREMENT FOR 0 0 0 0 0 0 0 0 0 0 0 )
525 $25 FEDERAL CHILD SUPPORT ENFORCEMENT COLLECTION FEE

526 GF TOTAL 0 0 0 0 0 0 0 0 0 [ 0 ]
527 Special Revenue Fund Impact ] o 0 0 0 0 0 0 [ 0 0 0
528

529

530

53| 52|GOV TANF RELATED EXPENDITURES DESIGNATED AS MAINTENANCE OF EFFORT 0 0 0 0 0 0 0 0 0 0 0 0
532 0 0 L] [ 0 0 0 0 0 0 0 0
533

534

535

s3] 54|GOV COUNTY FLEXIBILITY TO ADDRESS ONE-TIME ACCELERATION OF TIMING 0 0 0 0 0 0 0 0 0 0 0 0
537 OF CHILD CARE PAYMENTS .

538 GF TOTAL 0 0 0 0 0 0 0 [ 0 0 0 ]
539 Rider Only 0 0 0 0 0 0 0 0 0 0 0
540

541

542

543] 56 |GOV FEDERAL HURRICANE RELIEF FUNDS: COUNTY ALLOCATIONS 0 0 0 0 0 0 0 0 0 0 0 0
544 GF TOTAL 0 0 0 0 0 0 0 [ 1]
545 Rider only

548

547

548) 57|GOV TANF/CCDF REFINANCING 0 0 0 0 0 0 0 0 0 0 0 0
549 GF TOTAL 0 (10,087) (10,067) {10,067) (10,087) {20,134) [ 0 [1] 0 0 [}]
550 TANF TOTAL 0 10,087 10,067 10,087 10,087 20,134 (1] 0 0 [ ° ]
551 GF| 22 MFIP Child Care Grants - with TANF 0 (10,087) (10,087) (10,067) (10,087) (20,134) 0 0 0 0 0 0
552 TANF| 22 MFIP Child Care Assi Grants 0 10,067 10,067 10,067 10,067 20,134 0 0 0 0 0 0
553

554

555

556

557

558

559

560

661

562 GOV MINNESOT E-HEALTH INITIATIVE 0 11,000 11,000 500 500 1,000 0 9,414 9,414 293 293 586
563 HCAF TOTAL 0 11,000 11,000 500 500 1,000 0 0,414 9,414 293 203 586
564 . .

565 HCAF| 2 Grants to support 0 10,500 10,500 ] 0 0 0 9,121 9,121 [ 0 0
566 HCAF| 2 i E-Health coordination - 2ftes 0 500 500 500 500 1,000 0 293 203 293 293 586
567 :

568 Gov PANDEMIC INFLUENZA PREPAREDNESS 0 10,500 10,500 10,500 10,600 21,000 0 2,610 2,510 1,660 1,660 3,320
569 GF TOTAL [] 0 0 [] 0 0 [} 2,810 2,610 1,660 1,680 3,320
570 HCAF TOTAL 0 10,500 10,600 10,800 10,800 21,000 0 0 0 -0 0 0
571 HCAF| 3 Preparing Communities to Respond 0 4,930 4,930 5,840 5,840 11,880 0 o 0 0 0 0
572 HCAF| 3 Infection Control 0 100 100 100 100 200 [ 0 0 [} 0 0
573 HCAF| 3 Disease Surveillance & Lab Capacily 0 300 300 300 300 800 0 0 0 0 0 0
574 HCAF| 3 Use and Distril of Vaccine 0 100 100 100 100 200 0 0 0 0 0 0
575 HCAF| 3 Use and Distribution of Antiviral Drugs 0 2,510 2,510 1,660 1,660 3,320 0 0 0 0 0 0
576 HCAF| 3 Communication and Public 0 550 550 550 550 1,100 0 0 [} 0 0 [
577 HCAF! 3 State agency preparation & coordination [ 950 950 950 950 1,800 o 0 0 0l [ 0
578 HCAF{ 3 & Business Continuity 0 100 100 100 100 200 [ 0 [ 0 0 0
579 HCAF| 3 Testing the System 0 960 960 800 800 1,600 0 0 0 0 0 0
580 GF| 3 Use and D of Vaccine [} 0 0 [ 0 0 0 100 100 ‘100 100 200
581 GF| 3 Use and Distri of Antiviral Drugs 0 0 0 0 0 0 0 2,410 2,410 1,560 1,560 3,120
582

583

584 Gov IMMIGRANT HEALTH INITIATIVE 0 500 500 500 500 1,000 0 0 0 ] 0 0
585 [ | THCAF TOTAL o 500 500 500 500 1,000 o o 0 0 0 0

> .
Prepared by David Godfrey, Senate Counsel, Research and Fiscal Analysis

4/10/2006, 12:54 PM
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HEALTH AND HUMAN SERVICES BUDGET
NET FISCAL IMPACT OF PROPOSALS

2006 Senate Health and Human Services Supplemental Budget3.xis

Trkg. | Page Bill GOVERNOR'S RECOMMENDATION SENATE

Line |Numbe Reference Fund | BACT| |DESCRIPTION FY 2006 FY 2007| FY 06-07 FY 2008 FY 2009 FY 08-09 FY 2006 FY 2007| FY 06-07 FY 2008 FY 2009| FY 08-09
586 HCAF| 3 Perinatal Hepatitis B 0 210 210 210 210 420 0 0 0 0 0 0
567 HCAF| 3 Tuberculosis [ 290 290 290 290 580 0 [ 0 [ [} 0
588
589 SF XXXX RESTORE FAMILY PLANNING GRANTS 0 0 0 0 0 0 0 0 0 1,887 1,887 3,774
590 GF TOTAL 0 0 0 o 0 0 0 0 0 1,887 1,887 3,774
591 GF| 2 Family planning grants 0 0 0 0 0 [\ Q 0 0 1,887 1,887 3,774
592
593 SF 2888 ASSISTED LIVING REQUIREMENTS; LICENSING AND REGULATION 0 0 0 0 0 0 0 0 0 0 0 ]
594 . SGSR 0 0 0 [ 0 0 | [} 0 0 0 0 0
595 SGSR| 3 Enforcement activities for Housing with Services providers 0 0 0 o 0 0 0 140 140 280 280 560
596 SGSR| REV Registration fee $20 for Housing with Services, Assisted Living and Home Care providers 0 0 ] 0 0 0 0 (140} (140) {280) (280) {560)
739
740
741
742
743
744 Gov CONSULTANT STUDY RECOMMENDATIONS 382 1,163 1,545 1,163 1,163 2,326 | 382 1,163 1,545 1,163 1,163 2,326
745 GF TOTAL 382 1,183 1,545 1,163 1,163 2,326 382 1,163 1,645 1,163. 1,183 2,326
746 GF| 1 General Fund appropriation 382 1,163 1,545 1,163 1,163 2326 382 1,163 1,645 1,163 1,163 2,326
747
748 GOV OPERATIONAL SHORTFALL 0 759 759 4,704 4,704 9,408 0 759 759 4,704 4,704 9,408
749 GF TOTAL [ 759 759 4,704 4,704 9,408 0 759 759 4,704 4,704 9,408
750 GF| 1 General Fund approp 0 759 759 4,704 4,704 9,408 0 759 759 4,704 4,704 9,408
751
752 Gov QUALITY ASSURANCE 2,448 2,674 5,122 2,674 2,674 5,348 2,448 2,674 5122 2,674 2,674 5,348
753 GF TOTAL 2,448 2,674 5,122 2,674 2,874 5,348 2,448 2,874 5,122 2,874 2,874 5,348
754 GF| 1 General Fund approp 2,448 2,674 5,122 2,674 2,674 5,348 2,448 2,674 5,122 2,674 2,674 5,348
755
761
762
763
784
765 Gov HEALTH RELATED BOARDS ADJUSTMENTS 514 72 586 67 67 134 514 72 586 . 67 67 134
766 SGSR TOTAL 514 72 586 67 67 134 514 72 586 14 67 134
767 8GSR| & Medical Practice Board - Contested case ditt 500 0 500 0 1] o 500 0 500 0 0 1]
768 SGSR| 10 Physical Therapy Board - Payment system conversion 9 0 9 0 0 0 9 0 9 [] 0 1]
769 SGSR| 1 Chiropractics Board - Payment system 5 5 10 0 0 0 5 5 10 [ [
770 SGSR| 2 Denistry Board - Retain legal anaylst 0 87 67 67 67 134 0 67 87 87 87 134
77
772
773
774
775
778 . .
777 GOV HEALTH PROFESSIONAL SERVICE PROGRAM OPERATING INCREASE 0 50 50 50 50 100 0 50 50 50 50 100
778 SGSR TOTAL 0 50 50 50 50 100 0 50 50 50 50 100
779 SGSR| 1 SGSR appropriation 9 50 50 50 50 100 0 50 50 50 50 100
780
781

Prepared by David Godfrey, Senate Counsel, Research and Fiscal Analysis

4/10/2008, 12:54 PM
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Senate 2006 Health and Human Services Omnibus Bill

FEB2006 TANF F/

JALANCE3.xis

Federal TANF Reserve F.Y. 2004 - F.Y. 2009 February 20056

(¥ in thousands)

EY.2006 EY.2006 FEY.2007 FEY.2008 EY.2009
Actual & Estimated Resources.
Balance Forward From Prior Year 45.885 81,188 72,649 8,470 4,730
Prior year adjustment 416 251 - - -
Rounding adj 1 ] 1 ] 1
Adjusted Balance Forward 41,302 81,439 72,650 8,470 4731
Block Grant* *** 266,230 263,434 263,434 263,434 263,434
Performance Award** 13,389 13,399 - - -
TANF Contingency 50 i}
Total Resources Avallable 320,931 368,322 336,084 271,904 268,165
Actual & Estimated Uses
Expenditures:
Education Finance
Children, Families & Learning, Dept of - - - - -
Health, Human Services & Corrections
Interagency Agreement of LIHEAP - 13,309 - - -
10 Financial Management 67 122 122 122 122
11 Legal and Regulatory Affairs 108 100 100 100 100
15 Admin. Reimbursement & Pass Through Less Transfers 3,282 6,324 6,310 6,310 6,310
20 MFIP/DWP Grant '85,849 101,871 114,404 94,562 86,393
21 Support Services Grants 95,207 102,844 102,632 102,632 102,632
25 Child Support Enforcement Grants - - - - -
32 Other Children and Economic Assistance Grants - 1,327 1,327 - -
MFIP Work Participation Rate Enhancement Program -SF 3103 - - 463 4,284 5,566
Eliminate $50 MFIP Subsidized Housing Penalty - - 2,459 1,682
New Chance Appropriation - - 140 140 140
Domestic Violence Brochure - SF3346 - - 51 51 51
MFIP/TY Eliminate Child Care Provider Rate Freeze - - 13,934 - -
MFIP/TY Accreditalion Incentive 15% - - 608 - -
MFIP/TY Helf Day Rates - - 298
MFIP/TY Reduce Copaymenls - - 510 - -
MFIP/TY Absent Day Policy Repsal - - 661 - -
35 Children and Economic Assistance Admin, 377 1,222 1,222 1,152 1,152
Human Services, Dept of 184,850 227,208 245,242 210,925 212,466
Health Department 6,270 6,000 6,000 6,000 6,000
Subtotal-Health, Human Services & Corrections 191,160 233,209 251,242 216,926 218,466
Economic Development
P and ic Develop 211 153 - - -
Housing Finance Agency - - - - -
Subtotal-Ecomonic Development 211 153 - - -
Total TANF Expenditures 191,371 233,362 251,242 216,925 218,468
Federal Title XX (300) 7,927 4,790 4,790 4,790 4,790
Federal Child Care and Development Fund (300) 22,619 29,794 54,505 27,170 21,170
Working Family Tax Credit (General Fund) 17,826 17,727 18,077 18,288 18,730
Undesignated Refinancing (General Fund) - - - - -
48,372 52,311 77,372 60,249 50,699
Total Uses 238,743 285,673 328,814 267,174 269,185
Cancelation**** 0 (1,000} {1.000)
TANF Reserve $81,188 $72,849 $8,470 $4,730 $0

* The first actual TANF award received by the state started October 1, 1987, F.Y. 2004-07 assumes a continuation of TANF funding amount as it exists in current law. The Authorization for TANF expired on

Funding has been extended through several continuing resolutions. The most recent resolution expires March 31, 2005.

**High Performance Bonuses awarded by bonus year (FFY1999: $9,424,075: FFY 2000: $2,692,312: FFY 2001 $2,993,030; FFY 2003: $13,398,244; FFY2004: 13,388,244) spread over state fiscal years.

*** Less Mille Lacs Band Tribal TANF award: annualized level of $823,539 - Oct 1, 1998 to March 31,2005; annualized level of $4,550,817 starting 4/1/2005

Prepared by David Godfrey 4/10/2006




HCAF06Version-OmnibusBill3.xls ' , 1

Health Care Access Fund - 2006 Senate Health and Human Services Omni'bué Budget Bill

FY 2004-2009
(in 000s)
B Closing Closing Budgeted | Projected Projected Projected
Sources/Expenditures . i FY04 FY05 FY06 2007 2008 2009

1

2 |ESTIMATED RESOURCES :

3 Balance forward from prior year . 177,224 136,774 53,938 116,270 81,445 32,462
4  { |Prior year adjustments ' 273 147 - )
5 Adjusted balance forward 177,497 136,921 53,938 116,270 81,445 - 32,462
6 [Revenues ’ . :

7 Provider Tax 255,861 359,858 393,047 424,050 454,515 484,256
8 Gross Premium Tax ' 23,795 60,659 | 67,955 72,575 78,018 83,739
9 State share of MnCare enroliee premiums 25,226 22,867 19,066 22442 24,005 23,795
10 [[lstate Share of Prescription Rebates . - - - - - -
11 Investment Income® _A 1,666 2,753 3,408 3,035 1,887 -
12 . ’

13 |]|Federal match on administrative costs . 3,695 3,756 6,387 6,117 4,760 4,644
14 }|Revenue refunds (12,852)]  (10,503)]  (12,000) (12,000) (12,000) (12,000)
15 [|Al Other | 54 28 70 70 70 70
16 [Total Revenues . 297,445 | 439,418 | 477,933 516,289 551,255 | 584,504
17 ' , ' : ) i
18 §|Transfer From GF . 4,600

19 [Total Resources Available . 479,542 | 576,339 | 531,871 632,559 | 632,700 | 616,966
21 |ESTIMATED USES

22 ‘ '

23 [Grant Expenditures ‘ .

24 | |MnCare Direct Appropriation - net of administrative ffp ';:f 270,157 227,726 255,212 334,765 433,025 439,437
25 Eliminate self-employed farm income depreciation add-back . - - - - 1,056 1,084
26 Eliminate MinnesotaCare limited benefit set|} - - - - 7.428 8,060

Interaction with of Elimination of MLB with Mental Health Benefit|| -
27 Expansion| i - - - - (162) (160)
Decrease costs for Day Treatment and Partial Hosp with Repeal|| ! -
28 : : of MLB - - - - (114) a7
29 Increase inpatient hospital cap ! - - - - - 3,711 3,844
30 Eliminate dental copays for parents under 175%|[ - - - - 97 806
31 : Elliminate Dental Cap for Adults - - - - 2,957 3,238
32 Adults wlout children eligible to 200% fpg| | ,’ ' - - - - 3,551 S M,772
Interaction with of Elimination of 200% Eligibility with Mental|{

33 Health Benefit Expansion| | - C. - - 48| 143
34 MMIS Costs of 200% Eligibility Expansion & - - - 73 - -
35 Two Month HealthMatch Delay Program Costs| & . - - - 7,640 4,183
36 Two Month HealthMatch Delay Administrative Costs| - - . 929 - .
37 Eliminate insurance barriers || - - - - - 6 961
38 . Cover Medicare Copayments for Dual Eligibles || _— - - 11,467 11,931 12,287
39 Prescription Drug Discount Program| & - - - 218 2,246 916
40 Eliminate 8% Minnes’otaCare premium increase - - - 1,198 2,141 2,145
41 MinnesotaCare option for small employers - - - 577 154 3,621
42 MMIS System User Support - PDDP/Small Employer| - - - 52 97 143
43 Critical Access Dental [ - - - 3,610 - -
44 Critical Access Dental Clinic Grants| ¢ - - - 300 300 300
45 FQHC Grants| [} - - - 1,500 1,500 1,500
46 MinnesotaCare Millitary Premium Eliminated - - - - 1,298 1,417
47 . MinnesotaCare Outreach Grants - - - 846 846 . 846
48 Permit MinnesotaCare Eligibility for Undocumented Children - - - - 17 1,438
49 MH. System Transformation-Expand MinnesotaCare Benefit - - - 1,493 *4,764 5,491
50 MH System Transformation-MNCare PMAP Implementation - - - - 1,580 2,911
51 Exempt Certain GAMC Groups From Shift to MNCare| [ - - - (1,810) (5,045) (5,584)
52 HCAF appropriation for GAMC Groups Not Shifted from MNCare - - - - - -
53 Pay-for-Performance for Health Care Providers|| - - - 205 199 -
54 Citizenship Verification for MNCare Enrollees Eligible for FFP || - - - 541 258 258
55 Minnesota E-Health Initiative - MDH|[ - - - 9,414 293 293
56 Provider Reimbursement Rate Increase - 2.049% eff. FY 07 _ - - - 7,320 7,320 7,320
57 Subtotal of Proposals|f

58

59 [Subtotal MnCare Direct ‘ 270,157 | 227,726 | 255,212 372,698 489,962 508,653
60 '

61 IState share of MnCare enrollee premiums i 25,226 22,881 19,066 22,442 24,005 23,795
62 [State Share of Prescription Rebates : - - - - - -
63

64 q

65

66 [

67 |Administrative Expenditures ) :
68 |{University of Minnesota 2,157 2157 2,457 2,157 2,157 2,157
69

Dept. of Human Services 16,754 16,565 28,305 27,456 27,503 ) 25,698

Prepared by David Godfrey . - 4/10/2006 ’ » 12:05 PM
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HCAF06Version-OmnibusBill3.xls 2
Health Care Access Fund - 2006 Senate Health and Human Services Omnibus Budget Bill
FY 2004-2009
(in 000s)
B Closing Closing Budgeted | Projected Projected Projected
Sources/Expenditures FY04 FYO05 FY08 2007 2008 2009
Dept. of Health 5,624 6,350 6,273 6,279 6,279 6,279
Board of Dentistry 43 66 - - - -
Leglslature 128 128 128 128 128 128
Dept. of Revenue 1,470 1,837 1.654 1,654 1,654 1,654
DOR payment of claims Issue 39 - - - - -
Interest on tax refunds 208 191 450 500 550 600
Subtotal Administrative expenditures 26,423 27,294 38,967 38,174 38,271 36,516
Total Expenditures 321,806 | 277,901 | 313,245 433,314 552,238 568,964
Transfers Out
Special Revenue Fund - MAXIS/MMIS 4,375 5,736 - - - -
Transfer From GF
GF - Provider Tax/Gross Premium Tax (MA/GAMC) 16,587 46,322 49,413 58,695 48,000 48,000
Subtotal Transfers Out 20,962 62,068 49,413 68,695 48,000 48,000
Total Uses 342,768 | 329,959 | 362,658 492,009 600,238 616,964
Balance Before Reserve 136,774 | 246,380 | 169,213 140,550 32,462 2
Transfer to General Fund - 192,442 52,943 59,105 - -
Balance After Transfer 53,938 | 116,270 81,445 32,462 2
*Assumes interest rate of 2.8%
4/10/2006 12:05 PM

Prepared by David Godfrey
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ARTICLE 12
HEALTH DEPARTMENT AND LICENSING BOARDS

Section 1. [144.90] STATE-LEVEL METHAMPHETAMINE COORDINATOR.

" Subdivision 1. Establishment: purpose; appointment. A state-level,

statewide methamphetamine coordinator is created in the Department of Health. The

methamphetamine coordinator shall coordinate Minnesota’s efforts to reduce the incidence

of methamphetamine addiction and the related consequences, by working with various

state agencies, local units of government, law enforcement, the courts, the chemical

dependency treatment community, the federal government, other states, and other

interested individuals and parties in order to coordinate the state’s resources to provide

and oversee education, research, and training related to methamphetamine. To the extent

possible, the coordinator must coordinate efforts with tribal governments. The coordinator

shall be appointed by the governor.

Subd. 2. Duties. The duties of the methamphetamine coordinator include, but
are not limited to: '

(1) providing health-based information and safety training materials to law

enforcement, first responders, and others exposed to methamphetamine use and

manufacturing;

(2) promoting and tracking first responder training provided by the Minnesota Bureau

of Criminal Apprehension, the United States Drug Enforcement Agency, and others;

(3) providing train-the-trainer materials for state and local agencies and community

groups working to respond to methamphetamine problems in their communities;

(4) serving as a clearinghouse for information and materials on all aspects

of methamphetamine response, including treatment and treatment providers, law

enforcement, corrections and drug courts, education, prevention, children’s issues, staff

training and safety, and K-12 curricula;

(5) tracking of grant and other funding opportunities available to Minnesota

agencies, organizations, and communities;

(6) coordinating media-based prevention opportunities, including methamphetamine

and other antidrug materials available for use by local communities:

(7) establishing a speaker’s bureau of expeﬁs on methamphetamine and other

addictions;

(8) fielding methamphetamine-related calls;

Article 12 Section 1. 1
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(9) maintaining current knowledge and understanding of methamphetamine-related

research in the areas of remediation, children’s health, health of users, best prevention

and treatment practices, and other issues;

(10) tracking trends in use, manufacturing, incidence of methamphetamine labs

and seizures, costs, incarcerations, and child involvement nationwide and for Minnesota

specifically;
(11) making recommendations to the legislature for methamphetamine policy

changes and funding;

(12) serving as coordinator or point-of-contact for a Minnesota drug endangered
children’s alliance; and

(13) coordinating prevention information efforts related to methamphetamine with

the Minnesota Prevention Resource Center.

Subd. 3. Toll-free telephone number. The coordinator shall establish a toll-free

telephone number during business hours for providing information and counseling on

methamphetamine use and addiction.

Subd. 4. Annual report. The methamphetamine coordinator shall submit to the

legislature an annual report by January 15 of each vear beginning January 15, 2008,

summarizing goals that have been established and met, and plans for the upcoming vear.

Subd. 5. Office space. The commissioner of health shall provide the coordinator

with adequate office space and administrative services.

Sec. 2. [144.995]1 HEALTHY MINNESOTANS BIOMONITORING PROGRAM.
Subdivision 1. Citation. Sections 144.995 to 144.999 may be cited as thé healthy

Minnesotans biomonitoring program.

Subd. 2. Definitions. (a) For purposes of sections 144.995 to 144.999, the following

definitions apply.

(b) "Biomonitoring" means the process by which the presence and concentration

of toxic chemicals and their metabolites are identified within a biospecimen as a means

to assess the accumulation of pollutants in a human body.

(c) "Biospecimen” means a sample of human blood, hair, urine, breast milk, body

fat, or other body tissue or any other biophysical substance that is reasonably available as

a medium to measure the presence and concentration of toxic chemicals.

(d) "Commissioner”" means the commissioner of health.

(e) "Panel" means the Healthy Minnesotans Biomonitoring Program Advisory Panel

established under section 144.996.

(f) "Toxic chemical" means a chemical:

Article 12 Sec. 2. 2
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(1) for which data provided by scientiﬁé, peer-reViewed animal, cell, or human

studies have demonstrated the chemical is known or strongly suspected to negatively

impact human health by contributing to an increase in serious illness or mortality; and
(2) that has been idenﬁﬁed according to section 144.997.
Subd. 3. Establishment; duties. (a) The commissioner shall establish the healthy

Minnesotans biomonitoring program. The program shall provide community-based

biomonitoring on a strictly voluntary and confidential basis by utilizing biospecimens, as

appropriate, to identify toxic chemicals that may be present in the environment.

(b) Initially, to the extent that funds are available, the program shall examine breast.

milk in three economically, racially, and geographically diverse communities and identify

any toxic chemical that is present in the breast milk. The commissioner shall expand

the program, to the extent that funds are available, by examining other biospecimens in

additional communities.

(c) When a toxic chemical is detected in a program participant, the commissioner, in

consultation with the commissioners of agriculture, natural resources, and the Pollution

Control Agency, and other public or private entities, as appropriate, shall examine the

possible presence of the toxic chemical in the surrounding environment and possible

routes of exposure and disease outcomes and shall develop recommendations to reduce or

minimize possible contamination or exposure to the toxic chemical.

Subd. 4. Participation. (a) Participation in the biomonitoring program is voluntary.

All participants shall be evaluated for the presence of toxic chemicals as a component of

the biomonitoring process. Participants shall receive consultation, health care referrals,

and follow-up counseling and shall be offered educational materials, including, but not

limited to, information regarding possible routes of exposure, ways to reduce exposure,

and the availability of state and local resources.

(b) Data collected under the biomonitoring program are health data for purposes of

section 13.3805 and shall not be made public without the written and informed consent of

the individual to whom it pertains.

Subd. 5. Program guidelines. (a) The commissioner, in consultation with the

panel, shall develop:

(1) model protocols or program guidelines that address the science and practice of

biomonitoring to be utilized and procedures for changing those protocols to incorporate

new and more accurate or efficient technologies as they become available. The model

protocols shall be developed utilizing a peer review process in a manner that is

participatory and community-based in design, implementation, and evaluation;

Article 12 Sec. 2. 3
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(2) guidelines for ensuring confidentiality; informed consent; follow-up counseling

and support; and communicating findings to participants, communities, and the general

public;
(3) educational and outreach materials that are culturally appropriate for

dissemination to program participants and communities. Priority shall be given to the

development of materials specifically designed to ensure that parents are informed about

all of the benefits of breastfeeding so that the program does not result in an unjustified fear

of toxins in breast milk, which might inadvertently lead parents to avoid breastfeeding.

The materials shall communicate relevant scientific findings; data on the accumulation of

pollutants; possible routes of exposure; population-based health effects and toxicity; the

benefits of linking the accumulation of pollutants to community health; and the required

responses by local, state, and other governmental entities in regulating toxicant exposures;

(4) a training program that is culturally sensitive specifically for health care

providers, health educators, and other program administrators; and

(5) a designation process for state and private laboratories that are gualified to

analyze biospecimens and report the findings.

(b) The commissioner may enter into contractual agreements with health clinics,

community-based organizations, or experts in a particular field to perform any of the

activities described under this subdivision. -

EFFECTIVE DATE. This section is effective July 1, 2006, or upon receiving

sufficient nonstate funds to implement the healthy Minnesotan’s biomonitoring program,

whichever is later. In the event that nonstate funds are not secured by the commissioner

of health to adequately fund the implementation of the program, the commissioner is

not required to implement these sections without subsequent appropriation from the

legislature.

Sec. 3. [144.996] HEALTHY MINNESOTANS BIOMONITORING PROGRAM
ADVISORY PANEL.
Subdivision 1. Creation. (a) The commissioner shall establish the Healthy

Minnesotans Biomonitoring Program Advisory Panel. The panel shall be composed of

two committees, the scientific committee and the community representative committee,

with a membership of eight voting members on each committee. The community

representative committee shall also include nonvoting members appointed according

to subdivision 2, péra,qxaph (d).

(b) The commissioner shall appoint, from the panel’s membership, the chair of each

of the committees, who shall also serve as cochairs of the panel.

Article 12 Sec. 3. 4
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(c) The panel shall meet as often as it deems necessary but at a minimum on a

quarterly basis.

(d) Members of the panel and the committees shall serve without compensation but

shall be reimbursed for travel and other necessary expenses incurred through performance

of their duties under sections 144.995 to 144.997.

Subd. 2. Membership. (a) Eight of the voting members shall be appointed by

the commissioner, four of the voting members shall be appointed under the rules of the

senate, and four of the voting members shall be appointed under the rules of the house of .

representatives. Nonvoting members shall be appointed by the commissioner according

to paragraph (d). All members shall be appointed to the panel by July 1, 2006. Each

voting member shall be appointed for a three-year term. All appointments made by the

commissioner shall be approved by the governor.

(b) The scientific committee shall be composed of eight members with background

or training in interpreting biomonitoring studies or in related fields or science, including,

but not limited to, the fields of health tracking, social science, laboratory science,

occupational health, industrial hygiene, toxicology, epidemiology, environmental health,

environmental hazards, and public health.

(c) The community representative committee shall be composed of eight members

from the following nongovernmental organizations:

(1) one member from a breast cancer awareness organization;

(2) one member from an organization with a focus on environmental health;

(3) one member from an organization with a focus on environmental justice;

(4) one member from an organization with a focus on child environmental health;

(5) one member from an organization promoting breastfeeding;

(6) one member from a labor organization;

(7) one member from private industry with a verifiable and consistent commitment

to sustainable core business practices that reduce environmental toxins; and

(8) one member from a public health organization.

(d) The commissioner shall appoint the following additional nonvoting members to

the community representative committee:

(1) one representative from the Maternal and Child Health Division of the

Department of Health; and

(2) one member from each participating community.

Members appointed under this paragraph may be reappointed at any time and are not

subject to the three-year term.

Article 12 Sec. 3. | 5
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Subd. 3. Committee duties. (a) The scientific committee shall make

recommendations to the panel on:

(1) chemicals that should be added to or deleted from the list of chemicals identified

under section 144.997;

(2) priorities for biomonitoring in Minnesota;

(3) the adequacy and appropriate interpretation of biomonitoring investigations

carried out under the program; and

(4) collecting and analyzing data, including the tracking of diseases for which there

is scientific evidence of an environmental etiology.

(b) The community representative committee shall make recommendations to the

panel on:

(1) study sites or communities for the program;

(2) identifying possible community partners;

(3) training programs and educational and outreach materials; and

(4) dissemination of findings to biomonitoring program participants and to the

general public.

EFFECTIVE DATE. This section is effective July 1, 2006, or upon receiving

sufficient nonstate funds to implement the healthy Minnesotan’s biomonitoring program,

whichever is later. In the event that nonstate funds are not secured by the commissioner

of health to adequately fund the implementation of the program, the commissioner is

not required to implement these sections without subsequent appropriation from the

legislature.

Sec. 4. [144.997] TOXIC CHEMICALS.

Subdivision 1. Identification. The commissioner shall identify and list toxic

chemicals that shall be included within the scope of the healthy Minnesotans biomonitoring

program. To be included on the list, all of the following criteria must be met:

(1) the chemical is recommended for inclusion by the scientific committee under

section 144.996;

(2) the scientific, peer-reviewed data from animal, cell, or human studies have

demonstrated the chemical is known or strongly suspected to negatively impact human

health by contributing to an increase in serious illness or mortality;

(3) Minnesotans are exposed to the chemical; and

(4) the chemical is listed as a toxic chemical on either a state or federal list.

Subd. 2. Implementation. (a) The commissioner shall prioritize the toxic chemicals

under subdivision 1 according to the threat the chemicals pose to public health.
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7.1

7.3

74

75
7.6

7.7

7.8 .

79

7.10

/.11
7.12
7.13
7.14
7.15
7.16
717
7.18
7.19

7.20

721
722
723
724
7.25

7.26

7.27
7.28

7.29

731
7.32

7.33

04/10/06 COUNSEL KC/IW/DG/RDR  SC4643ART12-17

(b) The commissioner shall initially implement the biomonitoring activities of the

program with regard to the 20 toxic chemicals that present the greatest public health risk.

(c) The commissioner shall add additional chemicals in order of priority to the

extent funds are available.

EFFECTIVE DATE. This section is effective July 1, 2006, or upon receiving 4

sufficient nonstate funds to implement the healthy Minnesotan’s biomonitoring program

whichever is later. In the event that nonstate funds are not secured by the commissioner

of health to adequately fund the implementation of the program, the commissioner is

not required to implement these sections without subsequent appropriation from the

legislature.

Sec. 5. [144.998] BIOMONITORING FISCAL PROVISIONS.

Subdivision 1. Creation of account. A healthy Minnesotans biomonitoring program

account is established in the state government special revenue fund. The account consists

of money appropriated by the legislature and any other funds identified for use by the

healthy Minnesotans biomonitoring program. All interest earned on money deposited into

the account shall be retained in the account. Money in the account is_ appropriated to the

commissioner for the purpose of implementing the healthy Minnesotan biomonitoring

program.
Subd. 2. Other funding. The commissioner shall seek funding from federal and

private sources.

EFFECTIVE DATE. This section is effective July 1, 2006, or upon receiving

sufficient nonstate funds to implement the healthy Minnesotan’s biomonitoring program

whichever is later. In the event that nonstate funds are not secured by the commissioner

of health to adequately fund the implementation of the program, the commissioner is

not required to implement these sections without subsequent appropriation from the

legislature.

Sec. 6. [144.999] BIOMONITORING REPORTS.

(a) By January 15, 2008, the commissioner shall submit a report to the legislature

summarizing the initial activities of the healthy Minnesotans biomonitoring program,

including a program description, the methodology used, and the initial outcomes.

(b) Thereafter, the commissioner shall prepare a biennial report describing the

effectiveness of the program, including analysis of the health and environmental exposure

data collected to adequately monitor the activities under section 144.995. The report shall
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be made available to local public health departments and the general public in a summary

format that protects the confidentiality of program participants. The commissioner shall

disseminate the report via the Department of Health’s Web site.

EFFECTIVE DATE. This section is effective July 1, 2006, or upon receiving

sufficient nonstate funds to implement the healthy Minnesotan’s biomonitoring program

whichever is later. In the event that nonstate funds are not secured by the commissioner

of health to adequately fund the implementation of the program, the commissioner is

not required to implement these sections without subsgquent appropriation from the

legi slature.

Sec. 7. [152.126] ALL SCHEDULES PRESCRIPTION ELECTRONIC
REPORTING PROGRAM.

Subdivision 1. Definitions. For purposes of this section, the terms defined in this

subdivision have the meanings given.

(a) "Board" means the Minnesota State Board of Pharmacy established under

chapter 151.
(b) "Controlled substances" means those substances listed in section 152.02,

subdivisions 3 to 6, and those substances defined by the board pursuant to section 152.02,
subdivisions 7, 8, and 12.

(c) "Dispense" or "dispensing” has the meaning given in section 151.01, subdivision

(d) "Dispenser" means a person authorized by law to disp'ensei pursuant to a valid

prescription, a controlled substance. A dispenser does not include a licensed hospital

pharmacy that distributes controlled substances for inpatient hospital care.

(e) "Prescriber" means a licensed health care professional who is authorized to

prescribe a controlled substance under section 152.12, subdivision 1.

(f) "Prescription" has the meaning given in section 151.01, subdivision 16.

Subd. 2. Establishment of a prescription electronic reporting program. (a) The

board shall establish by January 1, 2008, an electronic system for reporting the information

required under subdivision 4 for all controlled substances dispensed within the state.

(b) The board may contract with a vendor for the purpose of obtaining technical

assistance in the design, implementation, and maintenance of the electronic reporting

system. The vendor’s role shall be limited to providing technical support to the board

concerning the software, databases, and computer systems required to interface with the

existing systems currently used by pharmacies to dispense prescriptions and transmit

prescription data to other third parties.
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Subd. 3. Prescription Electronic Reporting Advisory Committee. (a) The board

may convene an advisory committee. If the board convenes a committee, the committee

must include at least one representative of:

(1) the Department of Health;

(2) the Departrhent of Human Services;

(3) each héalth—related licensing board that licenses prescribers;

(4) a professional medical association, which may include an association of pain

management and chemical dependency specialists;

(5) a professional pharmacy association;

(6) a consumer privacy or security advocate; and

(7) a consumer or patient rights organization.

(b) The advisory committee shall advise the board on the development and operation

of the electronic reporting system, including, but not limited to:

(1) technical standards for electronic prescription drug reporting;

(2) proper analysis and interpretation of prescription monitoring data; and

-(3) an evaluation process for the program.

Subd. 4. Reporting requirements. (a) Each dispenser must submit the following

data to the board or its designated vendor:

(1) name of the prescriber;

(2) national provider identifier of the prescriber;

3) name of the dispenser;

(4) national provider identifier of the dispenser;

(5) name of the patient for whom the prescription was written;

(6) date of birth of the patient for whom the prescription was written;

(7) date the prescription was written;

(8) date the prescription was filled;

(9) name and strength of the controlled substance;

(10) quantity of controlled substance prescribed; and

(11) guantity of controlled substance dispensed.

(b) The dispenser must submit the required information by a procedure and in a

format established by the board.

(c) A dispenser is not required to submit this data for those controlled substance

prescriptions dispensed for individuals residing in licensed skilled nursing or intermediate

care facilities.

Subd. 5. Use of data by board. The board shall develop and méintain a database of

the data reported under subdivision 4 and shall use the database for the identification of:

Article 12 Sec. 7. 9




10.1

10.2

10.3

104

105 .

10.6

107

108

10.9

10.10
10.11
10.12
10.13
10.14
10.15
10.16
10.17
10.18
10.19
10.20
1021
1022
10.23
10.24
10.25
10.26
1027
10.28
10.29
1030
1031
1032
10.33
10.34

10.35

04/10/06 COUNSEL KC/TW/DG/RDR SC4643ART12-17

(1) individuals receiving prescriptions for controlled substances from prescribers

who subsequently obtain controlled substances from dispensers in quantities or with a

frequency inconsistent with generally recognized standards of dosage for those controlled

substances; and

(2) individuals presenting forged or otherwise false or altered prescriptions for

controlled substances to dispensers.

Subd. 6. Access to prescription electronic reporting program data. (a) Except as

indicated in this subdivision, the data submitted to the board under subdivision 4 is private

data on individuals as defined in section 13.02, subdivision 12.-

(b) The board may provide data submitted under subdivision 4 for public research,

policy or education purposes, to the extent that any information that is likely to reveal the

identity of the patient or other person who is the subject of the data has been removed.

(c) The following persons shall be considered permissible users and may access the

data submitted under subdivision 4 in the same or similar manner, and for the same or

similar purposes, as those persons who are authorized to access similar private data on

individuals under federal and state law:

(1) a prescriber, to the extent the information relates specifically to a current patient

of the prescriber, to whom the practitioner is prescribing or considering prescribing any

controlled substance:

(2) a dispenser to the extent the information relates specifically to a current patient to

whom that dispenser is dispensing or considering dispensing any controlled substance:

(3) an individual who is the recipient of a controlled substance prescription for

which data was submitted under subdivision 4;

(4) personnel of the board specifically assigned to conduct investigations related to

controlled substances laws under the jurisdiction of the board;

(5) personnel of the board engaged in the co_llection of controlled substance

prescription information as part of the assigned duties and responsibilities of their

employment;

(6) authorized personnel of a vendor under contract with the board who are engaged

in the design, implementation, and maintenance of the electronic reporting system as part

of the assigned duties and responsibilities of their employment, provided that access to data

is limited to the minimum amount necessary to test and maintain the system databases;

(7) a designated representative of a health-related licensing board responsible for the

licensure, regulation, or discipline of prescribers or dispensers provided that the requested

data relates to a bona fide investigation of a specific licensee;
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(8) federal, state, and local law enforcement authorities engaged in a bona fide

investigation of a specific person; and

(9) personnel of the medical assistance program assigned to use the data collected

under this section to identify recipients whose usage of controlled substances may warrant

restriction to a single primary care physician, a single outpatient pharmacy, or a single

hospital.
(d) Any permissible user identified in paragraph (c) that directly accesses

the data electronically shall implement and maintain a comprehensive information

security program that contains administrative, technical, and physical safeguards that

are appropriate to the user’s size and complexity, and the sensitivity of the personal

information obtained. The permissible user shall identify reasonably foreseeable internal

and external risks to the security, confidentiality, and integrity of personal information

that could result in the unauthorized disclosure, misuse, or other compromise of the

information and assess the sufficiency of any safeguards in place to control the risks.

(e) The board shall not release data submitted under this section unless it is provided

with evidence, satisfactory to the board, that the person requesting the information is

entitled to receive the data. Access to the data by law enforcement authorities must be

accompanied by a valid search warrant.

(f) The board shall maintain a log of all persons who access the data and shall ensure

that any permissible user complies with paragraph (d) prior to attaining direct access to

the data.

Subd. 7. Disciplinary action. (a) A dispenser who knowingly fails to submit data to

the board as required under this section is subject to disciplinary action by the appropriate

health-related licensing board.

(b) A prescriber or dispenser authorized to access the data who knowingly discloses

the data in violation of state or federal laws relating to the privacy of healthcare data shall

be subject to disciplinary action by the appropriate health-related licensing board.

Subd. 8. Evaluation and reporting. (a) The board shall evaluate the prescription

electronic reporting program to determine if the program is cost-effective. The board may

contract with a vendor to design and conduct the evaluation.

(b) The board shall submit the evaluation of the program to the legislature by
January 15, 2009.

EFFECTIVE DATE. This section is effective July 1, 2006, or upon receiving

sufficient nonstate funds to implement the prescription electronic reporting program,

whichever is later. In the event that nonstate funds are not secured by the Board of

Pharmacy to adequatelir fund the implementation of the prescription electronic reporting.
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program, the board is not required to implement section 1, without a subsequent

appropriation from the legislature.

Sec. 8. Laws 2005, First Special Session chapter 4, article 9, section 3, subdivision 2,

is amended to read:
Subd. 2. Community and Family Health

Improvement

Summary by Fund
General 40,413,000

State Government Special ‘
Revenue 141,000

Health Care Access 3,510,000
Federal TANF 6,000,000

[SHAKEN BABY VIDEO.] Of the

state government special revenue fund
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appropriation, $13,000 in 2006 is
appropriated to the commissioner of health
to provide a video to hospitals on shaken
baby syndrome. The commissioner of health
shall assess a fee to hospitals to cover the
cost of the approved shaken baby video and
the revenue received is to be deposited in the

state government special revenue fund.

Sec. 9. FEDERAL GRANTS.

The Board of Pharmacy shall apply for any applicable federal grants or other nonstate

funds to establish and fully implement the prescription electronic reporting program.

EFFECTIVE DATE. This section is effective the dév folk)wing final enactment.

ARTICLE 13
HEALTH CARE

Seétion 1. Minnesota Statutes 2004, section 47.58, subdivision 8, is amended to read:

Subd. 8. Counseling; requirement; penalty. A lender, mortgage banking company,
or other mortgage lender not related to the mortgagor must keep a certificate on file
documenting that the borrower, prior to entering into the reverse mortgage loan, received
counseling as defined in this subdivision from an organization that meets the requirements
of section 462A.209 and is a housing counseling agency approved by the Department of
Housing and Urban Development. The certificate must be signed by the mortgagor and
the counselor and include the date of the counseling, the name, address, and telephone
number of both the mortgagor and the organization providing counseling. A failure by
the lender to comply with this subdivision results in a $1,000 civil penalty payable to
the mortgagor. For the purposes of this subdivision, "counseling” means the following
services are provided to the borrower:

(1) areview of the advantages and disadvantages of reverse mortgage programs;

(2) an explanation of how the reverse mortgage affects the borrower’s estate and
public benefits;

(3) an explanation of the lending process;

(4) a discussion of the borrower’s supplemental income needs; and

(5) an explanation of the provisions of sections 256B.0913, subdivision 17, and

462A.05, subdivision 42; and
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(6) an opportunity to ask questions of the counselor.

Sec. 2. Minnesota Statutes 2004, section 144A.071, subdivision 4c, is amended to read:

Subd. 4c. Exceptions for replacement beds after June 30, 2003. (a) The
commissioner of health, in coordiﬁation with the commissioner of human services, may
approve the renovation, replacement, upgrading, or relocation of a nursing home or
boarding care home, under the following conditions:

(1) to license and certify an 80-bed city-owned facility in Nicollet County to be
constructed on the site of a new cify-owned hospital to replace an existing 85-bed facility
attached to a hospital that is also being replaced. The threshold allowed for this project
under section 144A.073 shall be the maximum amount available to pay the additional
medical assistance costs of the new facility;

(2) to license and certify 29 beds to be added to an existing 69-bed facility in St.
Louis County, provided that the 29 beds must be transferred from active or layaway status
at an existing facility in St. Louis County that had 235 beds on April 1, 2003.

The licensed capacity at the 235-bed facility must be reduced to 206 beds, but the payment
rate at that facility shall not be adjusted as a result of this transfer. The operating payment
rate of the facility adding beds after completion of this project shall be the same as it was
on the day prior to the day the beds are licensed and certiﬁed. This project shall not
proceed unless it is approved and financed under the provisions of section 144A.073; and

(3) to license and certify a new 60-bed facility in Austin, provided that: (i) 45 of
the new beds are transferred from a 45-bed facility in Austin under common ownership
that is closed and 15 of the new beds are transferred from a 182-bed facility in Albert Lea
under common ownership; (ii) the commissioner of human services is authorized by the
2004 legislature to negotiate budget-neutral planned nursing facility closures; and (iii)
money is available from planned closures of facilities under common ownership to make
implementation of this clause budgét-neutral to the state. The bed capacity of the Albert
Lea facility shall be reduced to 167 beds following the transfer. Of the 60 beds at the
new facility, 20 beds shall be used for a special care unit for persons with Alzheimer’s
disease or related dementias:; and |

(4) to license and certify up to 80 beds transferred from an existing state-owned

nursing facility in Cass County to a new facility in the same county. The operating

cost payment rates for the new facility shall be determined based on the interim and

settle-up payment provisions of Minnesota Rules, part 9549.0057, and the reimbursement

provisions of section 256B.431. The property payment rate for the first three vears of

operation shall be $25 per day.
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(b) Projects approved under this subdivision shall be treated in a manner equivalent

to projects approved under subdivision 4a.

Sec. 3. [144A.441] ASSISTED LIVING BILL OF RIGHTS ADDENDUM.
Assisted living clients, as defined in section 144G.01, subdivision 3, shall be

provided with the home care bill of rights required by section 144A .44, except that the

home care bill of rights provided to these clients must include the following provision in

place of the provision in section 144A.44, subdivision 1, clause (16):

"(16) the right to reasonable, advance notice of changes in services or charges,

including at least 30 days’ advance notice of the termination of a service by a provider,

except in cases where:

(i) the recipient of services engages in conduct that alters the conditions of

employment as specified in the employment contract between the home care provider

and the individual providing home care services, or creates an abusive or unsafe work

environment for the individual providing home care services;

(ii) an emergency for the informal caregiver or a significant change in the recipient’s

condition has resulted in service needs that exceed the current service provider agreement

and that cannot be safely met by the home care provider; or

(iii) the provider has not received payment for services, for which at least ten days’

advance notice of the termination of a service shall be provided."

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 4. [144A.442]1 TERMINATION OF HOME CARE SERVICES FOR
ASSISTED LIVING CLIENTS.

If an arranged home care provider, as defined in section 144D.01, subdivision 2a,

who is not also Medicare certified terminates a service agreement or service plan with

an assisted living client, as defined in section 144G.01, subdivision 3, the home care

provider shall provide the assisted living client and the legal or designated representatives

of the client, if any, with a written notice of termination which includes the following

information:

(1) the effective date of termination;

(2) the reason for termination;

(3) without extending the termination notice period, an affirmative offer to meet with

the assisted living client or client representatives within no more than five business days of

the date of the termination notice to discuss the termination;
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(4) contact information for a reasonable number of other home care providers in

the geographic area of the assisted living client, as required by Minnesota Rules, part
4668.0050;

(5) a statement that the provider will participate in a coordinated transfer of the care

of the client to another provider or caregiver, as required by section 144A .44, subdivision

1, clause (17);

(6) the name and contact information of a representative of the home care provider

with whom the client may discuss the notice of termination;

(7) a copy of the home care bill of rights; and

(8) a statement that the notice of termination of home care services by the home care

provider does not constitute notice of termination of the housing with services contract

with a housing with services establishment.

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 5. Minnesota Statutes 2004, section 144A .4605, is amended to read:

144A.4605 ASSISTED-HEHVINGHOME-CARE CLASS F PROVIDER.

Subdivision 1. Definitions. For pﬁrposes of this section, the term "assisted
hving class F home care provider" means a home care provider who provides nursing
services, delegated nursing services, othér services performed by unlicensed personnel, or
central storage of medications solely for residents of one or more housing with services
establishments registered under chapter 144D.

Subd. 2. Assisted-living Class F home care license established. A home care
provider license category entitled asststed-}iving class F home care provider is hereby
established. A home care provider may obtain anassistedtiving a class F license if the
program meets the following requirements:

(a) nursing services, delegated nursing services, other services performed by
unlicensed personnel, or central storage of medications under the assisted4tving class
F license are provided solely for residents of one or more housing with services
establishments registered under chapter 144D;

(b) unlicensed personnel perform home health aide and home care aide tasks
identified in Minnesota Rules, parts 4668.0100, subparts 1 and 2, and 4668.0110, subpart 1.
Qualifications to perform these tasks shall be established in accordance with subdivision 3;

(c) periodic supervision of unlicensed personnel is provided as required by rule;

(d) notwithstanding Minnesota Rules, part 4668.0160, subpart 6, item D, client

records shall include:
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(1) daily records or a weekly summary of home care services provided;

(2) documentation each time medications are administered to a client; and

(3) documentation on the day of occurrence of any significant change in the client’s
status or any significant incident, such as a fall or refusal to take medications.

All entries must be signed by the staff providing the services and entered into the
record no later than two weeks after the end of the service day, except as specified in
clauses (2) and (3); |

(e) medication and treatment orders, if any, are included in the client record and
are renewed at least every 12 months, or more frequently when indicated by a clinical
assessment;

(f) the central storage of medications in a housing with servicés establishment
registered under chapter 144D is managed under a system that is established by a
registered nurse and addresses the control of medications, handling of medications,
medication containers, medication records, and disposition of medications; and

(g) in other respects meets the requirements established by rules adopted under
sections 144A.45 to 144A 47.

Subd. 3. Training or competency evaluations required. (a) Unlicensed personnel
must:

(1) satisfy the training or competency requirements established by rule under
sections 144A .45 to 144A.47; or

(2) be trained or determined competent by a registered nurse in each task identified
under Minnesota Rules, part 4668.0100, subparts 1 and 2, when offered to clients in a
housing with services establishment as described in paragraphs (b) to (e).

(b) Training for tasks identified under Minnesota Rules, part 4668.0100, subparts
1 and 2, shall use a curriculum which meets the requirements in Minnesota Rules, part
4668.0130.

(c) Competency evaluations for tasks identified under Minnesota Rules, part
4668.0100, subparts 1 and 2, must be completed and documented by a registered nurse.

(d) Unlicensed personnel performing tasks identified under Minnesota Rules, part
4668.0100, subparts 1 and 2, shall be trained or demonstrate competency in the following

topics:

(1) an overview of sections 144A.43 to 144A.47 and rules adopted thereunder;

(2) recognition and handling of emergencies and use of emergency services;

(3) reporting the maltreatment of vulnerable minors or adults under sections 626.556
and 626.557;

(4) home care bill of rights;
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(5) handling of clients’ complaints and reporting of complaints to the Office of
Health Facility Complaints;

(6) services of the ombudsman for older Minnesotans;

(7) observation, reporting, and documentation of client status and of the care or
services provided;

(8) basic infection control;

(9) maintenance of a clean, safe, and healthy environment;

(10) communication skills;

(11) basic elements of body functioning and changes in body function that must be -
reported to an appropriate health care professional; and

(12) physical, emotional, and developmental needs of clients, and ways to work with
clients who have problems in these areas, including respect for the client, the client’s
property, and the client’s family.

(e) Unlicensed personnel who administer medications must comply with rules
relating to the administration of medications in Minnesota Rules, part 4668.0100, subpart
2, except that unlicensed personnel need not comply with the requirements of Minnesota
Rules, part 4668.0100, subpart 5.

Subd. 4. License required. (a) A housing with services establishment registered
under chapter 144D that is required to obtain a home care license must obtain an-assisted
Iving a class F home care license according to this section or a class A or class E B license
according to rule. A housing with services establishment that obtains a class £ B license
under this subdivision remains subject to the payment limitations in sections 256B.0913,
subdivision 5f, paragraph (b), and 256B.0915, subdivision 3d.

(b) A board and lodging establishment registered for special services as of December
31, 1996, and also registered as a housing with services establishment under chapter
144D, must déliver home care services according to sections 144A.43 to 144A.47, and
may apply for a waiver from requirements under Minnesota Rules, parts 4668.0002 to
4668.0240, to operate a licensed agency under the standards of section 157.17. Such

waivers as may be granted by the department will expire upon promulgation of home care

rules implementing section 144A.4605.

{d)yAm-assistedliving (c) A class F home care provider licensed under this section
must comply with the disclosure provisions of section 325F.72 to the extent they are

applicable.
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Subd. 5. License fees. The license fees for assisted-tving class F home care
providers shall be as follows:

(1) $125 annually for those providers serving a monthly average of 15 or fewer
clients, and for assisteddiving class F providers of all sizes during the first year of |
operation; | ’

(2) $200 annually for those providers serving a montlﬂy average of 16 to 30 clients;

- (3) $375 annually for those providers serving a monthly average of 31 to 50 clients;
and

(4) $625 annually for those providers serving a monthly average of 51 or more
clients.

Subd. 6. Waiver. Upon request of the home care provider, the commissioner may

waive the provisions of this section relating to registered nurse duties.

EFFECTIVE DATE. This section is effective J anuary' 1, 2007.

Sec. 6. Minnesota Statutes 2004, section 144D.01, is amended by adding a subdivision

to read:

Subd. 2a. Arranged home care provider. "Arranged home care provider" means a

home care provider licensed under Minnesota Rules, chapter 4668, that provides services

to some or all of the residents of a housing with services establishment and that is either

the establishxﬁeht itself or another entity with which the establishment has an arrangement.

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 7. Minnesota Statutes 2004, section 144D.015, is amended to read:

144D.015 ASSISTED LIVING FACILITY OR ASSISTED LIVING
RESIDENCE DEFINITION FOR PURPOSES OF LONG-TERM CARE
INSURANCE.

For purposes of consistency with terminology commonly used in long-term

care insurance policies_and notwithstanding chapter 144G, a housing with services

establishment that is registered under section 144D.03 and that holds, or contracts makes
arrangements with an individual or entity that holds;= any type of home care license and
all other licenses, permits, registrations, or other governmental approvals legally required
for delivery of the services the establishment offers or provides to its residents, constitutes

an "assisted living facility" or "assisted living residence."

EFFECTIVE DATE. This section is effective January 1, 2007.
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Sec. 8. Minnesota Statutes 2004, section 144D.02, is amended to read:

144D.02 REGISTRATION REQUIRED.
No entity may establish, operate, conduct, or maintain amrelderly a housing with
services establishment in this state without registering and operating as required in

sections 144D.01 to 144D.06..

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 9. Minnesota Statutes 2004, section 144D.03, subdivision 2, is amended to read:
~ Subd. 2. Registration information. The establishment shall provide the following
information to the commissioner in order to be registered:

(1) the business name, street address, and mailing address of the establishment;

(2) the name and mailing address of the owner or owners of the establishment and, if
the owner or owners are not natural persons, identification of the type of business entity
of the owner or owners, and the names and addresses of the officers and members of the
governing body, or comparable persons for partnerships, limited liability corporations, or
other types of business organizations of the owner or owners;

(3) the name and mailing address of the managing agent, whether through
management agreement or lease agreement, of the establishment, if different from the
owﬁer or owners, and the name of the on-site manager, if any;

(4) verification that the establishment has entered into anelderly a housing with
services contract, as required in section 144D.04, with each resident or resident’s
representative;

(5) verification that the establishment is complying with the requirements of section
325E.72, if applicable;

(6) the name and address of at least one natural person who shall be responsible
for dealing with the commissioner on all matters provided for in sections 144D.01 to
144D.06, and on whom personal service of all notices and orders shall be made, and who
shall be authorized to accept service on behalf of the owner or owners and the managing
agent, if any; and |

(7) the signature of the authorized representative of the owner or owners or, if
the owner or owners are not natural persons, signatures of at least two authorized
representatives of each owner, one of which shall be an officer of the owner.

Personal service on the person identified under clause (6) by the owner or owners in
the registration shall be considered service on the owner or owners, and it shall not be a

defense to any action that personal service was not made on each individual or entity. The
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designation of one or more individuals under this subdivision shall not affect the legal

responsibility of the owner or owners under sections 144D.01 to 144D.06.

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 10. Minnesota Statutes 2004, section 144D.04, is amended to read:

144D.04 EEBEREY HOUSING WITH SERVICES CONTRACTS.

Subdivision 1. Contract required. No elderly housing with services establishment
may operate in this state unless a written elderly housing with services contract, as defined
in subdivision 2, is executed between the establishment and each resident or resident’s
representative and unless the establishment operates in accordance with the terms of the
contract. The resident or the resident’s representative shall be given a complete copy of
the contract and all supporting documents and attachments and any changes whenever
changes are made.

Subd. 2. Contents of contract. Amelderly A housing with services contract, which
need not be entitled as such to comply with this section, shall include at least the following
elements in itself or through supporting documents or attachments:

(1) the name, street address, and mailing address of the establishment;

(2) the name and mailing address of the owner or owners of the establishment and, if
the owner or owners is not a natural person, identification of the type of business entity
of the owner or owners;

(3) the name and mailing address of the managing agent, through management
agreement or lease agreement, of the establishment, if different from the owner or owners;

(4) the name and address of at least one natural person who is authorized to accept
service of process on behalf of the owner or owners and managing agent;

(5).a statement describing the registration and licensuré status of the establishment
and any provider providing health-related or supportive servicés under an arrangement
with the establishment;

(6)_the term of the contract;

(7) a description of the services to be provided to the resident in the base rate to
be paid by resident;

(8) a description of any additional services, including home care services, available

for an additional fee from the establishment directly or through arrangements with the

establishment, and a schedule of fees charged for these services;
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€16) (9) a description of the process through which the contract may be modified,
amended, or terminated;

€1 (10) a description of the establishment’s complaint resolution process available
to residents including the toll-free complaint line for the Office of Ombudsman for Older
Minnesotans;

€2y (11) the resident’s designated representative, if any;

€13y (12) the establishment’s referral procedures if the contract is terminated;

E4)-eriteria (13) requirements of residency used by the establishment to determine

who may reside or continue to reside in the elderty housing with services establishment;

€15y (14) billing and payment procedures and requirements;

a6 _(ﬁ) a statement regarding the ability of residents to receive services from
service providers with whom the establishment does not have 'an arrangement; and

&7 (16) a statement regarding the availability of public funds for payment for
residence or services in the establishment; and

(17) a statement regarding the availability of and contact information for long-

term care consultation services under section 256B.0911 in the county in which the

establishment is located.

Subd. 3. Contracts in permanent files. Fiderly Housing with services contracts
and related documents executed by each resident or resident’s representative shall be
maintained by the establishment in files from the date of execution until three years after
the contract is terminated. The contracts and the written disclpsures required under section
325F.72, if applicable, shall be made available for on-site inspebtion by the commissioner

upon request at any time.

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 11. [144D.045]1 INFORMATION CONCERNING ARRANGED HOME
CARE PROVIDERS.

If a housing with services establishment has one or more arranged home care

providers, the establishment shall arrange to have that arranged home care provider deliver

the following information in writing to a prospective resident, prior to the date on which

the prospective resident executes a contract with the establishment or the prospective

resident’s move-in date, whichever is earlier:

(1) the name, mailing address, and telephone number of the arranged home care

provider;

(2) the name and mailing address of at least one natural person who is authorized to

accept service of process on behalf of the entity described in clause (1) ;
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(3) a description of the process through which a home care service agreement or

service plan between a resident and the arranged home care provider, if any, may be

modified, amended, or terminated;

(4) the arranged home care provider’s billing and payment procedures and

requirements; and

(5) any limits to the services available from the arranged provider.

EFFECTIVE DATE. This section is effective January. 1, 2007.

Sec. 12. Minnesota Statutes 2004, section 144D.05, is amended to read:

144D.05 AUTHORITY OF COMMISSIONER.

The commissioner shall, upon receipt of information which may indicate the failure
of the elderty housing with services establishment, a resident, a resident’s representative,
or a service provider to comply with a legal requirement to which one or more of them
may be subject, make appropriate referrals to other governmental agencies and entities
having jurisdiction over the subject matter. The commissioner may also make referrals
to any public or private agency the commissioner considers available for appropriate
assistance to those involved.

The commissioner shall have standing to bring an action for injunctive relief
in the district court in the district in which an establishment is located to compel the
elderly housing with services establishment to meet the requirements of this chapter or
other requirements of the state or of any cbunty or local governmental unit to which the
establishment is otherwise subject. Proceedings for securing an injunction may be brought
by the commissioner through the attorney general or through the appropriate county

attorney. The sanctions in this section do not restrict the availability of other sanctions.

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 13. Minnesota Statutes 2004, section 144D.065,A is amended to read:

144D.065 ESTABLISHMENTS THAT SERVE PERSONS WITH
ALZHEIMER'’S DISEASE OR RELATED DISORDERS.

(a) If a housing with services establishment registered under this chapter markets or
othérwise promotes services for persons with Alzheimer’s disease or related disorders,

whether in a segregated or general unit, the facility*s establishment’s direct care staff and

their supervisors must be trained in dementia care.
(b) Areas of required training include:
(1) an explanation of Alzheimer’s disease and related disorders;

Article 13 Sec. 13. 23




24.1
24.2
243
24.4
245
24.6

24.7

24.8

249

24.10
24.11
24.12
24.13
24.14
24.15
24.16
24.17
24.18
24.19

24.20

24.21

24.22
24.23
24.24
24.25
24.26
2427
24.28
24.29
24.30
24.31
24.32

2433

04/10/06 COUNSEL KC/JW/DG/RDR SC4643ART12-17

(2) assistance with éctivities of daily ljving;

(3) problem solving with challenging behaviors; and

(4) communication skills.

(c) The establishment shall provide to consumers in written or electronic form a
description of the training program, the categories of employees trained, the frequency
of training, and the basic topics covered. This information satisfies the disclosure

requirements of section 325F.72, subdivision 2, clause (4).

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 14. [144G.01] DEFINITIONS.

Subdivision 1. Scope; other definitions. For purposes of sections 144G.01 to

144G.05, the following definitions apply. In addition, the definitions provided in section
144D.01 also apply to sections 144G.01 to 144G.05.

Subd. 2. Assisted living. "Assisted living" means a service or package of services

advertised, marketed, or otherwise described, offered, or promoted using the phrase

"assisted living" either alone or in combination with other words, whether orally or in

writing, and which is subject to the requirements of this chapter.

Subd. 3. Assisted living client. "Assisted living client" or "client" means a housing

with services resident who receives assisted living that is subject to the requirements

of this chapter.

Subd. 4. Commissioner. "Commissioner" means the commissioner of health.

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 15. [144G.02] ASSISTED LIVING; PROTECTED TITLE; RESTRICTION
ON USE; REGULATORY FUNCTIONS.

Subdivision 1. Protected title: restriction on use. No person or entity may use the

phrase "assisted living," whether alone or in combination with other words and whether

orally or in writing, to advertise, market, or otherwise describe, offer, or promote itself, or

any housing, service, service package, or program that it provides within this state, unless

the person or entity is a housing with services establishment that meets the requirements of

this chapter, or is a person or entity that provides some or all components of assisted living

that meet the requirements of this chapter. A person or entity entitled to use the phrase

"assisted living" shall use the phrase only in the context of its participation in assisted

living that meets the requirements of this chaptef. A housing with services establishment

offering or providing assisted living that is not made available to residents in all of its
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housing units shall identify the number or location of the units in which assisted living

is available, and may not use the term "assisted living" in the name of the establishment

registered with the commissioner under chapter 144D, or in the name the establishment

uses to identify itself to residents or the public.

Subd. 2. Authority of commissioner. (a) The commissioner, upon receipt of.

information that may indicate the failure of a housing with services establishment, the

arranged home care provider, an assisted living client, or an assisted living client’s

representative to comply with a legal requirement to which one or more of the entities may

be subject, shall make appropriate referrals to other governmental agencies and entities

having jurisdiction over the subject matter. The commissioner may also make referrals

to any public or private agency the commissioner considers available for appropriate

assistance to those involved.

(b) In addition to the authority with respect to licensed home care providers under

sections 144A .45 and 144A.46 and with respect to housing with services establishments

under chapter 144D, the commissioner shall have standing to bring an action for injunctive

relief in the district court in the district in which a housing with services establishment

is located to compel the housing with services establishment or the arranged home care

provider to meet the requirements of this chapter or other requirements of the state or of

any county or local governmental unit to which the establishment or arranged home care

provider is otherwise subject. Proceedings for securing an injunction may be brought by

the commissioner through the attorney general or through the appropriate county attorney.

The sanctions in this section do not restrict the availability of other sanctions.

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 16. [144G.03] ASSISTED LIVING REQUIREMENTS.

Subdivision 1. Verification in annual registration. A registered housing with

services establishment using the phrase "assisted living," pursuant to section 144G.02,

subdivision 1, shall verit:y to the commissioner in its annual registration pursuant to chapter

144D that the establishment is complying with sections 144G.01 to 144G.05, as applicable.

Subd. 2. Minimum requirements for assisted living. (a) Assisted living shall

be provided or made available only to individuals residing in a registered housing with

services establishment. Except as expressly stated in this chapter, a person or entity

offering assisted living may define the available services and may offer assisted living to

all or some of the residents of a housing with services establishment. The services that

comprise assisted living may be provided or made available directly by a housing with
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services establishment or by persons or entities with which the housing with services

~ establishment has made arrangements.

(b) A person or entity entitled to use the phrase "assisted living," according to

section 144G.02, subdivision 1, shall do so only with respect to a housing with services

establishment, or a service, service package, or program available within a housing with

services establishment that, at a minimum:

(1) provides or makes available health related services under a class A or class F

home care 'license. At a minimum, health related services must include:

(i) assistance with self-administration of medication as defined in Minnesota Rules,

part 4668.0003, subpart 2a, or medication administration as defined in Minnesota Rules,
part 4668.0003, subpart 21a; and

(i1) assistance with at least three of the following seven activities of daily living:

bathing, dressing, grooming, eating, transferring, continence care, and toileting.

All health related services shall be provided in a manner that cémplies with applicable

home care licensure requirements in chapter 144A and Minnesota Rules, chapter 4668,

and with sections 148.171 to 148.285;

(2) provides necessary assessments of the physical and cognitive needs of assisted

living clients by a registered nurse, as required by applicable home care licensure

requirements in chapter 144A and Minnesota Rules, chapter 4668, and by sections
148.171 to 148.285;

" (3) has and maintains a system for delegation of health care activities to unlicensed

assistive health care personnel by a registered nurse, including supervision and evaluation

of the delegated activities as required by applicable home care licensure requirements in

chapter 144A and Minnesota Rules, chapter 4668, and by sections 148.171 to 148.285;

(4) provides staff access to an on-call registered nurse 24 hours per day, seven

days per week:

(5) has and maintains a system to check on each assisted living client at least daily;

(6) provides a means for assisted living clients to request assistance for health and

safety needs 24 hours per day, seven days per week, from the establishment or a person or

entity with which the establishment has made arrangements;

(7) has a person or persons available 24 hours per day, seven days per week, who

is responsible for responding to the requests of assisted living clients for assistance with

health or safety needs, who shall be:

1) awake;
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(i1) located in the same ‘bui]lding, in an attached building, or on a contiguous campus

with the housing with services establishment in order to respond within a reasonable

amount of time;

(iii) capable of communicating with assisted living clients;

(iv) capable of recognizing the need for assistance;

(v) capable of providing either the assistance required or summoning the appropriate

assistance; and

(vi) capable of following directions;

(8) offers to provide or make available at least the following Asugportive services

to assisted living clients:

(i) two meals per day;

(ii) weekly housekeeping;

(iii) weekly laundry servicé;

(iv) upon the request of the client, reasonable assistance with arranging for

transportation to medical and social services appointments, and the name of or other

identifying information about the person or persons responsible for providing this

assistance;

(v) upon the request of the client, reasonable assistance with accessing community

resources and social services available in the community, and the name of or other

identifying information about the person or persons responsible for providing this

assistance; and

(vi) periodic opportunities for socialization; and

(9) makes available to all prospective and current assisted living clients information

consistent with the uniform format and the required components adopted by the

commissioner under section 144G.06. This information must be made available beginning

no later than six months after the commissioner makes the uniform format and required

components available to providers according to section 144G.06.

Subd. 3. Exemption from awake-staff requirement. (a) A housing with services

establishment that offers or provides assisted living is exempt from the requirement in

subdivision 2, paragraph (b), clause (7), item (i), that the person or persons available and

responsible for responding to requests for assistance must be awake, if the establishment

meets the following requirements:

(1) the establishment has a maximum capacity to serve 12 or fewer assisted living

clients;
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(2) the person or persons available and responsible for responding to requests for

assistance are physically present within the housing with services establishment in which

the assisted living clients reside;

(3) the establishment has a system in place that is compatible with the health, safety,

and welfare of the establishment’s assisted living clients;

(4) the establishment’s housing with services contract, as required by section

144D.04, includes a statement disclosing the establishment’s qualification for, and

intention to rely upon, this exemption;

(5) the establishment files with the commissioner, for purposes of public information

but not review or approval by the commissioner, a statement describing how the

establishment meets the conditions in clauses (1) to (5), and makes a copy of this statement

available to actual and prospective assisted living clients; and

(6) the establishment indicates on its housing with services registration, under

section 144D.02 or 144D.03, as applicable, that is qualiﬁes for and intends to rely upon

the exemption under this subdivision.

Subd. 4. Nursing assessment. (a) A housing with services establishment offering or

providing assisted living shall:

(1) offer to have the arranged home care provider conduct a nursing assessment by

a registered nurse of the physical and cognitive needs of the prospective resident and

propose a service agreement or service plan prior to the date on which a prospective

resident executes a contract with a housing with services establishment or the date on

which a prospective resident moves in, whichever is earlier; and

(2) inform the prospective resident of the availability of and contact information for

long-term care consultation services under section 256B.0911, prior to the date on which a

prospective resident executes a contract with a housing with services establishment or the

date on which a prospective resident moves in, whichever is earlier.

(b) An arranged home care provider is not obligated to conduct a nursing assessment

by a registered nurse when requested by a prospective resident if either the geographic

distance between the prospective resident and the provider, or urgent or unexpected

circumstances, do not permit the assessment to be conducted prior to the date on which

the prospective resident executes a contract or moves in, whichever is earlier. When such

circumstances occur, the arranged home care provider shall offer to conduct a telephone

conference whenever reasonably possible.

(c) The arranged home care provider shall comply with applicable home care

licensure requirements in chapter 144A and Minnesota Rules, chapter 4668, and with

~ sections 148.171 to 148.285 with respect to the provision of a nursing assessment prior
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to the delivery of nursing services and the execution of a home care service plan or

service agreement.

Subd. 5. Assistance with arranged home care provider. The housing with services

establishment shall provide each assisted living client with identifying information about a

person or persons reasonably available to assist the client with concerns the client may

have with respect to the services provided by the arranged homie care provider. The

establishment shall keep each assisted living client reasonably informed of any changes in

the personnel referenced in this subdivision. Upon request of the assisted living client,

such personnel or designee shall provide reasonable assistance to the assisted living client

in addressing concerns regarding services provided by the arranged home care provider.

Subd. 6. Termination of housing with services contract. If a housing with

services establishment terminates a housing with services contract with an assisted living

client, the establishment shall provide the assisted living client, and the legal or desjggéted

representative of the assisted living client, if any, with a written notice of termination

which includes the following information:

(1) the effective date of termination;

(2) the section of the contract that authorizes the termination;

(3) without extending the termination notice period, an affirmative offer to meet with

the assisted living client and, if applicable, client fepresentativeé, within no more than five

business days of the date of the termination notice to discuss the termination;

(4) an explanation that:

(1) the assisted living client must vacate the apartment, along with all personal

possessions, on or before the effective date of termination;

(i) failure to vacate the apartment by the date of termination may result in the filing

of an eviction action in court by the establishment, and that the assisted living client may

present a defense, if any, to the court at that time; and

(ii1) the assisted living client may seek legal counsel in connection with the notice

of termination;

(5) a statement that, with respect to the notice of termination, reasonable

accommodation is available for the disability of the assisted living client, if any; and

(6) the name and contact information of the representative of the establishment

with whom the assisted living client or client representatives may discuss the notice of

termination.

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 17. [144G.04] RESERVATION OF RIGHTS.
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Subdivision 1. Use of services. Nothing in this chapter requires an assisted living

client to utilize any service provided or made available in assisted living.

Subd. 2. Housing with services contracts. Nothing in this chapter requires a

housing with services establishment to execute or refrain from terminating a housing with

services contract with a prospective or current resident who is unable or unwilling to meet

the requirements of residency, with or without assistance.

Subd. 3. Provision of services. Nothing in this chapter requires the arranged home

care provider to offer or continue to provide services under a service agreement or service

plan to a prospective or current resident of the establishment whose needs cannot be

met by the arranged home care provider.

Subd. 4. Altering operations; service packages. Nothing in this chapter requires

a housing with services establishment or arranged home care provider offering assisted

living to fundamentally alter the nature of the operations of the establishment or the

provider in order to accommodate the request or need for facilities or services by any

assisted living client, or to refrain from requiring, as a condition of residency, that an

assisted living client pay for a package of assisted living services even if the client does

not choose to utilize all or some of the services in the package.

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 18. [144G.05] REIMBURSEMENT UNDER ASSISTED LIVING SERVICE
PACKAGES.

Notwithstanding the provisions of this chapter, the requirements for the Elderly

Waiver program’s assisted living payment rates under section 256B.0915, subdivision

3e, shall continue to be effective and providers who do not meet the requirements of

this chapter may continue to receive payment under section 256B.0915, subdivision 3e,

as long as they continue to meet the definitions and standards for assisted living and

assisted living plus set forth in the federally approved Elderly Home and Community

Based Services Waiver Program (Control Number 0025.91).

Providers of assisted living for the Community Alternatives for Disabled Individuals

(CADI and Traumatic Brain Injury (TBI) waivers shall continue to receive payment as

long as they continue to meet the definitions and standards for assisted living and assisted

living plus set forth in the federally approved CADI and TBI waiver plans.

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 19. [144G.06] UNIFORM CONSUMER INFORMATION GUIDE.
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(a) The commissioner of health shall establish an advisory committee consisting

of representatives of consumers, providers, county and state officials, and other

oroups the commissioner considers appropriate. The advisory committee shall present

recommendations to the commissioner on:

(1) a format for a guide to be used by individual providers of assisted living, as

defined in Minnesota Statutes, section 144G.01, that includes information about services

offered by that provider, service costs, and other relevant provider-specific information, as

well as a statement of philosophy and values associated with assisted living, presented in

uniform categories that facilitate comparison with guides issued by other providers; and

(2) requirements for informing' assisted living clients, as defined in Minnesota

Statutes, section 144G.01, of their applicable legal rights.

(b) The commissioner, after reviewing the recommendations of the advisory

committee, shall adopt a uniform format for the guide to be used by individual providers,

and the required components of materials to be used by providers to inform assisted

living clients of their legal rights, and shall make the uniform format and the required

components available to assisted living providers.

Sec. 20. Minnesota Statutes 2004, section 256.01, is amended by adding a subdivision

to read:

Subd. 2b. Performance payments. The commissioner shall develop and implement

a pay-for-performance system to provide performance payments to medical groups that

demonstrate optimum care in serving individuals with chronic diseases that are enrolled in

health care programs administered by the commissioner under chapters 256B, 256D, and
256L. This subdivision shall expire June 30, 2008.

Sec. 21. Minnesota Statutes 2004, section 256.01, is amended by adding a subdivision

to read:

Subd. 23. Reverse mortgage information and referral. The commissioner, in

cooperation with the commissioner of the Minnesota Housing Finance Agency, shall:

(1) establish an information and referral system to inform eligible persons regarding

the availability of reverse mortgages and state incentives available to persons who take

out certain reverse mortgages. The information and referral system shall be established

involving the Senior LinkAge Line, county and tribal agencies, community housing

agencies and organizations, reverse mortgage counselors and lenders, senior and elder

community organizations, and other relevant entities; and
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(2) coordinate necessary training for Senior LinkAge Line employees, mortgage

counselors, and lenders regarding the provisions of sections 256B.0913, subdivision

17, and 462A.05, subdivision 42.

Sec. 22. [256.9545] PRESCRIPTION DRUG DISCOUNT PROGRAM.
‘Subdivision 1. Establishment; administration. The commissioner shall establish

and administer the prescription drug discount program.

Subd. 2. Commissioner’s authority. The commissioner 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 purposes of this section, the following terms have the

meanings given them.

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

(b) "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.

(c) "Enrolled individual" means a person who is eligible for the program under

subdivision 4 and has enrolled in the program according to subdivision 5.

(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

service 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 manufacturer” means a manufacturer as defined in section 151.44,

paragraph (c), that agrees to participate in the prescription drug discount program.

(f) "Participating pharmacy" means a pharmacy as defined in section 151.01,

subdivision 2, that agrees to participate in the prescription drug discount program.

Subd. 4. Eligibility. (a) To be eligible for the program, an applicant must:

(1) be a permanent resident of Minnesota as defined in section 256L.09, subdivision

4

(2) not be enrolled in 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 pharmaceuticél manufacturer;

(4) not be enrolled in and have currently available prescription drug coverage under

a Medicare supplement policy, as defined in sections 62A.31 to 62A.44; and

(5) have individual or family gross income equal to or less than 300 percent of the

federal poverty guidelines. The commissioner shall adjust the income limit each July 1 by

the annual update of the federal poverty guidelines following publication by the United

States Department of Health and Human Services.

(b) Notwithstanding paragraph (a), clause (3), an individual who is enrolled in a

Medicare Part D prescription drug plan or Medicare Advantage plan is eligible for the

program but only for drugs that are not covered under the Medicare Part D plan or for

drugs that are covered under the plan, but according to the conditions of the plan, the

individual is responsible for 100 percent of the cost of the prescription drug.

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.

(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.
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Subd. 6. Participating pharmacy. (a) Upon implementation of the prescription

drug discount program, and until January 1, 2008, a participating pharmacy, 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, 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.

(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 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 at a participating

pharmacy by an enrolled individual. The participating manufacturer must provide full

payvment 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. Beginning July 1, 2008, the commissioner shall establish

an annual enrollment fee that covers the commissioner’s expenses for enrollment,

processing claims, and distributing rebates under this program.

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
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- shall ensure that fund money is invested under section 11A.25. All money eamed 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 provided to enrolled individuals under subdivision 6,

paragraph (b); to reimburse the commissioner for 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 by law 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 July 1, 2007.

Sec. 23. Minnesota Statutes 2004, section 256.975, subdivision 7, is amended to read:
Subd. 7. Consumer information and assistance; Senior LinkAge. (a) The
Minnesota Board on Aging shall operate a statewide information and assistance service
to aid older Minnesotans and their families in making informed choices about long-term
care options and health care benefits. Language services to persons with limited English

language skills may be made available. The service, known as Senior LinkAge Line, must

- be available during business hours through a statewide toll-free number and must also

be available through the Internet.

(b) The service must assist older adults, caregivers, and providers in accessing
information about choices in long-term care services that are purchased through private
providers or available through public options. The service must:

(1) develop a comprehensive database that includes detailed listings in both
consumer- and provider-oriented formats;

(2) make the database accessible on the Internet and through other telecommunication
and media-related tools;

(3) link callers to interactive long-term care screening tools and make these tools
available through the Internet by integrating the tools with the database;

(4) develop community education materials with a focus on planning for long-term
care and evaluating independent living, housing, and service options;

(5) cohduct an outreach campaign to assist older adults and their caregivers in
finding information on the Internet and through other means of communication;

(6) implement a messaging system for overflow callers and respond to these callers

by the next business day;
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(7) link callers with county human services and other providers to receive more
in-depth assistance and consultation related to long-term care options; and

(8) provide information and assistance to inform older adults about reverse

mortgages, including the provisions of sections 47.58; 256B.0913, subdivision 17; and
462A.05, subdivision 42; and

(9) link callers with quality profiles for nursing facilities ‘and other providers
developed by the commissioner of health. | .

(c) The Minnesota Board on Aging shall conduct an evaluation of the effectiveness
of the statewide information and assistance, and submit this evaluatioh to the legislature
by December 1, 2002. The evaluation must include an analysis of funding adequacy, gaps
in service delivery, continuity in information between the service and identified linkages,

and potential use of private funding to enhance the service.

Sec. 24. Minnesota Statutes 2004, section 256B.0625, is amended by adding a
subdivision to read:

‘Subd. 13i. Medicare Part D co-payments. For recipients who are enrolled in a

Medicare Part D prescription drug plan or Medicare Advantage plan, medical assistance

covers the co-payments in which the recipient is responsible for under the Medicare Part

D prescription drug plan or Medicare Advantage plan.

Sec. 25. Minnesota Statutes 2005 Supplement, section 256B.075, subdivision 2,
is amended to read:
Subd. 2. Fee-for-service. (a) The commissioner shall develop and implement
a disease management program for medical assistance and general assistance medical
care recipients who are not enrolled in the prepaid medical assistance or prepaid general
assistance medical care programs and who are receiving services on a fee-for-service
basis. The commissioner may contract with an outside organization to provide these

services under this subdivision.

(b) The commissioner shall seek any federal approval necessary to implément this
section and to obtain federal matching funds.

(c) The commissioner shall develop and implement a pilot intensive care
management program for medical assistance children with complexi and chronic medical
issues who are not able to participate in the mg:tro-based U Special Kids program due
to geographic distance.

(d) The commissioner shall develop and implement an intensive care management

pilot program for children, adults, and families who have complex and chronic medical

Article 13 Sec. 25. 36



37.1
572
37.3
374
37.5
37.6
37.7
37.8

379

37.10

37.11
37.12
37.13
37.14
37.15
37.16
37.17
37.18
37.19
37.20
21
37.22
37.23
37.24
37.25
37.26
37.27
37.28
37.29
37.30
731
37.32
37.33

37.34

04/10/06 | COUNSEL KC/JW/DG/RDR SC4643ART12-17

issues, or who are high risk of developing them, and who receive their primary care

through a federally qualified health center or community clinic. For purposes of this

paragraph, "federally qualified health center" means an entity that is receiving a grant

under United States Code, title 42, section 254b, or, based on the recommendation of

the Health Resources and Services Administration within the Public Health Service, is

determined by the secretary to meet the requirements for receiving such a grant; and

"community clinic" means a clinic that is not a federally qualified health center, but is

certified by the Minnesota Department of Health as being eligible to receive a grant under
section 145.9268.

EFFECTIVE DATE. This section is effective October 1; 2006.

Sec. 26. Minnesota Statutes 2005 Supplement, section 256B.0911, subdivision 1a,
is amended to read:
Subd. 1a. Definitions. For purposes of this section, the following definitions apply:
(a) "Long-term care consultation services" means:
(1) providing information and education to the general public regarding availability
of the services authorized under this section;
(2) an intake process that provides access to the services described in this section;
(3) assessment of the health, psychological, and social needs of referred individuals;
(4) assistance in identifying services needed to maintain an individual in the least
restrictive environment;
(5) providing recommendations on cost-effective community services that are
available to the individual; |

(6) development of an individual’s community support plan, which may include the

use of reverse mortgage payments to pay for services needed to maintain the individual in

the person’s home:

(7) providing information regarding eligibility for Minnesota health care programs;

(8) preadmission screening to determine the need for a nursing facility level of care;

(9) preliminary determination of Minnesota health care programs eligibility for
individuals who need a nursing facility level of care, with appropriate referrals for final
determination;

(10) providing recommendations for nursing facility placement whén there are no
cost-effective community services available; and |

(11) assistance to transition people back to community settings after facility

admission.
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(b) "Minnesota health care programs" means the medical assistance program under

chapter 256B and the alternative care program under section 256B.0913.

Sec. 27. Minnesota Statutes 2004, section 256B.0911, subdivision 3a, is amended to
read:

Subd. 3a. Assessment and support planning. (a) Persons requesting assessment,
services planning, or other assistance intended to support community-based living must be
visited by a long-term care consultation team within ten Wofking days after the date on
which an assessment was requested or recommended. Assessments must be conducted
according to paragraphs (b) to (g).

(b) The county may utilize a team of either the social worker or public health nurse,
or both, to conduct the assessment in a face-to-face interview. The consultation team
members must confer regarding the most appropriate care for each individual screened or
assessed.

(c) The long-term care consultation team must assess the health and social needs of
the person, using an assessment form provided by the commissioner.

(d) The team must conduct the assessment in a face-to-face interview with the
person being assessed and the person’s legal representative, if applicable.

(e) The team must provide the person, or the person’s legal representative, with
written recommendations for facility- or community-based services. The team must
document that the most cost-effective alternatives available were offered to the individual.
For purposes of this requirement, "cost-effective alternatives" means community services
and living arrangements that cost the same as or less than nursing facility care.

(f) If the person chooses to use community-based services, the team must provide

the person or the person’s legal representative with a written community support plan,

“regardless of whether the individual is eligible for Minnesota health care programs.

The person may request assistance in developing a community support plan without

participating in a complete assessment._If the person chooses to obtain a reverse mortgage

under section 47.58 as part of the community support plan, the plan must include a

spending plan for the reverse mortgage payments.

(2) The team must give the person receiving assessment or support planning, or
the person’s legal representative, materials supplied by the commissioner containing
the following information:

(1) the purpose of preadmission screening and assessment;
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(2) information about Minnesota health care programs_and about reverse mortgages,

including the provisions of sections 47.58; 256B.0913, subdivfsion 17; and 462A.05,

subdivision 42;

(3) the person’s freedom to accept or reject the recommendations of the team;

(4) the person’s right to confidentiality under the Minnesota Government Data
Practices Act, chapter 13; and

(5) the person’s right to appeal the decision regarding the need for nursing facility
leQel of care or the county’s final decisions regarding public programs eligibility according

to section 256.045, subdivision 3.

Sec. 28. Minnesota Statutes 2004, section 256B.0913, is amended by adding a
subdivision to read:

Subd. 17. Services for persons using reverse mortgages. (a) Alternative care

services are available to a person who satisfies the following criteria:

(1) the person qualifies for the reverse mortgage incentive program under section

462A.05, subdivision 42, and has received the final payment on a qualifying reverse

mortgage, or the person satisfies the criteria in section 462A..05, subdivision 42, paragraph

(b), clauses (1) to (5), and has otherwise obtained a reverse mortgage and payments from

the reverse mortgage for a period of at least 24 months or in an amount of at least $15,000

are used for services and supports, including basic shelter needs, home maintenance, and

modifications or adaptations, necessary to allow the person to remain in the home as an

alternative to a nursing facility placement; and

(2) the person satisfies the eligibility criteria under this section, other than age,

income, and assets, and verifies that reverse mortgage expenditures were made according

to the spending plan established under section 256B.0911, if one has been established.

(b) In addition to the other services provided under this section, a person who

qualifies under this subdivision shall not be assessed a monthly participation fee under

subdivision 12 nor be subject to an estate claim under section 256B.15 for services

received under this section.

(c) The commissioner shall require a certification of loan satisfaction or other

documentation that the person gualifies under this subdivision.

Sec. 29. Minnesota Statutes 2005 Supplement, section 256B.0918, subdivision 1,

is amended to read:
Subdivision 1. Program criteria. Beginning on or after October 1, 2005, within
the limits of appropriations specifically available for this purpose, the commissioner shall
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provide funding to qualified provider applicants for employee scholarships for education
in nursing and other health care fields. Employee scholarships must be for a course of
study that is expected to lead to career advancement with the provider or in the field

of long-term care, including home care or care of persons with disabilities, or nursing.
Providers that secure this funding must use it to award scholarships to employees who
work an average of at least 20 hours pef week for the provider. Executive management

staff without direct care duties, registered nurses, and therapists are not eligible to receive

scholarships under this section.

Sec. 30. Minnesota Statutes 2005 Supplement, section 256B.0918, subdivision 3,
is amended to read:

Subd. 3. Provider selection criteria. To be considered for scholarship funding,
the provider shall submit a completed application within the time frame specified by the
commissioner. In awarding funding, the C(;mmissioner shall consider the following:

(1) the size of the provider as measured in annual billing to the medical assistance

program. To be eligible, a provider must receive at least $566;666 $300,000 annually

in medical assistance payments;

(2) the percentage of employees meeting the scholarship program recipient
requirements;

(3)> staff retention rates for paraprofessionals; and

(4) other criteria determined by the commissioner.

Sec. 31. Minnesota Statutes 2005 Supplement, section 256B.0918, sﬁbdivision 4,
is amended to read:

Subd. 4. Funding specifics. Within the limits of appropriations specifically
available for this purpose, for the rate period beginning on or after October 1, 2005, to
September 30, 2007, the commissioner shall provide to each provider listed in subdivision
2 and awarded funds under subdivision 3 a medical assistance rate increase to fund
scholarships up to two=tenths three-tenths percent of the medical assistance reimbursement
rate. The commissioner shall require providers to repay any portion of funds awarded
under subdivision 3 that is not used to fund scholarships. If applications exceed available
funding, funding shall be targeted to providers that employ a higher percentage of
paraprofessional staff or have lower rates of turnover of paraprbfessional staff. During
the subsequent years of the program, the rate adjustment may be recalculated, at the

discretion of the commissioner. In making a recalculation the commissioner may consider
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the provider’s success at granting scholarships based on the amount spent during the

previous year and the availability of appropriations to continue the program.

Sec. 32. Minnesota Statutes 2004, section 256B.15, is amended by adding a

subdivision to read:

Subd. 9. Recovery of alternative care and certain reverse mortgages. The state
and a county agency shall not recover alternative care paid for a person under section

256B.0913, subdivision 17, under this section.

Sec. 33. Minnesota Statutes 2005 Supplement, 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 avefage) (CPI-U) forecasted by the commissioner of finance’s national
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, July 1, 2004, July 1, 2005, July 1, 2006, July 1, 2007, and July
1, 2008, 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. Beginning in 2005, adjustment to
the property payment rate under this section and section 256B.431 shall be effective on
October 1. In determining the amount of the property-related payment rate adjustment

under this paragraph, the commissioner shall determine the proportion of the facility’s
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rates that are property-related based on the facility’s most recent cost report. Beginning
October 1, 2006, facilities reimbursed under this section shall be allowed to receive a
property rate adjustment for building projects under section 144A.071, subdivision 2.

(d) The commissioner shall develop additional incentive-based payments of up to

five percent above a facility’s operating payment rate for achieving outcomes specified

in a contract. The commissioner may solicit contract amendments and implement those

which, on a competitive basis, best meet the state’s policy objectives. The commissioner

shall limit the amount of any incentive payment and the number of contract amendments

under this paragraph to operate the incentive payments within funds appropriated for this

purpose. The contract amendments may specify various levels of payment for various

levels of performance. Incentive payments to facilities under this paragraph may be in

the form of time-limited rate adjustments or supplemental payments. In establishing the

_ specified outcomes and related criteria, the commissioner shall consider the following

state policy objectives:

(1) successful diversion or discharge of residents to the residents’ prior home or

other community-based alternatives;

(2) adoption of new technology to improve quality or efficiency:

(3) improved guality as measured in the Nursing Home R@ort Card;

(4) reduced acute care costs; and

(5) any additional outcomes proposed by a nursing facility that the commissioner

finds desirable.

Sec. 34. Minnesota Statutes 2004, section 256B.69, subdivision 9, is amended to read:
Subd. 9. Reporting. (a) Each demonstration provider shall submit information as
required by the commissioner, including data required for assessing client satisfaction,
quality of care, cost, and utilization of services for purposes of project evaluation. The

commissioner shall also develop methods of data reporting and collection fremrcounty

advocacy-activittes in order to provide aggregate enrollee information on encounters
and outcomes to determine access and quality assurance. Required information shall be
specified before the commissioner contracts with a demonstration provider.

(b) Nonpersonally identifiable health plan encounter data, aggregate spending data

for major categories of service as reported to the commissioners of health and commerce

under section 62D.08, subdivision 3, and criteria for service authorization and service use

are public data that the commissioner shall make available and use in public reports. The

commissioner shall require each health plan and county-based purchasing plan to provide:
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(1) encounter data for each service provided, using standard codes and unit of

service definitions set by the commissioner, in a form that the commissioner can report by

age, eligibility groups, and health plan; and

(2) criteria, written policies, and procedures required to be disclosed under section

62M.10, subdivision 7, and Code of Federal Regulations, title 42, part 438.210(b)(1), used

for each type of service for which authorization is required.

Sec. 35. Minnesota Statutes 2005 Supplement, sectioﬁ 256B.69, subdivision 23,

is amended to read: |
Subd. 23. Alternative 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 and may contract with

Medicare-approved special needs plans to provide Medicaid services. Medicare funds and

services shall be administered according to the terms and conditions of the federal waiver
and demonstration provisions. For the purpose of admjnisteriﬁg 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. 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,
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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
0525.1330, 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 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 commi&ees 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) The commissioner, in consultation with the commissioners of commerce and
health, may approve and implement programs for all-inclusive care for the elderly (PACE)
according to federal laws and regulations governing that program and state laws or rules

applicable to participating providers. The process for approval of these programs shall
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begin only after the commissioner receives grant money in an amount sufficient to cover
the state share of the administrative and actuarial costs to implement the programs during
state fiscal years 2006 and 2007. Grant amounts for this purpose shall be deposited in an

account in the special revenue fund and are appropriated to the commissioner to be used

| solely for the purpose of PACE administrative and actuarial costs. A PACE provider is

not required to be licensed or certified as a health plan company as defined in section
62Q.01, subdivision 4. Persons age 55 and older who have been screened by the coﬁnty
and found to be eligible for services undef the elderly waiver or community alternatives
for disabled individuals or who are already eligible for Medicaid but meet level of
care criteria for receipt of waiver services may choose to enroll in the PACE program.
Medicare and Medicaid services will be provided according to this subdivision and
federal Medicare aﬁd Medicaid requirements governing PACE broviders and programs.
PACE enrollees will receive Medicaid home and community-based services through the
PACE provider as an alternative to services for which they would otherwise be eligible
through home and community-based waiver programs and Medicaid State Plan Services.
The commissioner shall establish Medicaid rates for PACE providers that do not exceed
costs that would have been incurréd under fee-for-service or other relevant managed care
programs operated by the‘ state.

(f) The commissioner shall seek federal approval to expand the Minnesota disability
health options (MnDHO) program established under this subdivision in stages, first to
regional population centers outside the seven—county metro area and then to all areas

of the state._Until January 1, 2008, expansion for MnDHO projects that include home

and community-based services is limited to the two projects and service areas in effect

on March 1, 2006. Enrollment in integrated MnDHO programs that include home and

community-based services shall remain voluntary. Costs for home and community-based

services included under MnDHO must not exceed costs that would have been incurred

under the fee-for-service program. In developing program specifications for expansion of

integrated programs, the commissioner shall involve and consult the state-level stakeholder

group established in subdivision 28, paragraph (d), including consultation on whether and

how to include home and community-based waiver programs. Plans for further expansion

of MnDHO projects shall be presented to the chairs of the house and senate committees

with jurisdiction over health and human services policy and finance by February 1, 2007.

(g) Notwithstanding section 256B.0261, health plans providing services under this
section are responsible for home care targeted case management and relocation targeted
case management. Services must be provided aécording to the terms of the waivers and

contracts approved by the federal government.
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EFFECTIVE DATE. This section is effective the day following final enactment.

Sec. 36. Minnesota Statutes 2004, section 256B.69, is amended by adding a
subdivision to read:

Subd. 28. Medicare special needs plans and medical assistance basic health

care for persons with disabilities. (a) The commissioner may contract with qualified

Medicare-approved special needs plans to provide medical assistance basic health care

services to persons with disabilities, including those with developmental disabilities.

Basic health care services include:

(1) those services covered by the medical assistance state plan except for ICFE/MR

services, home and community-based waiver services, case management for persons with

developmental disabilities under section 256B.0625, subdivision 20a, and personal care

and certain home care services defined by the commissioner in consultation with the

stakeholder group established under paragraph (d);

(2) basic health care services may also include risk for up to 100 days of nursing

facility services for persons who reside in a noninstitutional setting and home health

services related to rehabilitation as defined by the commissioner after consultation with

the stakeholder group; and

(3) the commissioner may exclude other medical assistance services from the basic

health care benefit set. Enrollees in these plans can access any excluded services on the

same basis as other medical assistance recipients who have not enrolled.

Unless a person is otherwise required to enroll in managed care, enrollment in these

plans for Medicaid services must be voluntary. For purposes of this subdivision, automatic

enrollment with an option to opt out is not voluntary enrollment.

(b) Beginning January 1, 2007, the commissioner may contract with qualified

Medicare special needs plans to provide basic health care services under medical

assistance to persons who are dually eligible for both Medicare and Medicaid and those

Social Security beneficiaries eligible for Medicaid but in the waiting period for Medicare.

The commissioner shall consult with the stakeholder group under paragraph (d) in

developing program specifications for these services. The commissioner shall report to

the chairs of the house and senate committees with jurisdiction over health and human

services policy and finance by February 1, 2007, on implementation of these programs and

the need for increased funding for the ombudsman for managed care and other consumer

assistance and protections needed due to enrollment in managed care of persons with

disabilities. Payment for Medicaid services provided under this subdivision for the months

of May and June will be made no earlier than July 1 of the same calendar year.
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(c) Beginning January 1, 2008, the commissioner may expand contracting under this

subdivision to all persons with disabilities not otherwise required to enroll in managed

care.

(d) The commissioner shall establish a state-level stakeholder group to provide

advice on managed care programs for persons with disabilities, including both MnDHO

and contracts with special needs plans that provide basic health care services as described

in paragraphs (a) and (b). The stakeholder group shall provide advice on program

expansions under this subdivision and subdivision 23, including:

(1) implementation efforts;

(2) consumer protections; and

(3) program specifications such as quality assurance measures, data collection and

reporting, and evaluation of costs, quality, and results.

(e) Each plan under contract to provide medical assistance basic health care services

- shall establish a local or regional stakeholder group, including representatives of the

counties covered by the plan, members, consumer advocates, and providers, for advice on

issues that arise in the local or regional area.

Sec. 37. Minnesota Statutes 2004, section 256B.76, is amended to read:

256B.76 PHYSICIAN AND DENTAL REIMBURSEMENT.

(a) Effective for services rendered on or after October 1, 1992, the commissioner
shall make payments for physician services as follows:

(1) payment for level one Centers for Medicare and Medicaid Services’ common
procedural coding system codes titled "office and other outpatient services," "preventive |
medicine new and established patient,” "delivery, antepartum, and postpartum care,"
"critical care," cesarean delivery and pharmacologic management provided to psychiatric
patients, and level three codes for enhanced services for pfenatal high risk, shall be paid
at the lower of (i) submitted charges, or (ii) 25 percent above tﬁe rate in effect on June
30, 1992. If the rate on any procedure code within these categories is different than the
rate that would have been paid under the methodology in section 256B.74, subdivision 2,
then the larger rate shall be paid;

(2) payments for all other services shall be paid at the lower of (i) submitted chargés,
or (i1) 15.4 percent above the rate in effect on June 30, 1992;

(3) all physician rates shall be converted from the 50th percentile of 1982 to the 50th
percentile of 1989, less the percent in aggregate necessary to equal the above increases
except that payment rates for home health agency services shall be the rates in effect

on September 30, 1992;
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(4) effective for services rendered on or after January 1, 2000, payment rates for
phySician and professional services shall be increased by three bercent over the rates in
effect on December 31, 1999, except for home health agency and family planning agency
services; and

(5) the increases in clause (4) shall be implemented January 1, 2000, for managed
care.

(b) Effective for services rendered on or after October 1, 1992, the commissioher
shall make payments for dental servipes aé. follows:

(1) dental services shall be paid at the lower of (i) submitted charges, or (ii) 25
percent above the rate in effect on June 30, 1992;

(2) dental rates shall be converted from the 50th percentile of 1982 to the 50th
percentile of 1989, less the percent in aggregate necessary to equal the above increases;

(3) effective for services rendered on or after January 1, 2000, payment rates for
dental services shall be increased by three percent over the rates in effect on December
31, 1999;

- (4) the commissioner shall award grants to community clinics or other nonprofit
community organizations, political subdivisions, professional associations, or other
organizations that demonstrate the ability to provide dental services effectively to public
program recipients. Grants may be used to fund the costs related to coordinating access for
recipients, developing and implementing patient care criteria, upgrading or establishing
new facilities, acquiring furnishings or equipment, recruiting new providers, or other
development cdsts that will improve access to dental care in a region. In awarding grants,
the commissioner shall give priority to applicants that plan to serve areas of the state in
which the number of dental providers is not currently sufficient to meet the needs of
recipients of public programs or uninsured individuals. The commissioner shall consider
the following in awarding the grants: |

(1) potential to successfully increase access to an underserved population;

(11) the ability to raise matching funds; 7

(111) the long-term viability of the project to improve access beyond the period
of initial funding;

(iv) the efficiency in the use of the funding; and

(v) the experience of the proposers in providing services to the target population.

The commissioner shall monitor the grants and may terminate a grant if the grantee
does not increase dental access for public program recipients. The commissioner shall

consider grants for the following:
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(i) implementation of new programs or continued expansion of current access
programs that have demonstrated success in providing dental services in underserved
areas;

(ii) a pilot program for utilizing hygienists outside of a traditional dental office to
provide dental hygiene services; and

(iii) a program that organizes a network of volunteer dentists, establishes a system to
refer eligible individuals to volunteer dentists, and' through that network provides donated
dental care services to public program recipients or uninsured individuals;

(5) beginning October 1, 1999, the paymént for tooth sealants and fluoride treatments
shall be the lower of (i) submitted charge, or (ii) 80 percent of median 1997 charges;

(6) the increases listed in clauses (3) and (5) shall be implemented January 1, 2000,
for managed care; and ’

(7) effective for services provided on or after January 1, 2002, payment for
diagnostic examinations and dental x-rays provided to children under age 21 shall be the
lower of (i) the submitted charge, or (ii) 85 percent of median 1999 charges.

(c) Effective for dental services rendered on or after Fantary—+;-2602 October 1

2006, the commissioner ma

reimbursements to dentists and dental clinics deemed by the commissioner to be critical

inereased by not-more-than—56 38 percent above the reimbursement rate that would

otherwise be paid to the provider. Payments fo health plan companies made on or after

January 1, 2007, shall be adjusted to reflect increased reimbursements to critical access

dental providers as approved by the commissioner. In determining which dentists and
dental clinics shall be deemed critical access dental providers, the commissioner shall
review:

(1) the utilization rate in the service area in which the dentist or dental clinic operates
for dental services to patients covered by medical assistance, general assistance medical
care, or MinnesotaCare as their primary source of coverage;

(2) the level of services provided by the dentist or dental chmc to patients covered
by medical assistance, general assistance medical care, or MinnesotaCare as their primary
source of coverage; and |

(3) whether the level of services provided by the dentist or dental clinic is critical to
maintaining adequate levels of patient access within the service area.

(d) The commissioner shall award special hardship grants to nonprofit dental

providers with a high proportion of uninsured patients that equals or exceeds 15 percent

of the total number of patients served by that provider and the provider does not receive
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a financial benefit comparable to other critical access dental providers under the critical

access dental provider formula described in paragraph (c). The commissioner shall award

a grant to these providers -allocated. in proportion to each critical access dental provider’s

ratio of uninsured patients to the total number of patients served by all providers who

qualify for a grant under this paragraph.

In the absence of a critical access dental provider in a service area, the commissioner may
designate a dentist or dental clinic as a critical access dental provider if the dentist or
dental clinic is willing to provide care to patients covered by medical assistance, general
assistance medical care, or MinnesotaCare at a level which significantly increases access
to dental care in the service area.

td)_(e) An entity that operates both a Medicare certified comprehensive outpatient
rehabilitation facility and a facility which was certified prior to January 1, 1993, that is
licensed under Minnesota Rules, parts 9570.2000 to 9570.3600, and for whom at least 33
percent of the clients receiving rehabilitation services in the most recent calendar year are
medical assistance recipients, shall be reimbursed by the commissioner for rehabilitation
services at rates that are 38 percent greater than the maximum reimbursement rate
allowed under paragraph (a), clause (2), when those services are (1) provided within the
comprehensive outpatient rehabilitation facility and (2) provided to residents of nursing
facilities owned by the entity.

te)(f) Effective for services rendered on or after January 1, 2007, the commissioner
shall make payments for physician and professional services based on the Medicare
relative value units (RVUs). This change shall be budget neutral and the cost of

implementing RVUs will be incorporated in the established conversion factor.

EFFECTIVE DATE. This section is effective October 1, 2006.

Sec. 38. Minnesota Statutes 2005 Supplement, section 256D.03, subdivision 3, is
amended to read:

Subd. 3. General assistance medical care; eligibility. (a) General assistance
medical care may be paid for any person who is not eligible for medical assistance under
chapter 256B, including eligibility for medical assistance based on a spenddown of excess
income according to section 256B.056, subdivision 5, or MinnesotaCare as defined in
paragraph (b), except as provided in paragraph (c), and:

(1) who is receiving assistance under section 256D.05, except for families with
children who are eligible under Minnesota family investment program (MFIP), or who is
having a payment made on the person’s behalf under sections 2561.01 to 2561.06; or
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(2) who is a resident of Minnesota; and

(i) who has gross countable income not in excess of 75 percent of the federal poverty
guidelines for the family size, using a six-month budget period and whose equity in assets
is not in excess of $1,000 per assistance unit. Exempt assets, the reduction of excess
assets, and the waiver of excess assets must conform to the medical assistance program in
section 256B.056, subdivision 3, with the following exception: the maximum amount of
undistributed funds in a trust that could be distributed to or on behalf of the beneficiary by
the trustee, assuming the full exercise of the trustee’s discretion under the terms of the
trust, must be applied toward the asset maximum;

(ii) who has gross countable income above 75 percent of the federal poverty
guidelines but not in excess of 175 percent of the federal poverty guidelines for the
family size, using a six-month budget period, whose equity in assets is not in excess
of the limits in section 256B.056, subdivision 3c, and who applies during an inpatient
hospitalization; or ‘

(iii) the commissioner shall adjust the income standards under this section each July
1 by the annual update of the federal poverty guidelines following publication by the
United States Department of Health and Human Services. ‘

(b) Effective for applications and renewals processed on or after September 1, 2006,
general assistance medical care may not be paid for applicants or recipients who are adults
with dependent children under 21 whose gross family income is equal to or less than 275
percent of the federal poverty guidelines who are not described in paragraph (e).

(c) Effective for applications and renewals processed on or after September 1, 2006,
general assistance medicél care may be paid for applicants and recipients who meet all
eligibility requirements of paragraph (a), clause (2), item (i), for a temporary period
beginning the date of application. Immediately following approval of general assistance
medical care, enrollees shall be enrolled in MinnesotaCare under section 256L.04,
subdivision 7, with covered services as provided in section 256L.03 for the rest of the
six-month eligibility period, until their six-month renewal.

(d) To be eligible for general assistance medical care following enrollment in
MinnesotaCare as required by paragraph (c), an individual must complete a new
application.

(e) Applicants and recipients eligible under paragraph (a), clause (1); er; who have
applied for and are awaiting a determination of blindness or disability by the state medical
revieW team or a determination of eligibility for Supplemental Security Income or Social
Security Disability Insurance by the Social Security Administration; er; who fail to meet

the requirements of section 256L..09, subdivision 2;; who are classified as end-stage renal
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disease beneficiaries in the Medicare program; who are enrolled in private health care

coverage as defined in section 256B.02, subdivision 9; who are eligible under paragraph

(i): or who receive treatment funded pursuant to section 254B.02 are exempt from the

MinnesotaCare enrollment requirements of this subdivision.

() For applications received on or after October 1, 2003, 'eligibility may begin no
earlier than the date of application. For individuals eligible under paragraph (a), clause
(2), item (i), a redetermination of eligibility must occur every 12 months. Individuals are
eligible under paragraph (a), clause (2), item (ii), only during inpatient hospitalization but
may reapply if there is a subsequent period of inpatient hospitalization.

(g) Beginning September 1, 2006, Minnesota health care program appﬁcaﬁons and
renewals completed by recipients and applicants who are persons described in paragraph
(c) and submitted to the county agency shall be determined for MinnesotaCare eligibility
by the county agency. If all other eligibility requirements of this subdivision are met,
eligibility for general assistance medical care shall be available in any month during which
MinnesotaCare enrollment is pending. Upon notification of eligibility for MinnesotaCare,
notice of termination for eligibility for general assistance medical care shall be sent to
an applicant or recipient. If all other eligibility requirements of this subdivision are
met, eligibility for general assistance medical care shall be available until enrollment in
MinnesotaCare subject to the provisions of paragraphs (c), (e), and (f).

(h) The date of an initial Minnesota health care program application necessary to
begin a determination of eligibility shall be the date the applicant has provided a name,
address, and Social Security number, signed and dated, to the county agency or the
Department of Human Services. If the applicant is unable to provide a name, address,
Social Security number, and signature when health care is delivered due to a medical
condition or disability, a health care provider may act on an applicant’s behalf to establish
the date of an initial Minnesota health care program application by providing the county
agency or Department of Human Services with provider identification and a temporary
unique identifier for the applicant. The applicant must complete the remainder of the
application and provide necessary verification before eligibility can be determined. The
county agency must assist the applicant in obtaining verification if necessary.

(1) County agencies are authorized to use all automated databases containing
information regarding recipients’ or applicants’ income in order to determine eligibility
for general assistance medical care or MinnesotaCare. Such use shall be considered
sufficient in order to determine eligibility and premium payments by the county agency.

(j) General assistance medical care is not available for a person in a correctional

facility unless the person is detained by law for less than one year in a county correctional
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or detention facility as a person accused or convicted of a crime, or admitted as an
inpatient to a hospital on a criminal hold order, and the person is a recipient of general
assistance medical care at the time the person is detained by law or admitted on a criminal
hold order and as long as the person continues to meet other eligibility requirements
of this subdivision. |

(k) General assistance medical care is not available for applicants or recipients who
do not cooperate with the county agency to meet the requirements of medical assistance.

(1) In determining the amount of assets of an individual eligible under paragraph
(a), clause (2), item (i), there shall be included any asset or interest in an asset, including -
an asset excluded under paragraph (a), that was given away, sold, or disposed of for
less than fair market value within the 60 months preceding’ application for general
assistance medical care or during the period of eligibility. Any transfer described in this
paragraph shall be presumed to have been for the purpose of establishing eligibility for
general assistance medical care, unless the individual furnishes convincing evidence to
establish that the transaction was exclusively for another purpose. For purposes of this
paragraph, the value of the asset or interest shall be the fair market value at the time it
was given away, sold, or disposed of, less the amount of compensation received. For any
uncompensated transfer, the number of months of ineligibility, including partial months,
shall be calculated 'by dividing the uncompensated transfer amount by the average monthly
per person payment made by the medical assistance program to skilled nursing facilities
for the previous calendar year. The individual shall remain ineligible until this fixed period
has expired. The period of ineligibility may exceed 30 months, and a reapplication for
benefits after 30 months from the date of the transfer shall not result in eligibility unless
and until the period of ineligibility has expired. The period of ineligibility begins in the
month the transfer was reported to the county agency, or if the transfer was not reported,
the month in which the county agency discovered the transfer, whichever comes first. For
applicants, the period of ineligibility begins on the date of the first approved application.

(m) When determining eligibility for any state benefits under this subdivision,
the income and resources of all noncitizens shall be deemed to include their sponsor’s
income and resources as defined in the Personal Responsibility and Work Opportunity
Reconciliation Act of 1996, title IV, Public Law 104-193, sections 421 and 422, and
subsequently set out in federal rules.

(n) Undocumented ‘noncitizens and nonimmigrants are ineligible for general
assistance medical care. For purposes of this subdivision, a nonimmigrant is an individual

in one or more of the classes listed in United States Code, title 8, section 1101(a)(15), and
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an undocumented noncitizen is an individual who resides in the United States without the
approval or acquiescence of the Immigration and Naturalization Service.

(o) Notwithstanding any other provision of law, a noncitizen who is ineligible for
medical assistance due to the deeming of a sponsor’s income and resources, is ineligible
for geheral assistance medical care.

(p) Effective July 1, 2003, general assistance medical care emergency services end.

EFFECTIVE DATE. This section is effective September 1, 2006.

Sec. 39. Minnesota Statutes 2005 Supplement, 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 the net proﬁt or loss reported on the applicant’s federal income
tax form for the previous year and using the medical assistance families with children
methodology for determining allowable and nonallowable self-employment expenses and
countable income.

(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

(c) "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 July 1, 2006, or upon federal

approval, whichever is later.

Sec. 40. Minnesota Statutes 2005 Supplement, section 256L.03, subdivision 1, is

amended to read:

Subdivision 1. Covered health services. For-individuals-andersectiomr 256104

this-sectiomrapply: "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, orthodontic services, nonemergency
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medical transportation services, personal care assistant and case management services,
nursing home or intermediate care facilities services, inpatient megtal health services,
and chemical dependency services. Outpatient mental health services covered under the
MinnesotaCare program are limited to diagnostic assessments, psychological testing,
explanation of findings, mental health telemedicine, psychiatric consultation, 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. This section is effective'July 1, 2007.

Sec. 41. Minnesota Statutes 2004, section 256L.03, subdivision 3, is amended to read:
Subd. 3. Inpatient hospital services. (a) Covered health services shall include
inpatient hospital services, including inpatient hospital mental health services and inpatient
hospital and residential chemical dependency treatment, subject to those limitations
necessary to coordinate the provision of these services with eligibility under the medical
assistance spenddown. Prror-to-Fuly-1;1997-the-inpatienthospital-benefit-for-adult
enroteests-subjeet-to-amannuat-benefithmit-of-§ - The inpatient hospital benefit

for adult enrollees who qualify under section 256L.04, subdivision 7, or who qualify
under section 256L.04, subdivisions 1 and 2, with family gross income that exceeds
175 percent of the federal poverty guidelines and who are not pregnant, is subject to an
annual limit of $16;666 $20,000.

(b) Admissions for inpatient hospital services paid for under section 256L.11,
subdivision 3, must be certified as medically necessary in accordance with Minnesota
Rules, parts 9505.0500 to 9505.0540, except as provided in clauses (1) and (2):

(1) all admissions must be certified, except those authorized under rules established
under section 254A.03, subdivision 3, or approved under Medicare; and

| (2) payment under section 256L.11, subdivision 3, shall be reduced by five percent
for admissions for which certification is requested more than 30 days after the day of
admission. The hospital may not seek payment from the enrollee for the amount of the

payment reduction under this clause.

EFFECTIVE DATE. This section is effective July 1, 2007.
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Sec. 42. Minnesota Statutes 2005 Supplement, 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;

(4) $3 per ndnpreventive visit. For purposes of this subdivision, a "visit" means an -
episode of service which is required because of a recipient’s symptoms, diagnosis, or
established illness, and which is delivered in an ambulatory setting by a physician or
physician ancillary, chiropractor, podiatrist, nurse midwife, advanced practice nurse,
audiologist, optician, or optometrist;

(5) $6 for nonemergency visits to a hospital-based emergency room; and

(6) 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, subdivistonstto
subdivision 7, with income 'equal to of fess greater than 175 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 »

(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 $16;666 $20,000
inpatient hospital benefit limit.

(e) When a MinnesotaCare 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 $16;6668 $20,000 annual inpatient benefit limit, and any
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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 July 1, 2007.

Sec. 43. Minnesota Statutes 2005 Supplement, section 256L.04, subdivision 1a,
is amended to read: ’
Subd. 1a. Social Security number required. (a) Individuals and families applying

for MinnesotaCare coverage must provide a Social Security number._This requirement

does not apply to an undocumented noncitizen or nonimmigrant who is eligible for

MinnesotaCare.

(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

Regulations, title 42, section 435.910.

Sec. 44. Minnesota Statutes 2004, section 256L.04, subdivision 7, is amended to read: ‘
Subd. 7. Single adults and households with no children. 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 75 200 percent of the federal poverty guidelines.

EFFECTIVE DATE. This section is effective July 1, 2007.

Sec. 45. Minnesota Statutes 2004, section 256L.04, subdivision 10, is amended to read:
Subd. 10. Citizenship requirements. (g)_Eligibility for MinnesotaCare is limited
to citizeﬁs or nationals of the United States, qualified noncitizens, and other persons
residing lawfully in the United States as described in section 256B.06, subdivision 4,
paragraphs (a) to (e) and (j). Undocumented noncitizens and nonimmigrants are ineligible

for MinnesotaCare.
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tee This paragraph

does not apply to children.

(b) Citizens or nationals of the United States must provide satisfactory documentary

evidence of citizenship or nationality as required by the federal Deficit Reduction Act of
2005, Public Law 109-171.

(c) For purposes of this subdivision, a nonimmigrant is an individual in one or

more of the classes listed in United States Code, title 8, section 1101(a)(15), and an

undocumented noncitizen is an individual who resides in the United States without the

approval or acquiescence of the Immigration and Naturalization Service.

Sec. 46. Minnesota Statutes 2004, section 2561..04, is amended by adding a subdivision

to read:

Subd. 14. MinnesotaCare outreach. (a) The commissioner shall award grants to

public or private organizations to provide information on the importance of maintaining

insurance coverage and on how to obtain coverage through the MinnesotaCare program in

areas of the state with high uninsured populations.

(b) In awarding the grants, the commissioner shall consider the following:

(1) geographic areas and populations with high uninsured rates;

(2) the ability to raise matching funds; and

(3) the ability to contact or serve eligible populations.

The commissioner shall monitor the grants and may terminate a grant if the outreach

effort does not increase enrollment in medical assistance, general assistance medical care,

or the MinnesotaCare program.

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

Sec. 47. Minnesota Statutes 2005 Supplement, section 256L..07, subdivision 1, is
amended to read: |

Subdivision 1. General requirements. (a) €hitdrenenrotted-in-the-ortginat

. . - .
. .
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by Families enrolled in MinnesotaCare undér 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 comnﬂésioner. Individuals
enrolled in MinnesotaCare under section 256L.04, subdivision 7, whose income increases
above 175 200 percent of the federal poverty guidelines are no longer eligible for the
program and shall be disenrolled by the commissioner. For persons disenrolled 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.

te) (b) Notwithstanding paragraph tb)_(a), children may remain enrolled in
MinnesotaCare if ten percent of their gross individual or gross family income as defined
in section 256L.01, subdivision 4, is less than the premium for a six-month policy with
a $500 deductible available through the Minnesota Comprehensive Health Association.
Children who are no longer eligible for 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). .

td) (c) Notwithstanding paragraphs b} (a) and te) (b), parents are not eligible for
MinnesotaCare if gross household income exceeds $25,000 for the six-month period
of eligibility.

EFFECTIVE DATE. This section is effective July 1, 2007.

Sec. 48. Minnesota Statutes 2004, section 256L.07, subdivision 2, is amended to read:
Subd. 2. Must not have access to employer-subsidized coverage. (a) To be
eligible, a family or individual must not have access to subsidized health coverage through

an employer and must not have had access to employer-subsidized coverage through

a current employér for 18 months prior to application or reapplication. A family or

individual whose employer-subsidized coverage is lost due to an employer terminating

health care coverage as an employee benefit during the previous 18 months is not eligible.
(b) This subdivision does not apply to a family or individual who was enrolled

in MinnesotaCare within six months or less of reapplication and who no longer has

employer-subsidized coverage due to the employer terminating health care coverage

as an employee benefit.
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(c) For purposes of this requirement, subsidized health coverage means health

coverage for which the employer pays at least 50 percent of the cost of coverage for

the employee or dependent, or a higher percentage as specified by the commissioner.

the-nencustodial-parent: The commissioner must treat employer contributions to Internal
Revenue Code Section 125 plans and any other employer benefits intended to pay
health care costs as qualified employer subsidies toward the cost of health coverage.for
employees for purposes of this subdivision.

(d) This subdivision does not apply to children.

EFFECTIVE DATE. This section is effective August 1, 2006, or upon full

implementation of HealthMatch, whichever is later.

Sec. 49. Minnesota Statutes 2005 Supplement, section 256L.07, subdivision 3, is
amended to read:
Subd. 3. Other health coverage. (a) Familtes-and-indirviduals Adults enrolled in

the MinnesotaCare program must have no health coverage while enrolled or for at least

four months prior to application and renewal. €hildrenenretedinrthe-origimat-chitdren’s

The commissioner may change this eligibility criterion for sliding scale premiums in
order to remain within the limits of available appropriations. Fherequirement-of-no-health
eoverage_ This paragraph does not apply to newboerns children.

(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.
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(c) For purposes of this subdivision, an applicant or enrollee who is entitled to
Medicare Part A or enrolled in Medicare Part B coverage under title XVIII of the Social
Security Act, United States Code, title 42, sections 1395c to 1395w-152, is considered to
have health coverage. An applicant or enrollee who is entitled to premium-free Medicare

Part A may not refuse to apply for or enroll in 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) Cost-effective health insurance that was paid for by medical assistance 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.

EFFECTIVE DATE. This section is effecﬁve August 1, 2006, or upon full

implementation of HealthMatch, whichever is later.

Sec. 50. Minnesota Statutes 2004, section 256L.11, subdivision 1, is amended to read:
Subdivision 1. Medical assistance rate to be used. Payment to providers under
sections 256L.01 to 256L.11 shall be at the same rates and conditions established for

medical assistance, except as provided in subdivisions 2 to 6 8.

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

Sec. 51. Minnesota Statutes 2004, section 256L..11, is amended by adding a subdivision

to read:

Subd. 7. Critical access dental providers. Effective for dental services provided

to MinnesotaCare enrollees on or after January 1, 2007, the commissioner shall increase

payment rates to dentists and dental clinics deemed by the commissioner to be critical

access providers under section 256B.76, paragraph (c), by 50 percent above the payment

rate that would otherwise be paid to the provider. The commissioner shall adjust the

rates paid on or after January 1, 2007, to prepaid health plans under contract with the

commissioner to reflect this rate increase. The prepaid health plan must pass this rate

increase to providers who have been identified by the commissioner as critical access

dental providers under section 256B.76, paragraph (c).

EFFECTIVE DATE. This section is effective July 1, 2006.
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Sec. 52. Minnesota Statutes 2004, section 256L.11, is amended by adding a subdivision

to read:

Subd. 8. Provider rate increase. (a) Effective for services provided on or after

July 1, 2006, the commissioner shall increase the provider rates by 2.049 percent. The

commissioner shall adjust rates paid on or after January 1, 2007, to prepaid health plans

under contract with the commissioner to reflect this rate increase. The prepaid health plan

must pass this rate increase to providers.

(b) On September 1 of each year, beginning SeptembeAr.l, 2008, the commissioner of

finance shall determine the projected balance of the health care access fund as of June

30 of the following year based on the most recent February forecast adjusted for any

legislative session changes. If the commissioner of finance determines that the projected

balance in the health care access fund as of that June 30 will exceed five percent of the

projected expenditures from the fund for the fiscal year ending the following June 30, the

rate increase described in paragraph (a) shall be paid at a percentage adjusted so that the

projected balance in the fund is reduced to an amount equal to five percent of the projected

expenditures from the fund. If the commissioner of finance determines that the projected

balance in the health care access fund as of June 30 will not exceed five percent of the

projected expenditures from the fund for the fiscal year ending the following June 30, the

rate increase described in paragraph (a) shall not be paid for the following fiscal year.

Seé. 53. Minnesota Statutes 2004, section 256L.15, subdivision 1, is amended to read:

Subdivision 1. Premium determination. (a) Families with children and individuals
shall pay a premium determined according to subdivision 2.

(b) Pregnant women and children under age two are exempt from the provisions
of section 256L.06, subdivision 3, paragraph (b), clause (3), requiring disenrollment
for failure to pay premiums. For pregnant women, this exemption continues until the
first day of the month following the 60th day postpartum. Women who remain enrolled
during pregnancy or the postpartum period, despite nonpayment of premiums, shall be
disenrolled on the first of the month following the 60th day postpartum for the penalty
period that otherwise applies under section 256L.06, unless they begin paying premiums.

(c) Members of the military and their families who meet the eligibility criteria for

| MinnesotaCare upon eligibility approval made within 24 months following the end of

the member’s tour of active duty shall have their premiums paid by the commissioner.

The effective date of coverage for an individual or family who meets the criteria of this

paragraph shall be the first day of the month following the month in which eligibility is
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approved. This exemption shall apply for 12 monthbs if the individual or family remains

eligible upon six-month renewal.

EFFECTIVE DATE. This section is effective July 1, 2006, or upon federal

approval, whichever is later.

Sec. 54. Minnesota Statutes 2005 Supplement, 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 commissioner 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 povefty guidelines and shall
increase each percentage by 1.0 percentage points for families and children with incomes
greater than 200 percent of the federal poverty 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 be adjusted at the time the
change in income is reported.

(b) Children in families whose gross income is above 275 percent of the federal
poverty guidelines shall pay the maximum premium. The maximum premium 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

Article 13 Sec. 54. 63




64.1

64.2

64.3

64.4

64.5

64.6

64.7

64.8

64.9

64.10

64.11

64.12

64.13

64.14

64.15

64.16

64.17

64.18

64.19

64.20

64.21

64.22

64.23

64.24

64.25

64.26

64.27

64.28

64.29

64.30

64.31

64.32

64.33

64.34

64.35

04/10/06 COUNSEL KC/IW/DG/RDR SC4643ART12—17

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 July 1, 2006.

Sec. 55. [2561..20] MINNESOTACARE OPTION FOR SMALL EMPLOYERS.

Subdivision 1. Definitions. (a) For the purposes of this section, the terms used

have the meanings given them.

(b) "Dependent" means an unmarried child under the age of 21.

(c) "Eligible employee" means an employee who works at least 20 hours per week

for an eligible emplover. Eligible emplovee does not include an employee who works

on a temporary or substitute basis or who does not work more than 26 weeks annually.

Coverage of an eligible employee includes the employee’s spouse.

(d) "Eligible emplover" 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.

(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

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 as defined in 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) agree to contribute toward the cost of the premium for the employee, the

employee’s spouse, and the employee’s dependents according to subdivision 4;

(2) certify that at least 75 percent of its eligible employees who do not have other

creditable health coverage are enrolled in the program;

(3) offer coverage to all eligible employees, spouses, and dependents of eligible

employees; and
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(4) have not provided employer-subsidized health coverage as 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 coverage provided under this section is

equal to the maximum premium regardless of the income of the eligible employee, as

defined in section 256L.15, subdivision 2, paragraph (b).

(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 premium established under paragraph (a) for the

eligible employee, the employee’s spouse, and any dependents, if applicable.

(¢) 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 guidelines, the participating employer shall pay the

full cost of the premium established under paragraph (a) for the eligible employee, the

employee’s spouse, and any dependents, if applicable. The participating employer may

require the employee to pay a portion of the cost of the premium so long as the employer

pays 50 percent. If the employer requires the employee to pay a portion of the premium

the emplovyee shall pay the portion of the cost to the employer.

(d) The commissioner shall collect premium payments from participating emplovyers

for eligible emplovees, spouses, and 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 2561..03 and all

co-payments and coinsurance requirements under section 256L.03, subdivision 5, apply.

Subd. 6. Enrollment. Upon payment of the premium, according to this section

and section 256L.06, eligible employees, spouses, and dependents shall be enrolled in

MinnesotaCare. For purposes of enrollment under this section, income eligibility limits

established under sections 256L.04 and 256L.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 July 1, 2008.

Sec. 56. Minnesota Statutes 2004, section 462A.05, is amended by adding a

subdivision to read:
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Subd. 42. Reverse mortgage incentive program. (a) The agency shall, within the

limits of appropriations made available for this purpose, establish, in cooperation with

the commissioner of human services, a program to encourage eligible persons to obtain

reverse mortgages to pay for eligible costs of maintaining the person in the hpme as an

alternative to a nursing facility placement.

(b) The incentive program shall be made available to a person who has been

determined by the commissioner of human services or the commissioner’s designated

agent to meet all of the following criteria:

(1) is age 62 or older;

2) would be eligible for medical assistance within 365 days of admission to a

nursing home;

(3) is not a medical assistance recipient, is not eligible for medical assistance without

a spenddown or waiver obligation, is not ineligible for the medical assistance program due

to an asset transfer penalty, and does not have income greater than the maintenance needs

allowance under section 256B.0915, subdivision 1d, but equal to or less than 120 percent

of the federal poverty guidelines effective July 1 in the year for which program eligibility

is established, who would be eligible for the elderly waiver with a waiver obligation;

(4) needs services that are not funded through other state or federal funding for

which the person gualifies;

(5) obtains a reverse mortgage loan under section 47.58 on a home with an estimated

market value not to exceed $150,000. This limit shall be adjusted annually on April 1

by the percentage change for the previous calendar year in the housing component of the

United States Consumer Price Index - All Urban Consumers; and

(6) agrees to make expenditures of reverse mortgage payments in accordance with a

spending plan established under section 256B.09_11, subdivision 3a, in which payments,

services, and supports meet the following standards:

(i) payments received under the loan for a period of at least 24 months or in an

amount of at least $15,000 are used for services and supports, including basic shelter

needs, home maintenance, and modifications or adaptations, necessary to allow the person

to remain in the home as an alternative to a nursing facility placement;

(i1) reimbursements for services, supplies, and equipment shall not exceed the

market rate; and

(ii1) if the person’s spouse qualifies under section 256B.0913, subdivisions 1 to 14,

the reverse mortgage payments may be used to pay client fees under that section.

(c) The incentives available under this program shall include:
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(1) payment of the initial mortgage insurance premium for a reverse mortgage.

The maximum payment under this clause shall be limited to $1,500. This limit shall be

adjusted annually on April 1 by the percentage change for the previous calendar year in the

housing component of the United States Consumer Price Index - All Urban Consumers;

(2) with federal approval, payments to reduce service fee set-asides, through an

advance payment to the lender, an agreement to guarantee fee payments after 60 months

if the set-aside is limited to 60 months, or through other mechanisms approved by the

commissioner; and

(3) other incentives approved by the commissioner.

(d) After calculating the adjusted maximum payment limits under paragraphs (b)

‘and (c), the commissioner shall annually notify the Office of the Revisor of Statutes in

writing, on or before May 1, of the adjusted limits. The revisor shall annually publish in

the Minnesota Statutes the adjusted maximum payment limits under paragraph (b).

Sec. 57. Laws 2005, First Special Session chapter 4, article 9, section 5, subdivision 8,

is amended to read:

Subd. 8. Board of Nursing 3,078,000 3,631,000

BASE ADJUSTMENT. The base for the
board of nursing is increased by $141,000
in fiscal year 2008 and by $216,000 in fiscal
year 2009. |

BOARD OF NURSING
APPROPRIATIONS INCREASE. Of

this appropriation, $120,000 the first year
and $126,000 the second year are for the
increased cost of board operations, excluding
salary increases and $85,000 each year is to

hire an advanced practice registered nurse.

TRANSFERS FROM SPECIAL
REVENUE FUND. Of this appropriation,
the following transfers shall be made as
directed from the state government special

revenue fund:
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(a) $392,000 in fiscal year 2006, $864,000
in fiscal year 2007, $930,000 in fiscal year
2008, and $930,000 in fiscal year 2009
shall be transferred to the general fund

and is appropriated to the Department

of Human Services to offset the state
share of the medical assistance program
costs of the long-term care and home and
community-based care employee scholarship
program and associated administrative costs.
At the end of each biennium, any funds

not expended for the scholarship program
and associated administrative costs shall

be transferred-to-the—state-government
speetal-revenue-fund carried over to the

next biennium for the same purpose.

Notwithstanding section 15, this paragraph
expires June 30, 2669 2011.

(b) $125,000 the first year and $200,000 the
second year shall be transferred to the health
professional education loan forgiveness
program account for loan forgiveness

for nurses under Minnesota Statutes,
section 144.1501. This appropriation shall
become part of base level funding for the
commissioner for the biennium beginning
July 1, 2007, but shall not be part of base
level funding for the biennium beginning
July 1, 2009. Notwithstanding section 15,
this paragraph expires on June 30, 2009.

Sec. 58. FEDERAL GOVERNMENT CHANGES.

SC4643ART12-17

The commissioner of human services shall seek reimbursement from the federal

government for funds expended by the state to provide drug coverage to medical assistance

recipients who are enrolled or in the process of enrolling in Medicare Part D. The

commissioner shall also continue to pursue federal changes to Medicare Part D to address
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lapses in drug coverage for medical assistance recipients who are enrolled in Medicare

Part D but who are taking prescription drugs that are not included in the formularies used

by the Medicare Part D drug plans that meet the low-income premium benchmark set for

Minnesota or who are in the process of enrolling in a Medicare Part D prescription drug

plan, or who are eligible for Medicare Part D, and in the process of enrolling.

Sec. 59. PHARMACY PAYMENT REFORM ADVISORY COMMITTEE.

Subdivision 1. Definitions. For purposes of this section, the following words, terms,

and phrases have the following meanings:

(a) "Department" means the Department of Human Serviees.

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

(c) "Cost of dispensing" includes, but is not limited to, operational and overhead

costs; professional counseling as required under the Omnibus Budget Reconciliation Act

of 1990, excluding medication management services under Minnesota Statutes, section

256B.0625, subdivision 13h; salaries; and other associated administrative costs, as well

as a reasonable return on investment. In addition, cost of dispensing includes expenses

transferred by wholesale drug distributors to pharmacies as a result of the wholesale drug

distributor tax under Minnesota Statutes, sections 295.52 to 295.582.

(d) "Additional costs" include, but are not limited to, costs relating to coordination of

benefits, bad debt, uncollected co-pays, payment lag times, and high rate of rejected claims.

(e) "Advisory committee" means the Pharmacy Payment Reform Advisory

Committee established by this section.

Subd. 2. Advisory committee. The Pharmacy Payment Reform Advisory

Committee is established under the direction of the commissioner of human services.

The commissioner, after receiving recommendations from the Minnesota Pharmacists

Association, the Minnesota Retailers Association, the Mi_nnesota Hospital Association,

and the Minnesota Wholesale Druggists Association, shall convene a pharmacy payment

reform advisory committee to advise the commissioner and make recommendations to the

legislature on implementation of pharmacy reforms contained in title VI, chapter IV, of

the Deficit Reduction Act of 2005. The committee shall be comprised of three licensed

pharmacists representing both independent and chain pharmacy entities, one of whom

must have expertise in pharmacoeconomics, two individuals representing hospitals with

outpatient pharmacies, and two individuals with expertise in wholesale drug distribution.

The committee shall be staffed by an employee of the department who shall serve as an

ex officio nonvoting member of the committee. The department’s pharmacy program

manager shall also serve as an ex officio, nonvoting member of the committee. The
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committee is governed by Minnesota Statutes, section 15.059, except that committee

members do not receive compensation or reimbursement for expenses. The advisory

committee expires on January 31, 2008.

Subd. 3. Cost of dispensing study. The commissioner shall conduct a prescription

drug cost of dispensing study to determine the average cost of dispensing Medicaid

prescriptions in Minnesota. The commissioner shall contract with an independent third

party in the state that has experience conducting business cost allocation studies, such as

an academic institution, to conduct a prescription drug cost of dispensing study. If no

independent third-party entity exists in the state, the commissioner may contract with an

out-of-state entity. The cost of dispensing study shall be completed by an independent

third party no later than October 1, 2006, and reported to the commissioner and the

advisory committee upon completion.

Subd. 4. Content of study. The study shall determine the cost of dispensing

the average prescription and any additional costs that might be incurred for dispensing

Medicaid prescriptions. The study shall include the current level of dispensing fees paid

to providers and an estimate of revenues required to adequately adjust reimbursement

to cover the cost to pharmacies.

Subd. 5. Methodology of study and publishing requirement. The independent

third-party entity performing the cost of dispensing research shall submit to the advisory

committee the entity’s proposed research methodology and shall publish the collected data

to allow other independent researchers to validate the study results. The data shall be

published in a manner that does not identify the source of the data.

Subd. 6. Recommendations. The advisory committee shall use the information

from the cost of dispensing study and make recommendations to the commissioner on

implementation of pharmacy reforms contained in title VI, chapter IV, of the Deficit

Reduction Act of 2005. The commissioner shall report the findings of the study and the

recommendations of the advisory committee to the legislature by January 15, 2007. The

commissioner, in consultation with the advisory committee, shall make recommendations

to the legislature on how to adequately adjust reimbursement rates to pharmacies to cover

the costs of dispensing and additional costs to pharmacies. Reports shall include the

current level of dispensing fees paid to providers and an estimate of revenues required to

adeguately adjust reimbursement to ensure that:

(1) reimbursement is sufficient to enlist an adequate number of participating

pharmacy providers so that pharmacy services are as available for Medicaid recipients

under the program as for the state’s general population;
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(2) Medicaid dispensing fees are adequate to reimburse pharmacy providers for the

costs of dispensing prescriptions under the Medicaid program;

(3) Medicaid pharmacy reimbursement for multiple-source drugs included on the

federal upper reimbursement limit is set at the level established by the federal government
under United States Code, title 42, section 1396r-8(e)(5);

(4) the combined Medicaid program reimbursement for prescription drug product

and the dispensing fee provides a return adequate to provide a reasonable profit for the

participating pharmacy; and

(5) the new payment system does not create disincentives for pharmacists to

dispense generic drugs.

EFFECTIVE DATE. This scctioﬁ is effective the day following final enactment.

Sec. 60. STAKEHOLDER PARTICIPATION.

The commissioner of human services shall confer with one or more stakeholder

sroups of interested persons, including representatives of recipients, advocacy groups,

counties, providers, and health plans to provide information and advice on' the development

of any substantial proposals for changes in the medical assistance program authorized by

the federal Deficit Reduction Act of 2005, Public Law 109-171. In addition, for any

substantial Deficit Reduction Act-related medical assistance change that affects recipients

and that is proposed outside of the legislative or rulemaking process, the commissioner

shall convene a stakeholder meeting and provide a 30-day comment period before the

change becomes effective. If the time frame required to comply with a federal mandate

precludes the 30-day advance notice, notice shall be given to the stakeholder group as

soon as possible.

EFFECTIVE DATE. This section is effective the day following final enactment.

Sec. 61. REVISOR’S INSTRUCTION.

(a) The revisor of statutes shall strike all references to the "Class E assisted living

home care programs license, "Class E license," and similar terms in Minnesota Rules,

chapters 4668 and 4669. In sections affected by this instruction, the revisor may make

changes necessary to correct the punctuation, grammar, or structure of the remaining text

and preserve its meaning.

(b) The revisor of statutes shall change the term "assisted living home care provider,"

"assisted living license," and similar terms to "Class F home care provider," "Class F

license," and similar terms to "Class F home care provider," "Class F license,”" and similar
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terms, in Minnesota Rules, chapter 4668. In sections affected by this instruction, the

revisor may make changes necessary to correct the punctuation, grammar, or structure of

the remaining text and preserve its meaning.

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 62. REPEALER.

(a) Minnesota Statutes 2005 Supplement, section 2561L..035, is repealed.
(b) Minnesota Rules, part 4668.0215, is repealed, effective January 1, 2007.

EFFECTIVE DATE. This section is effective July 1, 2007.

ARTICLE 14
HEALTH CARE FEDERAL COMPLIANCE

Section 1. Minnesota Statutes 2004, section 62A.045, is amended to read:

62A.045 PAYMENTS ON BEHALF OF ENROLLEES IN GOVERNMENT
HEALTH PROGRAMS.

(a) As a condition of doing business in Minnesota, each health insurer shall comply

with the requirements of the federal Deficit Reduction Act of 2005, Public Law 109-171,

including any federal regulations adopted under that act, to the extent that it imposes a

requirement that applies in this state and that is not also required by the laws of this state.

This section does not require compliance with any provision of the federal act prior to

the effective date provided for that provision in the federal act. The commissioner shall

enforce this section.

"Health insurer" for the purpose of this section includes self-insured plans, group

health plans (as defined in section 607(1) of the Embloyee Retirement Income Security

Act of 1974), service benefit plans, managed care organizations, pharmacy benefit

managers, or other parties that are by contract legally responsible to pay a claim for a

healthcare item or service for an individual receiving benefits under paragraph (b).

(b) No health plan issued or renewed to provide coverage to a Minnesota resident
shall cbntain any provision denying or reducing benefits because services are rendered to a
person who is eligible for or receiving medical benefits pursuant to title XIX of the Social
Security Act (Medicaid) in this or any other state; chapter 256; 256B; or 256D or services
pursuant to section 252.27; 256L.01 to 256L.10; 260B.331, subdivision 2; 260C.331,

subdivision 2; or 393.07, subdivision 1 or 2. No health carrier providing benefits under
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plans covered by this section shall use eligibility for medical programs named in this
section as an underwriting guideline or reason for nonacceptance of the risk.

) (c) If payment for covered expenses has been made under state medical programs
for health care items or services provided to an individual, and a third party has a legal
liability to make payments, the rights of payment and appeal of an adverse coverage
decision for thé individual, or in the case of a child their responsible relative or caretaker,
will be subrogated to the state agency. The state agency may assert its rights under this
section within three years of the date the service was rendered. For purposes of this
section, "state agency" includes prepaid health plans under contract with the commissioner
according to sections 256B.69, 256D.03, subdivision 4, paragraph (c), and 256L.12;
children’s mental health collaboratives under section 245.493; demonstration projects for
persons with disabilities under section 256B.77; nursing homes under the alternative
payment demonstration project under section 256B.434; and county-based purchasing
entities under section 256B.692.

te)(d) Notwithstanding any law to the contrary, when a person covered by a health
plan reéeives medical benefits according to any statute listed in this section, payment for
covered services or notice of denial for services billed by the provider must be issued
directly to the provider. If a person was receiving medical benefits through the Department
of Human Services at the time a service was provided, the provider must indicate this
benefit coverage on any claim forms submitted by the provider to the health carrier for
those services. If the commissioner of human services notifies the health carrier that
the commissioner has made payments to the provider, payment for benefits or notices
of denials issued by the health carrier must be issued directly to the commissioner.
Submission by the department to the health carrier of the claim on a Department of
Human Services claim form is proper notice and shall be considered proof of payment of
the claim to the provider and supersedes any contract requirements of the health carrier
relating to the form of submission. Liability to the insured for coverage is satisfied to the
extent that payments for those benefits are made by the health carrier to the provider or the
commissioner as required by this section.

td)_(e) When a state agency has acquired the rights of an individual eligible for
medical programs named in this section and has health benefits coverage through a
health carrier, the health carﬂer shall not impoée requirements that are different from
requirements applicable to an agent or assignee of any other individual covered.

te)_(f) For the purpose of this section, health plan includes coverage offered by
community integrated service networks, any plan governed under the federal Employee

Retirement Income Security Act of 1974 (ERISA), United States Code, title 29, sections

Article 14 Section 1. 73
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1001 to 1461, and coverage offered under the exclusions listed in section 62A.011,
subdivision 3, clauses (2), (6), (9), (10), and (12).

Sec. 2. Minnesota Statutes 2004, section 144.6501, subdivision 6, is amended to read:
Subd. 6. Medical assistance payment. (a) An admission contract for a facility that
is certified for participation in the medical assistance program must state that neither the
prospective resident, nor anyone on the resident’s behalf, is required to pay pn'vately any
amount for which the resident’s care at thé facility has been approved for payment by
medical assistance or to make any kind of donation, voluntary or otherwise. Except as

permitted under federal law, an admission contract must state that the facility does not

require as a condition of admission, either in its admission contract or by oral promise
before signing the admission contract, that residents remain in private pay status for
any period of time.

(b) The admission contract must state that upon presentation of proof of eligibility,
the facility will submit a medical assistance claim for reimbursement and will return any
and all payments made by the resident, or by any person on the resident’s behalf, for
services covered by medical assistance, upon receipt of medical assistance pay;ment.

(c) A facility that participates in the medical assistance program shall not charge for
the day of the resident’s discharge from the facility or subsequent days.

(d) If a facility’s charges incurred by the resident are delinquent for 30 days, and
no person has agreed to apply for medical assistance for the reéident, the facility may
petition the court under chapter 525 to appoint a representative for the resident in order to
apply for medical assistance for the resident.

(e) The remedy provided in this subdivision does not preclude a facility from seeking

any other remedy available under other laws of this state.

Sec. 3. Minnesota Statutes 2004, section 256B.02, subdivision 9, is amended to read:
Subd. 9. Private health care coverage. "Private health care coverage" means any
plan regulated by chapter 62A, 62C or 64B. Private health care coverage also includes
any scif-insurance self-insured plan providing health care benefits, pharmacy benefit

manager, service benefit plan, managed care organization, and other parties that are by

contract legally responsible for payment of a claim for a health care item or service for an

individual receiving medical benefits under chapter 256B, 256D, or 256L.

Sec. 4. Minnesota Statutes 2004, section 256B.056, subdivision 2, is amended to read:

Article 14 Sec. 4. 74
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Subd. 2. Homestead; exclusion and homestead equity limit for institutionalized

persons. (a) The homestead shall be excluded for the first six calendar months of a
person’s stay in a long-term care facility and shall continue to be excluded for as long as
the recipient can be reasonably expected to return to the homestead. For purposes of
this subdivision, "reasonably expected to return to the homestead" means the recipient’s
attending physician has certified that the expectation is reasonable, and the recipient can
show that the cost of care upon returning home will be met through medical assistance
or other sources. The homestead shall continue to be excluded for persons residing in
a long-term care facility if it is used as a primary residence by one of the following
individuals:

tay_(1) the spouse;

tb)_(2) a child under age 21;

) (3) a child of any age who is blind or permanently and totally disabled as defined
in the supplemental security income program;

td (4) a sibling who has equity interest in the home and who resided in the home for
at least one year immediately before the date of the person’s admission to the facility; or

£e)(5) a child of any age, or, subject to federal approval, a grandchild of any age,
who resided in the home for at least two years immediately before the date of the person’s
admission to the facility, and who provided care to the person that permitted the person to
reside at home rather than in an institution.

(b) The equity interest in the homestead of an individual whose eligibility for

long-term care services is determined on or after January 1, 2006, shall not exceed

$500,000, unless it is the lawful residence of the individual’s spouse or child who is under

age 21, blind, or disabled. The amount specified in this paragraph shall be increased

beginning in year 2011, from vear-to-year based on the percentage increase in the

Consumer Price Index for all urban consumers (all items; United States city average),

rounded to the nearest $1,000. This provision may be waived in the case of demonstrated

hardship by a process to be determined by the secretary of health and human services

pursuant to section 6014 of the Deficit Reduction Act of 2005, Public Law 109-171.

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

Subd. 3e. Treatment of continuing care retirement and life care community

entrance fees. An entrance fee paid by an individual to a continuing care retirement or

life care community shall be treated as an available asset to the extent that:
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(1) the individual has the ability to use the entrance fee, or the contract provides that

the entrance fee may be used, to pay for care should other resources or income of the

individual be insufficient to pay for care;

(2) the individual is eligible for a refund of any remaining entrance fees when

the individual dies or terminates the continuing care retirement or life care community

contract and leaves the community; and

(3) the entrance fee does not confer an ownership interest in the continuing care

retirement or life care community.

Sec. 6. Minnesota Statutes 2004, section 256B.056, is amended by adding a
subdivision to read: -

Subd. 11. Treatment of annuities. (a) Any individual applying for or seeking

recertification of eligibility for medical assistance payment of long-term care services

shall provide a complete description of any interest either the individual or the individual’s

spouse has in annuities. The individual and the individual’s spouse shall furnish the

agency responsible for determining eligibility with complete current copies of their

annuities and related documents for review as part of the application process on disclosure

forms provided by the department as part of their application.

(b) The disclosure form shall include a statement that the department becomes the

remainder beneficiary under the annuity or similar financial instrument by virtue of the

receipt of medical assistance. The disclosure form shall include a notice to the issuer of

_the department’s right under this section as a preferred remainder beneficiary under the

annuity or similar financial instrument for medical assistance furnished to the individual

or the individual’s spouse, and require the issuer to provide confirmation that a remainder

beneficiary designation has been made and to notify the county agency when there is a

change in the amount of the income or principal being withdrawn from the annuity or

other similar financial instrument at the time of the most recent disclosure required under

this section. The individual and the individual’s spouse shall execute separate disclosure

forms for each annuity or similar financial instrument that they are required to disclose

under this section and in which they have an interest.

(c) An issuer of an annuity or similar financial instrument who receives notice on a

disclosure form as described in paragraph (b) shall provide confirmation to the requesting

agency that a remainder beneficiary designating the state has been made and shall notify

the county agency when there is a change in the amount of income or principal being

withdrawn from the annuity or other similar financial instrument.
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771

772
71.3
774
715
77.6
717
77.8
77.9
77.10
77.11
112
77.13
77.14
77.15
77.16
77.17
77.18
77.19
77.20
77.21
22
77.23
77.24
77.25
77.26
77.27
77.28
77.29
77.30
7731
77.32
11.33
77.34

77.35

04/10/06 COUNSEL  KC/JW/DG/RDR  SC4643ART12-17

Sec. 7. Minnesota Statutes 2005 Supplement, section 256B.0571, is amended to read:

256B.0571 LONG-TERM CARE PARTNERSHIP PROGRAM.

Subdivision 1. Definitions. For purposes of this section, the following terms have
the meanings given them.
A3

Subd. 3. Long-term care insurance. "Long-term care insurance" means a policy
described in section 62S.01.
Subd. 4. Medical assistance. "Medical assistance" means the program of medical

assistance established under section 256B.01.

Subd. 6. Partnership policy. "Partnership policy" means a long-term care insurance

policy that meets the requirements under subdivision 10 er-H;regardiess-of-when-the
poticy and was first issued_on or after the effective date of the state plan amendment

implementing the partnership program in Minnesota.

Subd. 7. Partnership program. "Partnership program" means the Minnesota
partnership for long-term care program established under this section.

Subd. 7a. Protected assets. "Protected assets” means assets or proceeds of assets

that are protected from recovery under subdivisions 13 and 15.

Subd. 8. Program established. (a) The commissioner, in cooperation with the
commissioner of commerce, shall establish the Minnesota partnership for long-term care
program to provide for the financing of long-term care through a combination of private
insurance and medical assistance.

(b) An individual who meets the requirements in this paragraph is eligible to
participate in the partnership program. The individual must:

(1) be a Minnesota resident at the time coverage first became effective under the

partnership policy;

mn-the-partnership-program be a beneficiary of a partnership policy that (i) is issued on

or after the effective date of the state plan amendment implementing the partnership

program in Minnesota, or (ii) qualifies as a partnership policy under the provisions of

subdivision 8a; and

Article 14 Sec. 7. 77
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(3) exhaust-the-minimunr have exhausted all of the benefits under the partnership

policy as described in this section. Benefits received under a long-term care insurance

policy before the
seetion5 July 1, 2006, do not count toward the exhaustion of benefits required in this
subdivision.

Subd. 8a. Exchange for long-term care partnership policy; addition of policy

rider. (a) If federal law is amended or federal approval is granted with respect to the

partnership program established in this section, a long-term care insurance policy that

was issued before the effective date of the state plan amendment implementing the

partnership program in Minnesota that was exchanged after the effective date of the state

plan amendment for a long-term care partnership policy that meets the requirements

of Public Law 109-171, section 6021, qualifies as a long-term care partnership policy

under this section.

(b) If federal law is amended or federal approval is granted with respect to the

partnership program established in this section, a long-term care insurance policy that was

issued before the effective date of the state plan amendment implementing the partnership

program in Minnesota that has a rider added after the effective date of the state plan

amendment that meets the requirements of Public Law 109-171, section 6021, qualifies

as a long-term care partnership policy under this section.

Subd. 9. Medical assistance eligibility. (a) Upon application of for medical

assistance program payment of long-term care services by an individual who meets the

requirements described in subdivision 8, the commissioner shall determine the individual’s

eligibility for medical assistance according to paragraphs (b) and-te) to (i).

(b) After disregarding-fimancial determining assets exempted-under-medieat
assistance-eligibility requirements subject to the asset limit under section 256B.056,

subdivision 3 or 3c, or section 256B.057, subdivision 9 or 10, the commissioner shall

=qaurat allow the individual to designate

assets to be protected from recovery under subdivisions 13 and 15 of this section up

to the dollar amount of eeverage the benefits utilized under the partnership policy.

Designated assets shall be disregarded for purposes of determining eligibility for payment

of long-term care services.

the full fair market value of those assets and designate them as assets to be protected at

the time of initial application for medical assistance. The full fair market value of real

property or interests in real property shall be based on the most recent full assessed value

Article 14 Sec. 7. 78
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for property tax purposes for the real property, unless the individual provides a complete

professional appraisal by a licensed appraiser to establish the full fair market value. The

extent of a life estate in real property shall be determined using the life estate table in the

health care program’s manual. Ownership of any asset in joint tenancy shall be treated as

ownership as tenants in common for purposes of its designation as a disregarded asset.

The unprotected value of any protected asset is subiect to estate recovery according to

subdivisions 13 and 15.

(d) The right to designate assets to be protected is personal to the individual and

ends when the individual dies, except as otherwise provided in subdivisions 13 and

15. It does not include the increase in the value of the protected asset and the income,

dividends, or profits from the asset. It may be exercised by the indiv_idual or by anvyone

with the legal authority to do so on the individual’s behalf. It shall not be sold, assigned,

transferred, or given away.

(e) If the dollar amount of the benefits utilized under a partnership policy is greater

than the full fair market value of all assets protected at the time of the application for

medical assistance long-term care services, the individual may designate additional assets

that become available during the individual’s lifetime for protection under this section.

The individual must make the designation in writing to the county agency no later than

the last date on which the individual must report a change in circumstances to the county

agency, as provided for under the medical assistance program. Any excess used for this

purpose shall not be available to the individual’s estate to protect assets in the estate from

recovery under section 256B.15, section 524.3-1202, or otherwise.

(f) This section applies only to estate recovery under United States Code, title 42,

section 1396p, subsections (a) and (b), and does not apply to recovery authorized by other

provisions of federal law, including, but not limited to, recovery from trusts under United

States Code, title 42, section 1396p, subsection (d)(4)(A) and (C), or to recovery from

annuities, or similar legal instruments, subject to section 6012, subsections (a) and (b), of

the Deficit Reduction Act of 2005, Public Law 109-171.

(g) An individual’s protected assets owned by the individual’s spouse who applies

for payment of medical assistance long-term care services shall not be protected assets or

disregarded for purposes of eligibility of the individual’s spouse solely because they were

protected assets of the individual.

(h) Assets designated under this subdivision shall not be subject to penalty under
section 256B.0595.

Article 14 Sec. 7. 79
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(i) The commissioner shall otherwise determine the individual’s eligibility

for payment of long-term care services according to medical assistance eligibility

requirements.

Subd. 10. Pollar-for-dolar-asset-protection-policies Long-term care partnership

LU viimuivie Y LI § Clil

shratt-berounded-to-the nearest-wholedotar- A long-term care partnership policy must

provide the inflation protection described in this subdivision. If the policy is sold to an
individual who:

(1) has not attained age 61 as of the date of purchase, the policy must provide

compound annual inflation protection;

(2) has attained age 61, but has not attained age 76 as of such date, the policy must

provide some level of inflation protection; and

(3) has attained age 76 as of such date, the policy may, but is not required to, provide

some level of inflation protection.
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2yhome-—care-service;and

3)carc-management:

Subd. 12. Compliance with federal law. An issuer of a partnership policy must
comply with any v 2 Public Law

109-171, section 6021, including any federal regulations, as amended, adopted under that

Protected assets of the individual shall not be subject to recovefy under section 256B.15

or section 524.3-1201 for medical assistance or alternative care paid on behalf of the

individual. Protected assets of the individual in the estate of the individual’s surviving

spouse shall not be liable to pay a claim for recovery of medical assistance paid for the

predeceased individual that is filed in the estate of the surviving spouse under section

256B.15. Protected assets of the individual shall not be protected assets in the surviving

spouse’s estate by reason of the preceding sentence and shall be subject to recovery

under section 256B.15 or section 524.3-1201 for medical assistance paid on behalf of

the surviving spouse.

received-by-that-individual: The personal representative may protect the full fair market

value of an individual’s unprotected assets in the individual’s estate in an amount equal

to the unused amount of asset protection the individual had on the date of death. The
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82.1 personal representative shall apply the asset protection so that the full fair market value of

822 any unprotected asset in the estate is protected. When or if the asset protection available

82.3 to the personal representative is or becomes less than the full fa_lir market value of any

82.4 remaining unprotected asset, it shall be applied to partially protect one unprotected asset.

82.5 (¢) The asset protection described in paragraph (a) terminates with respect to an asset

82.6 includable in the individual’s estate under chapter 524 or section 256B.15:

82.7 ‘ (1) when the estate distributes the asset; or

82.8 (2) if the estate of the individual has not been probated within one year from the

829 date of death.

82.10 (d) If an individual owns a protected asset on the date of death and the estate is

82.11  opened for probate more than one vear after death, the state or a county agency may file

82.12  and collect claims in the estate under section 256B.15, and no statute of limitations in

82.13  chapter 524 that would otherwise limit or bar the claim shall apply.

82.14 (e) Except as otherwise provided, nothing in this section shall limit or prevent

82.15 recovery of medical assistance.

82.16 Subd. 14. Implementation.

82.17
82.18
82.19
82.20
82.21
82.22
82.23
82.24
82.25
82.26

82.27

82.28

82.29

82.30

82.31

8232  partnership-policy-imMinnesota:

82.33

82.34

8235  submit a state plan amendment to the federal government to implement the long-term care

82.36  partnership program in accordance with this section.
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Subd. 15. Limitation on liens. (a) An individual’s interest in real property shall not

be subject to a medical assistance lien or a notice of potential claim while it is protected

under subdivision 9 to the extent it is protected.

(b) Medical assistance liens or liens arising under notices of potential claims against

an individual’s interests in real property in the individual’s estate that are designated as

protected under subdivision 13, paragraph (b), shall be released to the extent of the dollar

value of the protection applied to the interest.

(c) If an interest in real property is protected from a lien for recovery of medical

assistance paid on behalf of the individual under paragraph (a) or (b), no lien for recovery

of medical assistance paid on behalf of that individual shall be filed against the protected

interest in real property after it is distributed to the individual’s heirs or devisees.

Subd. 16. Burden of proof. Any individual or the personal representative of the

individual’s estate who asserts that an asset is a disregarded or protected asset under

this section in connection with any determination of eligibility for benefits under the

medical assistance program or any appeal, case, controversy, or other proceedings, shall

have the initial burden of:

(D documenting and proving by convincing evidence that the asset or source of

funds for the asset in question was designated as disregarded or protected;

(2) tracing the asset and the proceeds of the asset from that time forward; and

(3) documenting that the asset or proceeds of the asset remained disregarded or

protected at all relevant times.

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

Sec. 8. [256B.0594] PAYMENT OF BENEFITS FROM AN ANNUITY.

When payment becomes due under an annuity that names the department a -

remainder beneficiary as described in section 256B.056, subdivision 11, the issuer shall

pay the department an amount equal to the lesser of the amount due the department under

the annuity or the total amount of medical assistance paid on behalf of the individual

or the individual’s spouse. The issuer shall request and the department shall provide a

written statement of the total amount of medical assistance paid. Any amounts remaining

after the issuer’s payment to the department shall be payable according to the terms of

the annuity or similar financial instrument.

Sec. 9. Minnesota Statutes 2004, section 256B.0595, subdivision 1,1s amended to read:
Subdivision 1. Prohibited transfers. (a) For transfers of assets made on or before
August 10, 1993, if a person or the person’s spouse has given away, sold, or disposed of,
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for less than fair market value, any asset or interest therein, except assets other than the
homestead that are excluded under the supplemental security program, within 30 months
before or any time after the date of institutionalization if the person has been determined

e]igible for medical assistance, or within 30 months before or any time after the date of the

~ first approved application for medical assistance if the person has not yet been determined

eligible for medical assistance, the person is ineligible for long-term care services for the
period of time determined under subdivision 2.

(b) Effective for transfers made after August 10, 1993, a person, a person’s spouse,
or any person, court, or administrative body with legal aﬁthority to act in place of, on
behalf of, at the direction of, or upon the request of the person or person’s spouse, may not
give away, sell, or dispose of, for less than fair market value, any asset or interest therein,
except assets other than the homestead that are excluded under the supplemental sequﬁty
income program, for the purpose of establishing or maintaining medical assistaﬁce
eligibility. This applies to all transfers, including those made by a community spouse
after the month in which the institutionalized spouse is determined eligible for medical
assistance. For purposes of determining eligibility for long-term care services, any transfer
of such assets within 36 months before or any time after an institutionalized person applies
for medical assistance, or-36 months before or any time after a medical assistance recipient
becomes institutionalized, for less than fair market value may be considered. Any such
transfer is presumed to have been made for the purpose of establishing or maintaining
medical assistance eligibility and the person is ineligible for long-term care services for
the period of time determined under subdivision 2, unless the person furnishes convincing
evidence to establish that the transaction was exclusively for another purpose, or unless
the transfer is permitted under subdivision 3 or 4. Netwithstanding-the-provisions-of-this
paragraph;-In the case of payments from a trust or portions of a trust that are considered

transfers of assets under federal law, or in the case of any other disposal of assets made on

or after February 8, 2006, any transfers made within 60 months before or any time after an
institutionalized person applies for medical assistance and within 60 months before or any
time after a medical assistance recipient becomes institutionalized, may be considered.

(c) This section applies to transfers, for less than fair market value, of income
or assets, including assets that are considered income in the month received, such as
inheritances, court settlements, and retroactive benefit payments or income to which the
person or the person’s spouse is entitled but does not receive due to action by the. person,
the person’s spouse, or any person, court, or administrative body with legal authority
to act in place of, on behalf of, at the direction of, or upon the request of the person or

the person’s spouse.
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(d) This section applies to payments for care or personal services provided by a
relative, unless the compensation was stipulated in a notal'ized,vwritten agreement which
was in existence when the service was performed, the care or services directly benefited
the person, and the payments made represénted reasonable compensation for the care
or services provided. A notarized written agreement is not required if payment for the
services was made within 60 days after the service was provided.

(e) This section applies to the portion of any asset or interest that a person, a person’s
spouse, or any person, court, or administrative body with legél authority to act in place of,
on behalf of, at the direction of, or upon the request of the person or the person’s spouse,
transfers to any annuity that exceeds the value of the benefit likely to be returned to the
person or spouse while alive, based on estimated life expectancy using the life expectancy
tables employed by the supplemental security income program to determine the value
of an agreement for services for life. The commissioner may adopt rules reducing life
expectancies based on the need for long-term care. This section applies to an annuity
described in this paragraph purchased on or after March 1, 2002, that:

(1) is not purchased from an insurance company or financial institution that is
subject to licensing or regulation by the Minnesota Department of Commerce or a similar
regulatory agency of another state;

(2) does not pay out principal and interest in equal monthly installments; or

(3) does not begin payment at the earliest possible date after annuitization.

(f) Effective for transactions, including the purchase of an annuity, occurring on or

after February 8 2006, the purchase of an annuity by or on behalf of an individual who

has applied for long-term care services shall be treated as the disposal of an asset for

less than fair market value unless:

(1) the department is named as the remainder beneficiary in first position for an

amount equal to at least the total amount of medical assistance paid on behalf of the

individual or the individual’s spouse; or the department is named as the remainder

~ beneficiary in second position for an amount equal to at least the total amount of medical

assistance paid on behalf of the individual or the individual’s spouse after the individual’s

community spouse or minor or disabled child and is named as the remainder beneficiary in

the first position if the community spouse or a representative of the minor or disabled child

disposes of the remainder for less than fair market value. Any subsequent change to the

designation of the department as a remainder beneficiary shall result in the annuity being

treated as a disposal of assets for less than fair market value. The amount of such transfer

shall be the maximum amount the individual or the individual’s spouse could receive from

the annuity or similar financial instrument. Any change in the amount of the income or
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principal being withdrawn from the annuity or other similar financial instrument at the

time of the most recent disclosure shall be deemed to be a transfer of assets for less than

fair market value unless the individual or the individual’s spouse demonstrates that the

transaction was for fair market value; or

(2) the annuity is:

(i) an annuity described in subsection (b) or (q) of section 408 of the Internal
Revenue Code of 1986; or

(ii) purchased with proceeds from:

(A) an account or trust described in subsection (a), (c), or (p) of section 408 of the

Internal Revenue Code;

(B) a simplified employee pension within the meaning of section 408(k) of the

Internal Revenue Code; or

(C) a Roth IRA described in section 408A of the Internal Revenue Code; or

(iii) an annuity that is irrevocable and nonassignable; is actuarially sound as

determined in accordance with actuarial publications of the Office of the Chief Actuary of

the Social Security Administration; and provides for payments in equal amounts during

the term of the annuity, with no deferral and no balloon payments made.

B (g) For purposes of this section, long-term cafe services include services in a
nursing facility, services that are eligible for payment according to section 256B.0625,
subdivision 2, because they are provided in a swing bed, intermediate care facility for
persons with mental retardation, and home and community-based services provided
pursuant to sections 256B.0915, 256B.092, and 256B.49. For purposes of this subdivision
and subdivisions 2, 3, and 4, "institutionalized person" includes a person who is an
inpatient in a nursing facility or in a swing bed, or intermediate care facility for persons
with mental retardation or who is receiving home and community-based services under
sections 256B.0915, 256B.092, and 256B .49.

(h) This section applies to funds used to purchase a promissory note, loan, or

mortgage unless such note, loan, or mortgage:

(1) has a repayment term that is actuarially sound;

(2) provides for payments to be made in equal amounts during the term of the loan,

with no deferral and no balloon payments made; and

(3) prohibits the cancellation of the balance upon the death of the lender.

(b) In the case of a promissory note, loan, or mortgage that does not meet an

exception in paragraph (a), the value of such note, loan, or mortgage shall be the

outstanding balance due as of the date of the individual’s application for long-term care

SEervices.
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(i) This section applies to the purchase of a life estate interest in another individual’s

home unless the purchaser resides in the home for a period of at least one year after the

date of purchase.

Sec. 10. Minnesota Statutes 2005 Supplement, section 256B.0595, subdivision 2,
is amended to read: '

Subd. 2. Period of ineligibility. (a) For any uncompensated transfer occurring on or
before August 10, 1993, the number of months of ineligibility for long-term care services
shall be the lesser of 30 months, or the uncompensated transfer amouﬁt divided by the
average medical assistance rate for nursing facility services in the state in effect on the
date of application. The amount used to calculate the average medical assistance payment
rate shall be adjusted each July 1 to reflect payment rates for the previous calendar year.
The period of ineligibility begins with the month in which the assets were transferred.

If the transfer was not reported to the local agency at the time of application, and the
applicant received long-term care services during what would have been the period of
ineligibility if the transfer had been reported, a cause of action exists against the transferee
for the cost of long-term care services provided during the period of ineligibility, or for the
uncompensated amount of the transfer, whichever is less. The action may be brought by
the state or the local agency responsible for providing medical assistance under chapter
256G. The uncompensated transfer amount is the fair market value of the asset at the time
it was given away, sold, or disposed of, less the amount of compensation received.

(b) For uncompensated transfers made after August 10, 1993, the number of months
of ineligibility for long-term care services shall be the total uncompensated value of the
resources transferred divided by the average medical assistance rate for nursing facility
services in the state in effect on the date of application. The-amount used to calculate the
average medical assistance payment rate shall be adjusted each July 1 to reflect payment
rates for the previous calendar year. The period of ineligibility begins with the first day
of the month after the month in which the assets were transferred except that if one or
more uncompensated transfers are made during a period of ineligibility, the total assets
transferred during the ineligibility period shall be combined and a penalty period calculated
to bégin on the first day of the month after the month in which the first uncompensated
transfer was made. If the transfer was reported to the local agenéy after the date that
advance notice of a period of ineligibility that affects the next month could be provided to
the recipient and the recipient received medical assistance services or the transfer was not
reported to the local agency, and the applicant or recipient received medical assistance

services during what would have been the period of ineligibility if the transfer had been
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reported, a cause of action exists against the transferee for the cost of medical assistance
services provided during the period of ineligibility, or for the uncompensated amount of
the transfer, whichever is less. The action may be brought by the state or the local agency
responsible for providing medical assistance under chapter 256G. The uncompensated
transfer amount is the fair market value of the asset at the time it was given away, sold, or
disposed of, less the amount of compensation received. Effective for transfers made on or
after March 1, 1996, involving persons who apply for medical assistanée on or after April
13, 1996, no cause of action exists for a transfer unless: :

(1) the transferee knew or should have known that the transfer was being made by a
person who was a resident of a long-term care facility or was receiving that level of care in
the community at the time of the transfer;

(2) the transferee knew or should have known that the transfer was being made to
assist the person to qualify for or retain medical assistance eligibility; or

(3) the transferee actively solicited the transfer with intent to assist the persbn to
qualify for or retain eligibility for medical assistance.

(c) For uncompensated transfers made on or after February 8, 2006, the period of

ineligibility begins on the first day of the month in which advance notice can be given

following the month in which assets have been transferred for less than fair market value,

or the date on which the individual is eligible for medical assistance under the Medicaid

state plan and would otherwise be receiving long-term care services based on an approved

application for such care but for the application of the penalty period, whichever is later,

and which does not occur during any other period of ineligibility.

(d) If a calculation of a penalty period results in a partial month, payments for

long-term care services shall be reduced in an amount equal to the fraction;. exeept-thatin

(e) In the case of multiple fractional transfers of assets in more than one month for

less than fair market value on or after February 8, 2006, the period of ineligibility is

calculated by treating the total, cuamulative uncompensated value of all assets transferred

during all months on or after February 8, 2006, as one transfer.

Sec. 11. Minnesota Statutes 2004, section 256B.0595, subdivision 3, is amended to

read:
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Subd. 3. Homestead exception to transfer prohibition. (a) An institutionalized
person is not ineligible for long-term care services due to a transfer of assets for less than
fair market value if the asset transferred was a homestead and:

(1) title to the homestead was transferred to the individual’s:

(1) spouse;

(ii) child who is under age 21;

(iii) blind or permanently and totally disabled child as defined in the supplemental
security income program;

(iv) sibling who has equity interest in the home and who was residing in the home
for a period of at least one year immediately before the date of the individual’s admission
to the facility; or

(v) son or daughter who was residing in the individual’s home for a period of at least
two years immediately before the date of the individual’s admission to the facility, and who
provided care to the individual that, as certified by the individual’s attending physician,
permitted the individual to reside at home rather than in an institution or facility;

(2) a satisfactory showing is made that the individual intended to dispose of the
homestead at fair market value or for other valuable consideration; or

(3) the local agency grants a waiver of a penalty resulting from a transfer for less
than fair market value because denial of eligibility would cause undue hardship for the
individual, based on imminent threat to the individual’s health and well-being. -Whenever
an applicant or recipient is denied eligibility because of a transfer for less than fair market
value, the local agency shall notify the applicant or recipient that the applicant or recipient
may request a waiver of the penalty if the denial of eligibility will cause undue hardship.

With the written consent of the individual or the personal representative of the individual,

a long-term care facility in which an individual is residing may file an undue hardship

waiver request, on behalf of the individual who is denied eligibility for long-term care

services on or after July 1, 2006, due to a period of ineligibility resulting from a transfer

on or after February 8, 2006. In evaluating a waiver, the local agency shall take into

account whether the individual was the victim of financial exploitation, whether the
individual has made reasonable efforts to recover the transferred property or resource,

whether the individual has taken any action to prevent the designation of the department

as a remainder beneficiary on an annuity as described in section 256B.056, subdivision

11, and other factors relevant to a determination of hardship. If the local agency does not
approve a hardship waiver, the local agency shall issue a written notice to the individual

stating the reasons for the denial and the process for appealing the local agency’s decision.
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90.1 (b) When a waiver is granted under paragra[;h (a), clause (3), a cause of action exists
90.2 against the person to whom the homestead was transferred for that portion of long-term
903  care services granted within:

90.4 (1) 30 months of a transfer made on or before August 10, 1993;

90.5 (2) 60 months if the homestead was transferred after August 10, 1993, to a trust or
906  ‘portion of a trust that is considered a transfer of assets under federal law; or

90.7 (3) 36 months if transferred in any other manner after August 10, 1993, but prior
90.8 to February 8, 2006; or

90.9 (4) 60 months if the homestead was transferred on or after February 8, 2006,

90.10  or the amount of the uncompensated transfer, whichever is less, together with the
90.11  costs incurred due to the action. The action shall be brought by the state unless the
90.12  state delegates this responsibility to the local agency responsible for providing medical

90.13  assistance under chapter 256G. -

90.14 Sec. 12. Minnesota Statutes 2004, section 256B.0595, subdivision 4, is amended to
90.15  read:

90.16 Subd. 4. Other exceptions to transfer prohibition. An institutionalized person
90.17  who has made, or whose spouse has made a transfer prohibited by subdivision 1, is not
90.18  ineligible for long-term care services if one of the following conditions‘ applies:

90.19 (1) the assets were transferred to the individual’s spouse or to another for the sole
90.20  benefit of the spouse; or

90.21 (2) the institutionalized spouse, prior to being institutionalized, transferred assets
90.22  to a spouse, provided that the spouse to whom the assets were transferred does not then
90.23  transfer those assets to another person for less than fair market value. (At the time when
90.24  one spouse is institutionalized, assets must be allocated between the spouses as provided
90.25 under section 256B.059); or

90.26 (3) the assets were transferred to the individual’s child who is blind or permanently
90.27  and totally disabled as determined in the supplemental security income program; or

90.28 (4) a satisfactory showing is made that the individual intended to dispose of the
90.29  assets either at fair market value or for other valuable consideration; or

90.30 (5) the local agency determines that denial of eligibility for long-term care se'rvices
90.31  would work an undue hardship and grants a waiver of a penalty resulting from a transfer
90.32  for less than fair market value based on an imminent threat to the individual’s health
9033  and well-being. Whenever an applicant or recipient is denied eligibility because of a
90.34  transfer for less than fair market value, the local agency shall notify the applicant or

90.35  recipient that the applicant or recipient may request a waiver of the penalty if the denial of
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eligibility will cause undue hardship. With the written consent of the individual or the

personal representative of the individual, a long-term care facility in which an individual

is residing may file an undue hardship waiver request, on behalf of the individual who is

denied eligibility for long-term care services on or after July 1, 2006, due to a period of

ineligibility resulting from a transfer on or after February 8, 2006. In evaluating a waiver,

the local agency shall take into account whether the individual was the victim of financial
exploitation, whether the individual has made reasonable efforts to recover the transferred
property or resource, and other factors relevant to a determination of hardship. If the local -
agency does not approve a hardship waiver, the local agency shall issue a writtén notice to
the individual stating the reasons for the denial and the process for appealing the local
agency’s decisién. When a waiver is granted, a cause of actic;n exists against the person to
whom the assets were transferred for that portion of long-term care services granted within:

(1) 30 months of a transfer made on or before August 10, 1993;

(ii) 60 montﬁs of a transfer if the assets were transferred after August 30, 1993, to a
trust or portion of a trust that is considered a transfer of assets under federal law; or

(iii) 36 months of a transfer if transferred in any other manner after August 10, 1993,
but prior to February 8, 2006; or

(iv) 60 months of any transfer made on or after February 8, 2006,

or the amount of the uncompensated transfer, whichever is less, together with the
costs incurred due to the action. The action shall be brought by the state unless the

state delegates this responsibility to the local agency responsible for providing medical

"assistance under this chapter; or

(6) for transfers occurring after August 10, 1993, the assets were transferred by
the person or person’s spotse: (1) into a trust established for the sole benefit of a son or
daughter of any age who is blind or disabled as defined by the Supplemental Security
Income program; or (ii) into a trust established for the sole benefit of an individual who is
under 65 years of age who is disabled as defined by the Supplemental Security Income
program.

"For the sole benefit of" has the meaning found in section 256B.059, subdivision 1.

Sec. 13. Minnesota Statutes 2005 Supplement, section 256B.06, subdivision 4, is
amended to read:
Subd. 4. Citizenship requirements. (a) Eligibility for medical assistance is limited
to citizens of the United States, qualified noncitizens as defined in this subdivision, and

other persons residing lawfully in the United States. Citizens or nationals of the United
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States must provide satisfactory documentary evidence of citizenship or nationality as

required by the federal Deficit Reduction Act of 2005, Public Law 109-171.

(b) "Qualified noncitizen" means a person who meets one of the following
immigration criteria: ‘

(1) admitted for lawful permanent residence according to United States Code, title 8;

(2) admitted to the United States as a refugee according to United States Code,
title 8, section 1157;

(3) granted asylum according to United States Code, title 8, section 1158,

(4) granted withholding of deportation according to United States Code, title 8,
section 1253(h); |

(5) paroled for a period of at least one year according to United States Code, title 8,
section 1182(d)(5);

(6) granted conditional entrant status according to United States Code, title 8,
section 1153(a)(7); |

(7) determined to be a battered noncitizen by the United States Attorney General
according to the Illegal Immigration Reform and Immigrant Responsibility Act of 1996,
title V of the Omnibus Consolidated Appropriations Bill, Public Law 104-200;

(8) is a child of a noncitizen determined to be a battered noncitizen by the United
States Attorney General according to the Illegal Immigration Reform and Immigrant
Responsibility Act of 1996, title V, of the Omnibus Consolidated Appropriations Bill,
Public Law 104-200; or

(9) determined to be a Cuban or Haitian entrant as defined in section 501(e) of Public
Law 96-422, Athe Refugee Education Assistance Act of 1980.

(c) All qualified noncitizens who were residing in the United States before August
22, 1996, who otherwise meet the eligibility requirements of this chapter, are eligible for
medical assistance with federal financial participation.

(d) All qualified noncitizens who entered the United States on or after August 22,
1996, and who otherwise meet the eligibility requirements of this chapter, are eligible for
medical assistance with federal financial participation through November 30, 1996.

Beginning December 1, 1996, qualified noncitizens who entered the United States
on or after August 22, 1996, and who otherwise meet the eligibility requirements of this
chapter are eligible for medical assistance with federal participation for five years if they
meet one of the following criteria:

(i) refugees admitted to the United States according to United States Code, title 8,
section 1157, '

(ii) persons granted asylum according to United States Code, title 8, section 1158;

Article 14 Sec. 13. : 92



93.1
- v32
93.3
934
93.5
93.6
93.7
93.8
93.§
93.10
93.11
a 12

93.13

- 9314

93.15
93.16
93.17
93.18
93.19
93.20
9321
~22
93.23
93.24
93.25
93.26
93.27
93.28
93.29
93.30
93.31
93.32
-..33
93.34
93.35

93.36

04/10/06 COUNSEL KC/TW/DG/RDR  SC4643ART12-17

(iii) persons granted withholding of deportation according to United States Code,
title 8, section 1253(h);

(iv) veterans of the United States armed forces with an honorable discharge for
a reason other than noncitizen status, their spouses and unmarried minor dependent
children; or

(v) persons on active duty in the United States armed forces, other than for training,
their spouses and unmarried minor dependent children.

Beginning December 1, 1996, qualified noncitizens who do not meet one of the
criteria in items (i) to (v) are eligible for medical assistance without federal financial
participation as described in paragraph (j).

(e) Noncitizens who are not qualified noﬁcitizens as defined in paragraph (b),
who are lawfully residing in the United States and who otherwise meet the eligibility
requirements of this chapter, are eligible for medical assistance under clauses (1) to (3).
These individuals must cooperate with the Immigraﬁon and Naturalization Service to
pursue any applicable immigration status, including citizenship, that would qualify them
for medical assistance with federal financial participation.

(1) Persons who were medical assistance recipients on August 22, 1996, are eligible
for medical assistance with federal financial participation through December 31, 1996.

(2) Beginning January 1, 1997, persons described in clause (1) are eligible for
medical assistance without federal financial participation as described in paragraph (j). |

(3) Beginning December 1, 1996, persons residing in the United States prior to
August 22, 1996, who were not receiving medical assistance and persons who arrived on
or after August 22, 1996, are eligible for medical assistance without federal financial
participation as described in paragraph (j).

(f) Nonimmigrants who otherwise meet the eligibility requirements of this chapter
are eligible for the benefits as provided in paragraphs (g) to (i). For purposes of this
subdivision, a "nonimmigrant" is a person in one of the classes listed in United States
Code, title 8, section 1101(a)(15).

(g) Payment shall also be made for care and services that are furnished to noncitizens,
regardless of immigration status, who otherwise meet the eligibility requirements of
this chapter, if such care and services are necessary for the tfeatment of an emergency
medical condition, except for organ transplants and related care and services and routine
prenatal care.

(h) For purposes of this subdivision, the term "emergency medical condition" means
a medical condition that meets the requirements of United States Code, title 42, section
1396b(v).
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(i) Pregnant noncitizens who are undocumented, nonimmigrants, or eligible for
medical assistance as described in paragraph (§), and who are not covered by a group
health plan or health insurance coverage according to Code of Federal Regulations, title
42, section 457.310, and who otherwise meet the eligibility requirements of this chapter,
are eligible for medical assistance through the period of pregnancy, including labor and
delivery, to the extent federal funds are available under title XXI of the Social Security
Act, and the state children’s health insurance program, followed by 60 days postpartum
without federal financial participation. '

(j) Qualified noncitizens as described in paragraph (d), and all other noncitizens
lawfully residing in the United States as described in paragraph (e), who are ineligible
for medical assistance with federal financial participation and who otherwise meet the
eligibility requirements of chapter 256B and of this paragraph, are eligible for medical
assistance without federal financial participation. Qualified noncitizens as described
in paragraph (d) are only eligible for medical assistance without federal financial
participation for five years from their date of entry into the United States.

(k) Beginning October 1, 2003, persons who are receiving care and rehabilitation
services from a nonprofit center established to serve victims of torture and are otherwise
ineligible for medical assistance under this chapter are eligible for medical assistance
without federal financial participation. These individuals are eligible only for the period
during which they are receiving services from the center. Individuals eligible under this

paragraph shall not be required to participate in prepaid medical assistance.

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

Sec. 14. Minnesota Statutes 2005 Supplement, section 256B.0625, subdivision 1a,

is amended to read:

Subd. 1a. Services provided in a hospital emergency room. Medical assistance

earc-or-argent-care payment of a nonemergency emergency room facility component will

be reduced to the payment level of the appropriate outpatient clinic facility component.
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05,1 ' ARTICLE 15
952 QUALIFIED LONG-TERM CARE INSURANCE REGULATORY CHANGES
953 Section 1. Minnesota Statutes 2004, section 62S.05, is amended by adding a

95.4 subdivision to read:

95.5 Subd. 4. Extension of limitation periods. The commissioner may extend the

95.6 limitation periods set forth in subdivisions 1 and 2 as to specific age group categories in

95.7 specific policy forms upon finding that the extension is in the best interest of the public.

95.8 Sec. 2. Minnesota Statutes 2004, section 62S.08, subdivision 3, is amended to read:
95.9 Subd. 3. Mandatory format. The following standard format outline of coverage

-..10  must be used, unless otherwise specifically indicated:

95.11 COMPANY NAME

95.12 ADDRESS - CITY AND STATE
95.13 TELEPHONE NUMBER

95.14 LONG-TERM CARE INSURANCE
95.15 , OUTLINE OF COVERAGE

95.16  Policy Number or Group Master Policy and Certificate Number
95.17 (Except for policies or certificates which are guaranteed issue, the following caution
95.18  statement, or language substantially similar, must appear as follows in the outline of
95.19  coverage.)
95.20 CAUTION: The issuance of this long-term care insurance (policy) (certificate)
9521 is based upon your responses to the questions on your application. A copy of your
9522  (application) (enrollment form) (is enclosed) (was retained by you when you applied).
9523  If your answers are incorrect or untrue, the company has the right to deny benefits or
9524  rescind your policy. The best time to clear up any questions is now, before a claim
9525  arises. If, for any reason, any of your answers are incorrect, contact the company at this
9526  address: (insert address).
95.27 (1) This policy is (an individual policy of insurance) (a group policy) which was
9528  issued in the (indidate jurisdiction in which group policy was issued).
95.29 (2) PURPOSE OF OUTLINE OF COVERAGE. This outline of coverage provides
9530 a very brief description of the important features of the policy. You should compare
9531 this outline of coverage to outlines of coverage for other policies available to you. This
2 is not an insurance contract, but only a summary of coverage. Only the individual or
9533  group policy contains governing contractual provisions. This means that the policy or

"~ 9534  group policy sets forth in detail the rights and obligations of both you émd the insurance
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company. Therefore, if you purchase this coverage, or any other coverage, it is important
that you READ YOUR POLICY (OR CERTIFICATE) CAREFULLY.

(3) THIS PLAN IS INTENDED TO BE A QUALIFIED LONG-TERM CARE
INSURANCE CONTRACT AS DEFINED UNDER SECTION 7702(B)(b) OF THE
INTERNAL REVENUE CODE OF 1986.

(4) TERMS UNDER WHICH THE POLICY OR CERTIFICATE MAY BE
CONTINUED IN FORCE OR DISCONTINUED.

(a) (For long-term care health insurance policies or certificates describe one of the

following permissible policy renewability provisions:

(1) Policies and certificates that are guaranteed renewable shall contain the following
statement:) RENEWABILITY: THIS POLICY (CERTIFICATE) IS GUARANTEED
RENEWABLE. This means you have the right, subject to the terms of your policy,

(certificate) to continue this policy as long as you pay your premiums on time. (company

name) cannot change any of the terms of vour policy on its own, except that, in the future,

IT MAY INCREASE THE PREMIUM YOU PAY.

(2) (Policies and certificates that are noncancelable shall contain the following
statement:) RENEWABILITY: THIS POLICY (CERTIFICATE) IS NONCAN: CELABI__,E.

This means that vou have the right, subject to the terms of your policy, to continue this

policy as long as you pay your premiums on time. (company name) cannot change any

of the terms of your policy on its own and cannot change the premium you currently

pay. However, if your policy contains an inflation protection feature where you choose

to increase your benefits, (company name) may increase your premium at that time for

those additional benefits.

(b) (For group coverage, specifically describe continuation/conversion provisions

applicable to the certificate and _sroup policy.)

(c) (Describe waiver of premium provisions or state that there are not such

provisions.)
(5) TERMS UNDER WHICH THE COMPANY MAY CHANGE PREMIUMS.

(In bold type larger than the maximum type required to be used for the other

provisions of the outline of coverage, state whether or not the company has a right to

change the premium and, if a right exists, describe clearly and concisely each circumstance

under which the prémium may change.)

(6) TERMS UNDER WHICH THE POLICY OR CERTIFICATE MAY BE
RETURNED AND PREMIUM REFUNDED.

(a) (Provide a brief description of the right to return — "free look" provision of

the policy.)
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(b) (Include a statement that the policy either does or does not contain provisions

providing for a refund or partial refund of premium upon the death of an insured or

~ surrender of the policy or certificate. If the policy contains such provisions, include a

description of them.)

3 (7) THIS IS NOT MEDICARE SUPPLEMENT COVERAGE. If you are

eligible for Medicare, review the Medicare Supplement Buyer’s Guide available from

the insurance company.

(a) (For agents) neither (insert company name) nor its agents represent Medicare, the
federal government, or any state government.

(b) (For direct response) (insert company name) is not representing Medicare, the
federal government, or any state government.

6 (8) LONG-TERM CARE COVERAGE. Policies of this category are designed to
provide coverage for one or more necessary or medically necessary diagnostic, preventive,
therapeutic, rehabilitative, maintenance, or personal care services, provided in a setting
6ther than an acute care unit of a hospital, such as in a nursing home, in the community,
or in the home. |

This policy provides coverage in the form of a fixed dollar indemnity benefit for
covered long-term care expenses, subject to policy (limitations), (waiting periods), and
(coinsurance) requirements. (Modify this paragraph if the policy is not an indemnity
policy.)

" (9) BENEFITS PROVIDED BY THIS POLICY.

(a) (Covered services, related deductible(s), waiting periods, elimination periods,
and benefit maximums.)

(b) (Institutional benefits, by skill level.)

(c) (Noninstitutional benefits, by skill level.)

(d) (Eligibility for payment of benefits.)

(Activities of daily living and cognitive impairment shall be used to measure an

insured’s need for long-term care and must be defined and described as part of the outline

of coverage.)

(Any benefit screens must be explained in this section. If these screens differ for

different benefits, explanation of the screen should accompany each benefit description. If
an attending physician or other specified person must certify a certain level of functional
dependency in order to be eligible for benefits, this too must be specified. If activities of
daily living (ADLSs) are used to measure an insured’s need for long-term care, then these
qualifying criteria or screens must be explained.)

€8y (10) LIMITATIONS AND EXCLUSIONS:
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Describe:

(a) preexisting conditions;

(b) noneligible facilities/provider;

(c) noneligible levels of care (e.g., unlicensed providers, care or treatment provided
by a family member, etc.);

(d) exclusions/exceptions; and

(e) limitations.

(This section should provide a brief épeciﬁc description of any policy provisions
which limit, exclude, restrict, reduce, delay, or in any other manner operate to qualify
payment of the benefits described in paragraph 6y (8).)

THIS POLICY MAY NOT COVER ALL THE EXPENSES ASSOCIATED WITH
YOUR LONG-TERM CARE NEEDS.

9y (11) RELATIONSHIP OF COST OF CARE AND BENEFITS. Because the costs
of long-term care services will likely increase over time, you should consider whether and
how the benefits of this plan may be adjusted. As applicable, indicate the following:

(a) that the benefit level w1]1 not increase over time;

(b) any automatic benefit adjustmeht provisions;

(c) whether the insured will be guaranteed the option to buy additional benefits and
the basis upon which benefits will be increased over time if not by a specified amount
or percentage;

(d) if there is such a guarantee, include whether additional underwriting or health
screening will be required, the frequency and amounts of the upgrade options, and any
significant restrictions or limitations; and '

(e) whether there will be any additional premium charge imposed and how that
is to be calculated.

16y (12) ALZHEIMER’S DISEASE AND OTHER ORGANIC BRAIN
DISORDERS. (State that the policy provides coverage for insureds clinically diagnosed as
having Alzheimer’s disease or related degenerative and dementing illnesses. Specifically,
describe each benefit screen or other policy provision which provides precohditions to the
availability of policy benefits for such an insured.)

1 (13) PREMIUM.

(a) State the total annual premium for the policy.

(b) If the premium varies with an applicant’s choice among benefit options, indicate
the portion of annual premium which corresponds to each benefit option.

€2y (14) ADDITIONAL FEATURES. |

(a) Indicate if medical underwriting is used.
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(b) Describe other important features.

(15) CONTACT THE STATE DEPARTMENT OF COMMERCE OR SENIOR
LINKAGE LINE IF YOU HAVE GENERAL QUESTIONS REGARDING LONG-TERM
CARE INSURANCE. CONTACT THE INSURANCE COMPANY IF YOU HAVE
SPECIFIC QUESTIONS REGARDING YOUR LONG-TERM CARE IN SURANCE
POLICY OR CERTIFICATE.

Sec. 3. Minnesota Statutes 2004, section 62S.081, subdivision 4, is amended to read:
Subd. 4. Forms. An insurer shall use the forms in Appendices B (Personal

Worksheet) and F (Potential Rate Increase Disclosure Form) of the Long-term Care

Insurance Model Regulation adopted by the National Association of Insurance

Commissioners to comply with the requirements of subdivisions 1 and 2.

Sec. 4. Minnesota Statutes 2004, section 62S.10, subdivision 2, is amended to read:
Subd. 2. Contents. The summary must include the following information:
(1) an explanation of how the long-term care benefit interacts with other components
of the policy, including deductions from death benefits;
(2) an illustration of the amount of benefits, the length of benefits, and the guaranteed
lifetime benefits, if any, for each covered person; and
(3) any exclusions, reductions, and limitations on benefits of long-term care; and
(4) a statement that any long-term care inflation protection option required by section

62S.23 is not available under this policy.

Sec. 5. Minnesota Statutes 2004, section 62S.13, is amended by adding a subdivision

to read:

Subd. 6. Death of insured. In the event of the death of the insured, this section shall

not apply to the remaining death benefit of a life insurance policy that accelerates benefits

for long-term care. In this situation, the remaining death benefits under these policies shall

be governed by section 61A.03, subdivision 1, paragraph (c). In all other situations, this

section shall apply to life insurance policies that accelerate benefits for long-term care.

Sec. 6. Minnesota Statutes 2004, section 62S.14, subdivision 2, is amended to read:
Subd. 2. Terms. The terms "guaranteed renewable" and "noncancelable" may not
be used in an individual long-term care insurance policy without further explanatory

language that complies with the disclosure requirements of section 62S.20._The term
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100.1  "level premium" may only be used when the insurer does not have the right to change

1002  the premium.

100.3 Sec. 7. Minnesota Statutes 2004, section 62S.15, is amended to read:
100.4 62S.15 AUTHORIZED LIMITATIONS AND EXCLUSIONS.
100.5 No policy may be delivered or issued for delivery in this state as long-term care

1006  insurance if the policy limits or excludes coverage by type of illness, treatment, medical
1007  condition, or accident, except as follows:

100.8 (1‘) preexisting conditions or diseases;

100.9 (2) mental or nervous disorders; except that the exclusion or limitation of benefits on
100.10 the basis of Alzheimer’s disease is prohibited;

100.11 (3) alcoholism and drug addiction;

100.12 (4) illness, treatment, or medical condition arising out of war or act of war;

100.13  participation in a felony, riot, or insurrection; service in the armed forces or auxiliary
100.14  units; suicide, attempted suicide, or intentionally self-inflicted injury; or non-fare-paying
100.15 aviation; and |

100.16 (5) treatment provided in a government facility unless otherwise required by

- 100.17 law, services for which benefits are available under Medicare or other government
100.18  program except Medicaid, state or federal workers’ compensation, employer’s liability
100.19 or occupational disease law, motor vehicle no-fault law; services provided by a member
10020 of the covered person’s immediate family; and services for which no charge is normally
10021 made in the absence of insurance; and

100.22 (6) expenses for services or items available or paid under another long-term care

100.23 insurance or health insurance policy.

10024 This subdivision does not prohibit exclusions and limitations by type of provider or

10025 territorial limitations.

100.26 Sec. 8. Minnesota Statutes 2004, section 62S.20, subdiﬁsion 1, is amended to read:
100.27 Subdivision 1. Renewability. (a) Individual long-term care insurance policies
100.28 must contain a renewability provision that is appropriately captioned, appears on the first

10029 page of the policy, and clearly states the-e

100.30

100.31 renewed that the coverage is guaranteed renewable or noncancelable. This subdivision

10032 does not apply to policies which are part of or combined with life insurance policies
10033 which do not contain a renewability provision and under which the right to nonrenew is

10034  reserved solely to the policyholder.
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(b) A long-term care insurance policy or certificate, other than one where the insurer

does not have the right to change the premium, shall include a statement that premium

rates may change.

Sec. 9. Minnesota Statutes 2004, section 62S.24, subdivision 1, is amended to read:
Subdivision 1. Required questions. An application form must include the following
questions designed to elicit information as to whether, as of the date of the application, the

applicant has another long-term care insurance policy or certificate in force or whether a

long-term care policy or certificate is intended to replace any other accident and sickness
or long-term care policy or certificate presently in force. A supplementary application
or other form to be signed by the applicant and agent, except where the coverage is sold
without an agent, containing the following questions may be used. If a replacement policy
is issued to a group as defined under section 62S.01, subdivision 15, clause (1), the
following questions may be modified only to the extent necessary to elicit information
about long-term care insurance policies other than the group policy being replaced;
provided, however, that the certificate holder has been notified of the replacement:

(1) do you have another long-term care insurance policy or certificate in force

(including health care service contract or health maintenance organization contract)?;

(2) did you have another long-term care insurance policy or certificate in force
during the last 12 months?; |

(1) if so, with which company?; and

(ii) if that policy lapsed, when did it lapse?; and

(3) are you covered by Medicaid?; and

(4) do you intend to replace any of your medical or health insurance coverage with

this policy (certificate)?

Sec. 10. Minnesota Statutes 2004, section 62S.24, is amended by adding a subdivision

to read:

Subd. 1a. Other health insurance policies sold by agent. Agents shall list all other

health insurance policies they have sold to the applicant that are still in force or were sold

in the past five years and are no longer in force.

Sec. 11. Minnesota Statutes 2004, section 62S.24, subdivision 3, is amended to read:
Subd. 3. Solicitations other than direct response. After determining that a
sale will involve replacement, an insurer, other than an insurer using direct response

solicitation methods or its agent, shall furnish the applicant, before issuance or delivery of
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the individual long-term care insurance policy, a notice regarding replacement of accident
and sickness or long-term caré coverage. One copy of the notice must be retained by the
applicant and an additional copy signed by the applicant must be retained by the insurer.
The réquired notice must be provided in the following manner:

NOTICE TO APPLICANT REGARDING REPLACEMENT OF
INDIVIDUAL ACCIDENT AND SICKNESS OR LONG-TERM
CARE INSURANCE

(Insurance company’s name and address)
SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE.
- According to (your application) (information you have furnished), you intend to

lapse or otherwise terminate existing accident and sickness or long-term care insurance

and replace it with an individual long-term care insurance policy to be issued by (company
name) insurance company. Your new policy provides 30 days within which you may
decide, without cost, whether you desiré to keep the policy. For your own information and
protection, you shouid be aware of and seriously consider certain factors which may affect
the insurance protection available to you under the new policy.

You should review this new coverage carefully, comparing it with all accident

and sickness or long-term care insurance coverage you now have, and terminate your
present policy only if, after due consideration, you find that purchase of this long-term
care coverage is a wise decision.

STATEMENT TO APPLICANT BY AGENT
(BROKER OR OTHER REPRESENTATIVE):
(Use additional sheets, as necessary.)

I have reviewed your current medical health insurance coverage. I believe the

replacement of insurance involved in this transaction materially improves your position.
My conclusion has taken into account the followiﬁg considerations, which I call to your
attention:

(a) Health conditions which you presently have (preexisting conditions) may not
be immediately or fully covered under the new policy. This could result in denial or
delay in payment of benefits under the new policy, whereas a similar claim might have
been payable under your present policy.

(b) State law provides that your replacement policy or certificate may not contain
new preexisting conditions or probationary periods. The insurer will waive any time
periods applicable to preexisting conditions or probationary periods in the new policy (or
coverage) for similar benefits to the extent such time was spent (depleted) under the
original policy.

(c) If you are replacing existing long-term care insurance coverage, you may wish to

secure the advice of your present insurer or its agent regarding the proposed replacement of
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your present policy. This is not only your right, but it is also in your best interest to make

sure you understand all the relevant factors involved in replacing your present coverage.

(d) I, after due consideration, you still wish to terminate your present policy and

replace it with new coverage, be certain to truthfully and completely answer all questions

on the application concerning your medical health history. Failure to include all material

medical information on an application may provide a basis for the company to deny any

future claims and to refund your premium as though your policy had never been in force.

After the application has been completed and before you sign it, reread it carefully to be

certain that all information has been properly recorded.

.....................................................................................................................................

(Signature of Agent, Broker, or Other Representative)

(Typed Name and Address of Agency or Broker)

The above "Notice to Applicant” was delivered to me on:

...................................................

...................................................

(Applicant’s Signature)

Sec. 12. Minnesota Statutes 2004, section 62S.24, subdivisioﬁ 4, is amended to read:

Subd. 4. Direct response solicitations. Insurers using direct response solicitation

methods shall deliver a notice regarding replacement of long-term care coverage to

the applicant upon issuance of the policy. The required notice must be provided in the

following manner:

NOTICE TO APPLICANT REGARDING REPLACEMENT OF
ACCIDENT AND SICKNESS OR

LONG-TERM CARE INSURANCE

(Insurance company’s name and address)

SAVE THIS NOTICE! IT MAY BE
IMPORTANT TO YOU IN THE FUTURE.

According to (your application) (information you have furnished), you intend to

lapse or otherwise terminate existing accident and sickness or long-term care insurance

and replace it with the long-term care insurance policy de]ivered'herewith issued by

(company name) insurance company.

Your new policy provides 30 days within which you may decide, without cost,

whether you desire to keep the policy. For your own information and protection, you

should be aware of and seriously consider certain factors which may affect the insurance

protection available to you under the new policy.

Article 15 Sec. 12.

103 -




104.1

104.2

104.3

104.4

104.5

104.6

104.7

104.8

104.9

104.10

104.11

104.12

104.13

104.14

104.15

104.16

104.17

104.18

104.19

104.20

104.21

104.22

104.23

104.24
104.25

104.26

104.27

104.28

104.29

104.30

104.31

104.32

104.33

104.34

04/10/06 COUNSEL KC/TW/DG/RDR SC4643ART12-17

You should review this new coverage carefully, comparing it with all long-term care
insurance coverage you now have, and terminate your present policy only if, after due
consideration, you find that purchase of this long-term care coverage is a wise decision.

~ (a) Health conditions which you presently have (preexisting conditions) may not
be immediately or fully covered under the new policy. This could result in denial or
delay in payment of benefits under the new policy, whereas a similar claim might have
been payable under your present policy.

(b) State law provides that your replacement policy or certificate may not contain
new preexisting conditions or probationary periods. Your insurer will waive any time
periods applicable to preexisting conditions or probationary periods in the new policy (or
coverage) for similar benefits to the extent such time was spent (depleted) under the
original policy.

(c) If you are replacing existing long-term care insurance coverage, you may wish to
secure the advice of your present insurer or its agent regarding the proposed replacement of
your present policy. This is not only your right, but it is also in your best interest to make
sure you understand all the relevant factors involved in replacing your present coverage.

(d) (To be included only if the application is attached to the policy.)

If, after due consideration, you still wish to terminate your present policy and replace
it with new coverage, read the copy of the application attached to your new policy and be
sure that all questions are answered fully and correctly. Omissions or misstatements in
the application could cause an otherwise valid claim to be denied. Carefully check the
application and write to (company name and address) within 30 days if any information is

not correct and complete, or if any past medical history has been left out of the application.

...................................................

(Company Name)

Sec. 13. Minnesota Statutes 2004, section 625.24, is amended by adding a subdivision

to read:

Subd. 7. Life insurance policies. Life insurance policies that accelerate benefits for

long-term care shall comply with this section if the policy being replaced is a long-term

care insurance policy. If the policy being replaced is a life insurance policy, the insurer

shall comply with the replacement requirements of sections 61A.53 to 61A.60. If a

life insurance policy that accelerates benefits for long-term care is replaced by another

such policy, the replacingjnsurer‘ shall comply with both the long-term care and the life

insurance replacement requirements.
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Sec. 14. Minnesota Statutes 2004, section 62S.25, subdivision 6, is amended to read:
Subd. 6. Claims denied. Each insurer shall report annually by June 30 the number

of claims denied for any reason during the reporting period for each class of business,

expressed as a percentage of claims denied, other than claims denied for failure to meet

the waiting period or because of any applicable preexisting condition._For purposes of

this subdivision, "claim" means a request for payment of benefits under an in-force policy

regardless of whether the benefit claimed is covered under the policy or any terms or

conditions of the policy have been met.

Sec. 15. Minnesota Statutes 2004, section 625.25, is ameﬁded by adding a subdivision
to read:

Subd. 7. Reports. Reports under this section shall be done on a statewide basis and

filed with the commissioner. They shall include, at a minimum, the information in the

format contained in Appendix E (Claim Denial Reporting Form) and in Appendix G

(Replacement and Lapse Reporting Form) of the Long-Term Care Model Regulation

adopted by the National Association of Insurance Commissioners.

Sec. 16. Minnesota Statutes 2004, section 62S.26, is amended to read:

62S.26 LOSS RATIO.

Subdivision 1. Minimum loss ratio. ta)-The minimum loss ratio must be at least 60

percent, calculated in a manner which provides for adequate reserving of the long-term
care insurance risk. In evaluating the expected loss ratio, the commissioner shall give
consideration to all relevant factors, including:

(1) statistical credibility of incurred claims experience and earned premiums;

(2) the period for which rates are computed to provide coverage;

(3) experienced and projected trends;

(4) concentration of experience within early policy duration;

(5) expected claim fluctuation;

(6) experience refunds, adjustments, or dividends;

(7) renewability features;

(8) all appropriate expense factors;

(9) interest;

(10) experimental nature of the coverage;

(11) policy reserves;

(12) mix of business by risk classification; and
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(13) product features such as long elimination periods, high deductibles, and high
maximum limits.

Subd. 2. Life insurance policies. Subdivision 1 shall not apply to life insurance

policies that accelerate benefits for long-term care. A life insurance policy that funds .

long-term care benefits entirely by accelerating the death benefit is considered to provide

reasonable benefits in relation to premiums paid, if the policy complies with all of the

following provisions:

(1) the interest credited internally to determine cash value accumulations, including

long-term care, if any, are guaranteed not to be less than the minimum guaranteed interest -

rate for cash value accumulations without long-term care set forth in the policy;

(2) the portion of the policy that provides life insurance benefits meets the

nonforfeiture requirements of section 61A.24;

(3) the policy meets the disclosure requirements of sections 62S.09, 62S.10, and

62S.11; and

(4) an actuarial memorandum is filed with the commissioner that includes:

(i) a description of the basis on which the long-term care rates were determined;

(i1) a description of the basis for the reserves;

(ii1) a summary of the type of policy, benefits, renewability, general marketing

method, and limits on ages of issuance;

(iv) a description and a table of each actuarial assumption used. For expenses,

an insurer must include percentage of premium dollars per policy and dollars per unit

of benefits, if any;

(v) a description and a table of the anticipated policy reserves and additional reserves

to be held in each future vear for active lives:

(vi) the estimated average annual premium per policy and the average issue age;

(vii) a statement as to whether underwriting is performed at the time of application.

The statement shall indicate whether underwriting is used and, if used, the statement

shall include a description of the type or types of underwriting used, such as medical

underwriting or functional assessment underwriting. Concerning a group policy, the

statement shall indicate whether the enrollee or any dependent will be underwritten and

when underwriting occurs: and

(viii) a description of the effect of the long-term care policy provision on the required

premiums, nonforfeiture values, and reserves on the underlying life insurance policy, both -

for active lives and those in long-term care claim status.
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Subd. 3. Nonapplication. b} This section does not apply to policies or certificates

that are subject to sections 62S.021, 625.081, and 62S.265, and that comply with those

sections.

Sec. 17. Minnesota Statutes 2004, section 62S.266, subdivision 2, is amended to read:

Subd. 2. Requirement. (a) An insurer must offer each prospective policyholder a
nonforfeiture benefit in compliance with the following requirements: |

(1) a policy or certificate offered With nonforfeiture benefits must have coverage
elements, eligibility, benefit triggers, and benefit length that are the same as coverage to be
issued without nonforfeiture benefits. The nonforfeiture benefit included in the offer must
be the benefit describedv in subdivision 5; and

(2) the offer must be in writing if the nonforfeiture benefit is not otherwise described
in the outline of coverage or other materials given to the prospective policyholder.

(b) When a group long-term care insurance policy is issued, the offer required in

paragraph (a) shall be made to the group policy holder. Howeyver, if the policy is issued as

group-long-term care insurance as defined in section 62S.01, subdivision 15, clause (4),

other than to a continuing care retirement community or other similar entity, the offering

shall be made to each proposed certificate holder.

Sec. 18. Minnesota Statutes 2004, section 62S.29, subdivision 1, is amended to read:
Subdivision 1. Requirements. An insurer or other entity marketing long-term care
insurance coverage in this state, directly or through its producers, shall:

(1) establish marketing procedures and agent training requirements to assure that-a

any marketing activities, including any comparison of policies by its agents or other

producers, are fair and accurate;

(2) establish marketing procedures to assure excessive insurance is not sold or iésued;

(3) display prominently by type, stamp, or other appropriate means, on the first page
of the outline of coverage and policy, the following:

"Notice to buyer: This policy may not cover all of the costs associated with
long-term care incurred by the buyer during the period of coverage. The buyer is advised
to review carefully all policy limitations.";

(4) provide copies of the disclosure forms required in section 62S.081, subdivision

4, to the applicant;

(5) inquire and otherwise make every reasonable effort to identify whether a

prospective applicant or enrollee for long-term care insurance already has long-term care

insurance and the types and amounts of the insurance;
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€5 (6) establish auditable procedures for verifying compliance with this subdivision;
and |

€6) (7) if applicable, provide written notice to the prospective policyholder and
certificate holder, at solicitation, that a senior insurance counseling program approved
by the commissioner is available and the name, address, and telephone humber of the
program;

(8) use the terms "noncancelable” or "level premium"” only when the policy or

certificate conforms to section 62S.14; and

(9) provide an explanation of contingent benefit upon lapse provided for in section

62S.266.

Sec. 19. Minnesota Statutes 2004, section 62S.30, is amended to read:

62S.30 APPROPRIATENESS-OF RECOMMENDED POREHASE
SUITABILITY.

Subdivision 1. Standards. Every insurer or other entity marketing long-term care

insurance shall:

(1) develop and use suitability standards to determine whether the purchase or

replacement of long-term care insurance is appropriate for the needs of the applicant;

(2) train its agents in the use of its suitability standards; and

(3) maintain a copy of its suitability standards and make them available for

inspectiqn upon request by the commissioner.

Subd. 2. Procedures. (a) To determine whether the applicant meets the standards

developed by the insurer or other entity marketing long-term care insurance, the agent

and insurer or other entity marketing long-term care insurance shall develop procedures

that take the following into consideration:

(1) the ability to pay for the proposed coverage and other pertinent financial

information related to the purchase of the coverage:

(2) the applicant’s goals or needs with respect to long-term care and the advantages

and disadvantages of insurance to meet those goals or needs; and

(3) the values, benefits, and costs of the applicant’s existing insurance, if any, when

compared to the values, benefits, and costs of the recommended purchase or replacement.

(b) The insurer or other entity marketing long-term care insurance, and where an

agent is involved, the agent, shall make reasonable efforts to obtain the information set

forth in paragraph (a). The efforts shall include presentation to the applicant, at or prior

Article 15 Sec. 19. 108



109.1
9.2
109.3
1094
109.5
109.6
109.7
109.8
109.9
109.10
109.11
12
109.13
109.14
109.15
109.16
109.17
109.18
109.19
109.20
109.21
109.22
109.23
109.24
109.25
109.26
109.27
109.28
109.29
109.30
109.31
109.32
1C - 3
109.34
109.35

109.36

04/10/06 COUNSEL  KC/AIW/DG/RDR  SC4643ART12-17

to application, of the "Long-Term Care Insurance Personal Worksheet."” The personal

worksheet used by the insurer or other entity marketing long-term care insurance shall

contain. at a minimum, the information in the format contained in Appendix B of the

Long-Term Care Model Regulation adopted by the National Association of Insurance

Commissioners, in not less than 12-point type. The insurer or other entity marketing

long-term care insurance may request the applicant to provide additional information to

comply with its suitability standards. The insurer or other entity marketing long-term care

insurance shall file a copy of its personal worksheet with the commissioner.

(c) A completed personal worksheet shall be returned to the insurer or other entity

marketing long-term care insurance prior to consideration of the applicant for coverage,

except the personal worksheet need not be returned for sales of employer group long-term

care insurance to employees and their spouses. The sale or dissemination by the insurer

or other entity marketing long-term care insurance, or the agent, of information obtained

through the personal worksheet, is prohibited.

(d) The insurer or other entity marketing long-term care insurance shall use the

suitability standards it has developed under this section in determining whether issuing

long-term care insurance coverage to an applicant is appropriate. Agents shall use the

suitability standards developed by the insurer or other entity marketing long-term care

insurance in marketing long-term care insurance.

(e) At the same time as the personal worksheet is provided to the applicant, the

disclosure form entitled "Things You Should Know Before You Buy Long-Term Care

Insurance" shall be provided. The form shall be in the format contained in Appendix C of

the Long-Term Care Insurance Model Regulation adopted by the National Association of

Insurance Commissioners in not less than 12-point type.

(f) If the insurer or other entity marketing long-term care insurance determines

that the applicant does not meet its financial suitability standards, or if the applicant has

declined to provide the information, the insurer or other entity marketing long-term

care insurance may reject the application. In the alternative, the insurer or other entity

marketing long-term care insurance shall send the applicant a letter similar to Appendix D

of the Long-Term Care Insurance Model Regulation adopted by the National Association

of Insurance Commissioners. However, if the applicant has declined to provide financial

information, the insurer or other entity marketing long-term care insurance may use some

other method to verify the applicant’s intent. The applicant’s returned letter or a record of

the alternative method of verification shall be made part of the applicant’s file.

Subd. 3. Reports. The insurer or other entity marketing long-term care insurance

shall report annually to the commissioner the total number of applications received from
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residents of this state, the number of those who declined to provide information on the

personal worksheet, the number of applicants who did not meet the suitability standards,

and the number of those who chose to confirm after receiving a suitability letter.

Subd. 4. Application. This section shall not apply to lifé insurance policies that

accelerate benefits for long-term care.

Sec. 20. [62S.315] PRODUCER TRAINING.

The commissioner shall approve insurer and producer training requirements in

accordance with the NAIC Long-Term Care Insurance Model Act provisions. The

commissioner of human services shall provide technical assistance and information to the

commissioner in accordance with Public Law 109-171, section 6021.

ARTICLE 16
MISCELLANEOUS
HEALTH AND HUMAN SERVICES

Séction 1. [152.126] ALL SCHEDULES PRESCRIPTION ELECTRONIC
REPORTING PROGRAM.

Subdivision 1. Definitions. For purposes of this section, the terms defined in this

subdivision have the meanings given.

(a) "Board" means the Minnesota State Board of Pharmacy established under

chapter 151.
(b) "Controlled substances" means those substances listed in section 152.02,

subdivisions 3 to 6, and those substances defined by the board pursuant to section 152.02,
subdivisions 7, 8, and 12.

(c) "Dispense" or "dispensing"” has the meaning given in section 151.01, subdivision

30.

(d) "Dispenser" means a person authorized by law to dispense, pursuant to a valid

prescription, a controlled substance. A dispenser does not include a licensed hospital

pharmacy that distributes controlled substances for inpatient hospital care.

(e) "Prescriber" means a licensed health care professional who is authorized to

prescribe a controlled substance under section 152.12, subdivision 1.

(€3] "Prescri_ption" has the meaning given in section 151.01, subdivision 16.

Subd. 2. Establishment of a prescription electronic reporting program. (a) The

board shall establish by January 1, 2008, an electronic system for reporting the information

required under subdivision 4 for all controlled substances dispensed within the state.
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(b) The board may contract with a vendor for the purpose of obtaining technical

assistance in the design, implementation, and maintenance of the electronic reporting

system. The vendor’s role shall be limited to providing technical support to the board

concerning the software, databases, and computer systems required to interface with the

existing systems currently used by pharmacies to dispense prescriptions and transmit

prescription data to other third parties.

Subd. 3. Prescription Electronic Reporting Advisory Committee. (a) The board

may convene an advisory committee. If the board convenes a committee, the committee

must include at least one representative of:

(1) the Department of Health;

(2) the Department of Human Services;

(3) each health-related licensing board that licenses prescribers;

(4) a professional medical association,’_ which may include an association of pain

management and chemical dependency specialists;

(5) a professional pharmacy association;

(6) a consumer privacy or security advocate; and

(7) a consumer or patient rights organization.

(b) The advisory committee shall advise the board on the development and operation

of the electronic reporting system, including, but not limited to:

(1) technical standards for electronic prescription drug reporting;

(2) proper analysis and interpretation of prescription monitoring data; and

(3) an evaluation process for the program.

Subd. 4. Reporting requirements. (a) Each dispenser must submit the following

data to the board or its designated vendor:

(1) name of the prescriber;

(2) national provider identifier of the prescriber;

(3) name of the dispenser;

(4) national provider identifier of the dispenser:;

(5) name of the patient for whom the prescription was written;

(6) date of birth of the patient for whom the prescription was written;

(7) date the prescription was written;

(8) date the prescription was filled:

(9) name and strength of the controlled substance;

(10) guantity of controlled substance prescribed; and

(11) quantity of controlled substance dispensed.
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tb) The dispenser must submit the required information by a procedure and in a

format established by the board.

(c) A dispenser is not required to submit this data for those controlled substance

prescriptions dispensed for individuals residing in licensed skilled nursing or intermediate

care facilities.

Subd. 5. Use of data by board. The board shall develop and maintain a database of

the data reported under subdivision 4 and shall use the database for the identification of:

(1) individuals receiving prescriptions for controlled substances from prescribers

who subsequently obtain controlled substances from dispensers in quantities or with a

frequency inconsistent with generally recognized standards of dosage for those controlled

substances; and

(2) individuals presenting forged or otherwise false or altered prescriptions for

controlled substances to dispensers.

Subd. 6. Access to prescription electronic reporting program data. (a) Except as

indicated in this subdivision, the data submitted to the board under subdivision 4 is private

data on individuals as defined in section 13.02, subdivision 12.

(b) The board may provide data sﬁbmitted under subdivision 4 for public research,

policy or education purposes, to the extent that any information that is likely to reveal the

identity of the patient or other person who is the subject of the data has been removed.

(c) The following persons shall be considered permissible users and may access the

data submitted under subdivision 4 in the same or similar manner, and for the same or

similar purposes, as those persons who are authorized to access similar private data on

individuals under federal and state law:

(1) a prescriber, to the extent the information relates specifically to a current patient

of the prescriber, to whom the practitioner is prescribing or considering prescribing any

controlled substance;

(2) a dispenser to the extent the information relates specifically to a current patient to

whom that dispenser is dispensing or considering dispensing any controlled substance;

(3) an individual who is the recipient of a controlled substance prescription for

which data was submitted under subdivision 4;

(4) personnel of the board specifically assigned to conduct investigations related to

controlled substances laws under the jurisdiction of the board:

(5) personnel of the board engaged in the collection of controlled substance

prescription information as part of the assigned duties and responsibilities of their

employment;
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(6) authorized personnel of a vendor under contract with the board who are engaged

in the design, implementation, and maintenance of the electronic reporting system as part

of the assigned duties and responsibilities of their employment, provided that access to data

is limited to the minimum amount necessary to test and maintain the system databases;

(7) a designated representative of a health-related licensing board responsible for the

licensure, regulation, or discipline of prescribers or dispensers provided that the requested

data relates to a bona fide investigation of a specific licensee;

(8) federal, state, and local law enforcement authorities engaged in a bona fide

investigation of a specific person; and

(9) personnel of the medical assistance program assigned to use the data collected

under this section to identify recipients whose usage of controlled substances may warrant

restriction to a single primary care physician, a single outpatient pharmacy, or a single

hospital.
(d) Any permissible user identified in paragraph (c) that directly accesses

the data electronically shall implement aﬂd maintain a comprehensive information

security program that contains administrative, technical, and physical safeguards that

are appropriate to the user’s size and complexity, and the sensitivity of the personal

information obtained. The permissible user shall identify reasonably foreseeable internal

and external risks to the security, confidentiality, and integrity of personal information

that could result in the unauthorized disclosure, misuse, or other compromise of the

information and assess the sufficiency of any safeguards in place to control the risks.

(e) The board shall not release data submitted under this section unless it is provided

with evidence, satisfactory to the board, that the person requesting the information is

entitled to receive the data. Access to the data by law enforcement authorities must be

accompanied by a valid search warrant.

(f) The board shall maintain a log of all persons who access the data and shall ensure

that any permissible user complies with paragraph (d) prior to attaining direct access to

the data.

Subd. 7. Disciplinarv action. (a) A dispenser who knowingly fails to submit data to

the board as required under this section is subject to disciplinary action by the appropriate

health-related licensing board.

(b) A prescriber or dispenser authorized to access the data who knowingly discloses

the data in violation of state or federal laws relating to the privacy of healthcare data shall

be subject to disciplinary action by the appropriate health-related licensing board.
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Subd. 8. Evaluation and reporting. (a) The board shall evaluate the prescription

electronic reporting program to determine if the program is cost-effective. The board may

contract with a vendor to design and conduct the evaluation.

(b) The board shall submit the evaluation of the program to the legislature by
January 15, 2009.

EFFECTIVE DATE. This section is effective July 1, 2006, or upon receiving

sufficient nonstate funds to implement the prescription electronic reporting program,

whichever is later. In the event that nonstate funds are not secured by the Board of

Pharmacy to adequately fund the implementation of the prescription electronic reporting

program, the board is not required to implement section 1, without a subsequent

appropriation from the legislature.

Sec. 2. FEDERAL GRANTS.

The Board of Pharmacy shall apply for any applicable federal | srants or other nonstate

funds to establish and fully implement the prescription electronic reporting program.

EFFECTIVE DATE. This section is effective the day following final enactment.

ARTICLE 17
CHILDREN AND FAMILIES PROGRAMS AND SERVICES

Section 1. Minnesota Statutes 2004, section 119B.011, is amended by adding a

subdivision to read:

Subd. 23. Werk participation rate enhancement program. "Work participation

rate enhancement program" means the program established under section 256J.575.

Sec. 2. Minnesota Statutes 2004, section 119B.03, subdivision 4, is amended to read:

Subd. 4. Funding priority. (a) First priority for child care assistance under the
basic sliding fee program must be given to eligible non-MFIP families who do not have a
high school or general equivalency diploma or who need remedial and basic skill courses
in order to pursue employment or to pursue education leading to employment and who
need child care assistance to participate in the education program. Within this priority,
the following subpriorities must be used:

(1) child care needs of minor parents;

(2) child care needs of parents under 21 years of age; and

(3) child care needs of other parents within the priority gfoup described in this
paragraph. '
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(b) Second priority must be given to parents who have completed their MFIP or
DWP transition year, or parents who are no longer receiving or eligible for diversionary
work program supports.

(¢) Third priority must be given to families who are eligible for portable basic sliding
fee assistance through the portability pool under subdivision 9.

(d) Fourth priority must be given to families in which at least one parent is a veteran

as defined under section 197.447.

(e) Families under paragraph (b) must be added to the basic sliding fee waiting list
on the date they begin the transition year under section 119B.011, subdivision 20, and-
must be moved into the basic sliding fee program as soon as possible after they complete

their transition year.

Sec. 3. Minnesota Statutes 2004, section 119B.05, subdivision 1, is amended to read:

Subdivision 1. Eligible participants. Families eligible for child care assistance
under the MFIP child care program are:

(1) MFIP participants who are employed or in job search and meet the requirements
of section 119B.10;

(2) persons who are members of transition year families under section 119B.011,
subdivision 20, and meet the requirements of section 119B.10;.

(3) families who are participating in employment orientation or job search, or
other employment or training activities that are included in an approved employability
development plan under section 256J.95;

(4) MFIP families who are participating in work job search, job support,
employment, or training activities as required in their employment plan, or in appeals,
hearings, assessments, or orientations according to chapter 2567;

(5) MFIP families who are participating in social services activities under chapter
256J as required in their employment plan approved according to chapter 25617;

(6) families who are participating in services or activities that are included in an

approved family stabilization plan under section 256J.575;

(7) families who are participating in programs as required in tribal contracts under
section 119B.02, subdivision 2, or 256.01, subdivision 2; and

H.(8) families who are participating in the transition year extension under section

119B.011, subdivision 20a.

Sec. 4. Minnesota Statutes 2005 Supplement, section 119B.13, subdivision 1, is

amended to read:
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tb)_(a) Not less than once every two years, the commissioner shall survey rates

charged by child care providers in Minnesota to determine the 75th percentile for
like-care arrangements in counties. When the commissioner determines that, using the
commissioner’s established protocol, the number of providers responding to the survey is
too small to determine the 75th percentile rate for like-care arrangements in a county or
multicounty region, the commissioner may establish the 75th percentile maximum rate
based on like-care arrangements in a county, region, or category that the commissioner

deems to be similar.

(b) The maxiinum rate paid for child care assistance under the child care fund

must be adjusted annually and may not exceed the 75th percentile rate for like-care

arrangements in a county, region, or category the commissioner deems to be similar as

surveyed by the commissioner.

(c) A rate which includes a special needs rate paid under subdivision 3 may be in

excess of the maximum rate allowed under this subdivision.
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(d) The department shall monitor the effect of this paragraph on provider rates. The
county shall pay the provider’s full charges for every child in care up to the maximum
established. The commissioner shall determine the maximum rate for each type of care on

an hourly, full-day, and weekly basis, including speéial needs and handicapped care._The

commissioner shall' also determine the maximum rate for school age care on a half-day
basis.

(e) When the provider charge is greater than the maximum provider rate allowed,
the parent is responsible for payment of the difference in the rates in addition to any

family co-payment fee.

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

Sec. 5. Minnesota Statutes 2004, section 119B.13, is amended by adding a subdivision
to read:

Subd. 3a. Provider rate differential for accreditation. A family child care

provider or child care center shall be paid a 15 percent differential above the maximum rate

established in subdivision 1, up to the actual provider rate, if the provider or center holds a

current early childhood development credential or is accredited. For a family child care

provider, early childhood development credential and accreditation includes an individual

who has earned a child development associate degree, a diplonia in child development from

a Minnesota state technical college, or a bachelor’s degree in early childhood education

from an accredited college or university, or who is accredited by the National Association

for Family Child Care or the Competency Based Training and Assessment Program. For a

child care center, accreditation includes accreditation by the National Association for the

Education of Young Children, the Council on Accreditation, the National Early Childhood

Program Accreditation, the National School-Age Care Association, or the National Head

Start Association Program of Excellence. For Montessori programs, accreditation includes

the American Montessori Society, Association of Montessori International-USA, or the

National Center for Montessori Education.

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

- Sec. 6. [256.029] DOMESTIC VIOLENCE INFORMATIONAL BROCHURE.

(a) The commissioner shall provide a domestic violence informational brochure

that provides information about the existence of domestic violence waivers for eligible

public assistance applicants to all general assistance, general assistance medical care,

Minnesota family investment program, medical assistance, and MinnesotaCare. The
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brochure must explain that eligible applicants may be temporarily waived from certain

program requirements due to domestic violence. The brochure must provide information

about services and other programs to help victims of domestic violence.

(b) The brochure must be funded with TANF funds.

EFFECTIVE DATE. This section is effective upon federal approval.

Sec. 7. [256D.0515] ASSET LIMITATIONS FOR FOOD STAMP HOUSEHOLDS.

All food stamp households must be determined eligible for the benefit discussed

under section 256.029. Food stamp households must demonstrate that:

(1) their gross income meets the federal Food Stamp fequircments under United

States Code, title 7, section 2014(c); and
(2) they have financial resources, excluding vehicles, of less than $7,000.

EFFECTIVE DATE. This section is effective upon federal approval.

Sec. 8. Minnesota Statutes 2004, section 256J.01, is amended by adding a subdivision

to read:

Subd. 6. Legislative approval to move programs or activities. The commissioner

shall not move programs or activities funded with MFIP or TANF maintenance of effort

funds to other funding sources unless specifically approved by law.

Sec. 9. Minnesota Statutes 2004, section 256J.021, is amended to read:

256J.021 SEPARATE STATE PROGRAMFOR-USE-OF STATE-MONEY
PROGRAMS.

(a) Beginning October 1, 266+ 2006, and each year thereafter, the commissioner of
human services must treat MFIP expenditures made to or on behalf of any minor child
under section 256J.02, subdivision 2, clause (1), who is a resident of this state under

section 256J.12, and who is part of a two-parent eligible household as expenditures under

FederalRegulations;-titte45;section263-5._These expenditures shall not count toward the

state’s maintenance of effort (MOE) requirements under the federal Temporary Assistance

to Needy Families (TANF) program, except if counting certain families would allow the

commissioner to avoid a federal penalty. Families receiving assistance under this section

must comply with all applicable requirements in chapter 256J.
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(b) Beginning October 1, 2006, and each year thereafter, the commissioner of

human services must treat MFIP expenditures made to or on behalf of any minor child

under section 256J.02, subdivision 2, clause (1), who is a resident of this state under

section 256J.12, and who is part of a household participating in the work participation rate

enhancement program under section 256J.575, as expenditures under a program funded

with state nonmaintenance of effort funds. These expenditures shall not count toward the

state’s maintenance of effort (MOE) requirements under the federal Temporary Assistance

to Needy Families (TANF) program, except if counting certain families would allow the

commissioner to avoid a federal penalty. Families receiving assistance under this section

must comply with all applicable requirements in chapter 2561J.

Sec. 10. Minnesota Statutes 2004, section 256J.08, subdivision 65, is amended to read:
| Subd. 65. Participant. "Participant" means a person who is currently receiving cash

assistance or the food portion available through MFIP. A person who fails to withdraw
or access electronically any portion of the person’s cash and food assistance payment by
the end of the payment month, who makes a written request for closure before the first
of a payment month and repays cash and food assistance electronically issued for that
payment month within that payment month, or who returns any uncashed assistance
check and food coupons and withdraws from the program is not a participant. A person
who withdraws a cash or food assistance payment by electronic transfer or receives and
cashes an MFIP assistance check or food coupons and is subsequently determined to be
ineligible for assistance for that period of time is a participant, regardless whether that
assistance is repaid. The term "participant” includes the caregiver relative and the minor
child whose needs are included in the assistance payment. A pérson in an assistance unit
who does not receive a cash and food assistance payment because the case has been
suspended from MFIP is a participant. A person who receives cash payments under the

diversionary work program under section 256J.95 is a participant. A person who receives

cash payments under the work participation rate enhancement program under section

256J.575 is a participant.

Sec. 11. Minnesota Statutes 2004, section 256J.521, subdivision 1, is amended to read:
Subdivision 1. Assessments. (a) For purposes of MFIP employment services,
assessment is a continuing process of gathering information related to employability for
the purpose of identifying both participant’s strengths and strategies for coping with
issues that interfere with employment. The job counselor must use information from the

assessment process to develop and update the employment plan under subdivision 2 or 3,
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as appropriate, and to determine whether the participant qualifies for a family violence

waiver including an employment plan under subdivision 3, and to determine whether

the participant should be referred to the work participation rate enhancement program

under section 256J.575.

(b) The scope of assessment must cover at least the following areas:

(1) basic information about the participant’s ability to obtain and retain employment,
including: a review of the participant’s education level; interests, skills, and abilities; prior
employment or work experience; transferable work skills; child care and transportation
needs; |

(2) identification of personal and family circumstances that impact the participant’s
ability to obtain and retain employment, including: any special needs of the children, the
level of English proficiency, family violence issues, and any involvement with social
services or the legal system;

(3) the results of a mental and chemical health screening tool designed by the
commissioner and results of the brief screening tool for special learning needs. Screening
tools for mental and chemical health and special learning needs must be approved by the
commissioner and may only be administered by job counselors or county staff trained in
using such screening tools. The commissioner shall work with county agencies to develop
protocolé. for referrals and follow-up actions after screens are administered to participants,
including guidance on how employment plans may be modified based upon outcomes
of certain screens. Participants must be told of the purpose of the screens and how the
information will be used to assist the participant in identifying and overcoming barriers to
employment. Screening for mental and chemical health and special learning needs must
be completed by participants who are unable to find suitable employment after six weeks
of job search under subdivision 2, paragraph (b), and participants who are determined to
have barriers to employment under subdivision 2, paragraph (d). Failure to complete the
screens will result in sanction under section 256J.46; and

(4) a comprehensive review of participation and progress for participants who have
received MFIP assistance and have not worked in unsubsidized employment during
the past 12 months. The purpose of the review is to determine the need for additional
services and supports, including placement in subsidized employment or unpaid work

experience under section 256J.49, subdivision 13, or referral to the work participation rate

enhancement program under section 256J.575.

(c) Information gathered during a caregiver’s participation in the diversionary work

program under section 256J.95 must be incorporated into the assessment process.

Article 17 Sec. 11. 120



121.1
1212
1213
1214
1215
121.6
1217
1218
121.9

121.10

L
121.12
121.13
121.14
121.15
121.16
121.17

121.18

. 121.19

121.20
191.21
121.22
121.23
121.24
121.25
121.26
121.27
121.28
121.29
121.30
121.31
R 1.32
121.33
121.34

12135

04/10/06 COUNSEL KC/JW/DG/RDR = SC4643ART12-17

(d) The job counselor may require the participant to complete a professional chemical
use assessment to be performed according to the rules adopted under section 254A.03,
subdivision 3, including provisions in the administrative rules which recognize the cultural
background of the participant, or a professional psychological assessment as a component
of the assessment process, when the job counselor has a reasonable belief, based on
objective evidence, that a participant’s ability to obtain and retain suitable employment
is impaired by a medical condition. The job counselor may assist the participant wifh
arranging services, including child care asSistance and transpbrtation, necessary to meet
needs identified by the assessment. Data gathered as part of a professional assessment

must be classified and disclosed according to the provisions in section 13.46.

Sec. 12. Minnesota Statutes 2004, section 256J.521, subdivision 2, is amehded to read:

.Subd. 2. Employment plan; contents. (a) Based on the assessment under
subdivision 1, the job counselor and the participant must develop an employment plan
that includes participation in activities and hours that meet the requirements of section
256].55, subdivision 1. The purpose of the employment plan is to identify for each
participant the most direct path to unsubsidized employment and any subsequent steps that
support long-term economic stability. The employment plan should be developed using
the highest level of activity appropriate for the participant. Activities must be chosen from
clauses (1) to (6), which are listed in order of preference. Notwithstanding this order of
preference for activities, priority must be given for activities related to a family violence
waiver when developing the employment plan. The employment plan must also list the
specific steps the participant will take to obtain employment, including steps necessary
for the participant to progress from one level of activity to another, and a timetable for
completion of each step. Levels of activity include:

(1) unsubsidized employment; |

(2) job search;

(3) subsidized employment or unpaid work experience; 4

(4) unsubsidized employment and job readiness education or job skills training;

(5) unsubsidized employment or unpaid work experience and activities related to
a family violence waiver or preemployment needs; and

(6) activities related to a family violence waiver or preemployment needs.

(b) Participants who are determined to possess sufficient skills such that the
participant is likely to succeed in obtaining unsubsidized employment must job search at
least 30 hours per week for up to six weeks and aiccept any offer of suifable employment.

The remaining hours necessary to meet the requirements of section 256J.55, subdivision
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1, may be met through participation in other work activities under section 256J.49,
subdivision 13. The participant’s employment plan must specify, at a minimum: (1)
whether the job search is supervised or unsupervised; (2) support services that will

be provided; and (3) how frequently the participant must report to the job counselor.
Participants who are unable to find suitable employment after six weeks must meet

w1th the job counselor to determine whether other activities in paragraph (a) should be
incorporated into the employment plan. Job search activities which are continued after six
weeks must be structured and supervised. |

(c) Beginning July 1, 2004, activities and hourly requirements in the employment
plan may be adjusted as necessary to accommodate the personal and family circumstances
of participants identified under section 256J.561, subdivision 2, paragraph (d). Participants
who no longer meet the provisions of section 256J.561, subdivision 2, paragraph (d),
must meet with the job counselor within ten days of the determination to revise the
employment plan. |

(d) Participants who are determined to have barriers to obtaining or retaining
employment that will not be overcome during six weeks of job search under paragraph (b)
must work with the job counselor to develop an employment plan that addresses those
barriers by incorporating appropriate activities from paragraph (a), clauses (1) to (6). The
employment plan must include enough hours to meet the participation requirements in
section 256J.55, subdivision 1, unless a compelling reason to require fewer hours is noted
in the participant’s file.

(e) The job counselor and the participant must sign the employment plan to indicate
agreement on the contents. Failure to develop or comply with activities in the plan, or
voluntarily quitting suitable employment without good cause, will result in the imposition
of a sanction under section 256J.46.

(f) Employment plans must be reviewed at least every three months to determine

whether activities and hourly requirements should be revised._The job counselor is

encourggéd to allow participants who are participating in at least 20 hours of work

activities to also participate in employment and training activities in order to meet the

federal hourly participation rates.

Sec. 13. Minnesota Statutes 2004, section 256J.53, subdivision 2, is amended to read:

Subd. 2. Approval of postsecondary education or training. (a)yhrorder-fora
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by (a) Participants seeking approval of a postsecondary education or training plan
must provide documentation that:

(1) the employment goal can only be met with the additional education or training;

(2) there are suitable employment opportunities that require the specific education or
training in the' area in which the participant resides or is W1]lmg to reside;

(3) the education or training will result in significantly higher wages for the
participant than the participant could earn without the education or training;

(4) the participant can meet the requirements for admission into the program; and

(5) there is a reasonable expectation that the participant will complete the training
program based on such factors as the participant’s MFIP assessment, previous education,
training, and work history; current motivation; and changes in previous circumstances.

¢e)_(b) The hourly unsubsidized employment requirement does not apply for
intensive education or tralmng programs lasting 12 weeks or less when full-time
attendance is required.

td)_(c) Participants with an approved employment plan in place on July 1, 2003,
which includes more than 12 months of postsecondary education or training shall be
ailowed to complete that plan provided that hourly requirements in section 256J.55,
subdivision 1, and conditions specified in paragraph ¢b) (a), and subdivisions 3 and 5 are
met. A participant whose case is subsequently closed for three months or less for reasons
other than noncompliance with program requirements and who returns to MFIP shall
be allowed to complete that plan provided that hourly requirements in section 256J.55,
subdivision 1, and conditions specified in paragraph {b) (a) and subdivisions 3 and 5 are

met.

Sec. 14. Minnesota Statutes 2004, section 256J.53, is amended by adding a subdivision
to read: '

Subd. 2a. Employment while attending postsecondary. education. For the first

12 months of education, the participant may work, but there is no work requirement.

For the subsequent 12 months of education, the participant must work in unsubsidized

employment at least 20 hours per week.

Sec. 15. [256J.575]1 WORK PARTICIPATION RATE ENHANCEMENT
PROGRAM.

Subdivision 1. Purpose. (a) The work participation rate enhancement program

(WORK PREP) is Minnesota’s cash assistance program to serve families who are not

making significant progress within MFIP due to a variety of barriers to employment.
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(b) The goal of this program is to stabilize and improve the lives of families at risk

of long-term welfare dependency or family instability due to employment barriers such as

physical disability, mental disability, age, and caring for a disabled household member.

WORK PREP provides services to promote and support families to achieve the greatest

possible degree of self-sufficiency.

Subd. 2. Definitions. The terms used in this section have the meanings given them

in paragraphs (a) to (d).

(a) The "work participation rate enhancement program" means the program

established under this section.

(b) "Case management" means the services provided by or through the county agency

to participating families, including assessment, information, referrals, and assistance in the

preparation and implementation of a family stabilization plan under subdivision 5.

(c) "Family stabilization plan" means a plan developed by a case manager and

the participant, which identifies the participant’s most appropriate path to unsubsidized

employment, family stability, and barrier reduction, taking into account the family’s

circumstances.

(d) "Family stabilization services" means programs, activities, and services in this

section that provide participants and their family members with assistance regarding,

but not limited to:

(1) obtaining and retaining unsubsidized employment;
(2) family stability;

(3) economic stability; and

(4) barrier reduction.

The goal of the program is to achieve the greatest degree of economic self-sufficiency

and family well-being possible for the family under the circumstances.
Subd. 3. Eligibility. (a) The following MFIP or DWP participants are eligible for

the program under this section:

(1) a participant identified under section 256J.561, subdivision 2, paragraph (d), who

has or is eligible for an employment plan developed under section 256J.521, subdivision

2, paragraph (c¢);

(2) a participant identified under section 256J.95, subdivision 12, paragraph (b), as

unlikely to benefit from the diversionary work program;

(3) a participant who meets the requirements for or has been granted a hardship

extension under section 256J.425, subdivision 2 or 3; and

(4) a participant who is applying for supplemental security income or Social Security

disability insurance.
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(b) Families must meet all other eligibility requirements for MFIP established in

this chapter. Families are eligible for financial assistance to the same extent as if they

were participating in MFIP.

Subd. 4. Universal participation. All caregivers must participate in family

stabilization services as defined in subdivision 2.

Subd. 5. Case management; family stabilization plans; coordinated services. (a)

The county agency shall provide family stabilization services to families through a case

management model. A case manager shall be assigned to each participating family within

30 days after the family begins to receive financial assistance as a participant of the work

participation rate enhancement program. The case manager, with the full involvement

of the family, shall recommend, and the county agency shall establish and modify as

necessary, a family stabilization plan for each participating family.
(b) The family stabilization plan shall include:

(1) each participant’s plan for long-term self-sufficiency, including an employment

goal where applicable;

(2) an assessment of each participant’s strengths and barriers, and any special

circumstances of the participant’s family that impact, or are likely to impact, the

participant’s progress towards the goals in the plan; and

(3) an identification of the services, supports, education, training, and

accommodations needed to overcome any barriers to enable the family to achieve

self-sufficiency and to fulfill each caregiver’s personal and family responsibilities.

(c) The case manager and the participant must meet within 30 days of the family’s

referral to the case manager. The initial family stabilization plan shall be completed within

30 days of the first meeting with the case manager. The case manager shall establish a

schedule for periodic review of the family stabilization plan that includes personal contact

with the participant at least once per month. In addition, the case manager shall review

and modify if necessary the plan under the following circumstances:

(1) there is a lack of satisfactory progress in achieving the goals of the plan;

(2) the participant has lost unsubsidized or subsidized employment;
(3) a family member has failed to comply with a family stabilization plan

requirement;

(4) services required by the plan are unavailable; or

(5) changes to the plan are needed to promote the well-being of the children.

(d) Family stabilization plans under this section shall be written for a period of

time not to exceed six months.
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Subd. 6. Cooperation with program requirements. (a) To be eligible, a participant

must comply with paragraphs (b) to (f).

(b) Participants shall engage in family stabilization plan services for the appropriate

number of hours per week based on the participant’s plan, but not fewer than ten hours per

week, provided the activities are scheduled and available, unless good cause exists for

not doing so, as defined in section 256J.57, subdivision 1.

(c) The case manager shall review the'participant’s progréss toward the goals in the

family stabilization plan every six months to determine whether conditions have changed,

including whether revisions to the plan are needed.

(d) When the participant has increased participation in work-related activities

sufficient to meet the federal participation requirements of TANF, the county agency shall

refer the participant to the MFIP program and assign the participant to a job counselor.

The participant and the job counselor must meet within 15 days of referral to MFIP to

develop an employment plan under section 256J.521. No reapplication is necessary and

financial assistance shall continue without interruption.

(e) Participants who have not increased their participation in work activities

sufficient to meet the federal participation requirements of TANF may request a referral to

the MFIP program and assignment to a job counselor after 12 months in the program.

(f) A participant’s requirement to comply with any or all family stabilization plan

requirements under this subdivision shall be excused when the case management services,

training and educational services, and family support services identified in the participant’s

family stabilization plan are unavailable for reasons beyond the control of the participant,

including when money appropriated is not sufficient to provide the services.

Subd. 7. Sanctions. (a) The financial assistance grant of a participating family shall

be reduced, according to section 256J.46, if a participating adult fails without good cause

to comply or continue to comply with the family stabilization plan reguirements in this

subdivision, unless compliance has been excused under subdivision 6, paragraph (f).

(b) Given the purpose of the work participation rate enhancement program in this

section and the nature of the underlying family circumstances that act as barriers to both

employment and full compliance with program requirements, sanctions are appropriate

only when it is clear that there is both the ability to comply and willful noncompliance by

the participant, as confirmed by a behavioral health or medical professional.

(c) Prior to the imposition of a sanction, the county agency must review the

participant’s case to determine if the family stabilization plan is still appropriate and meet

with the participant face-to-face. The participant may bring an advocate to the face-to-face
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meeting. If a face-to-face meeting is not conducted, the county agency must send the

participant a written notice that includes the information required under clause (1):

(1) during the face-to-face meeting, _the county agency must:

(i) determine whether the continued noncompliance can be explained and mitigated

by providing a needed family stabilization service, as defined in subdivision 2, paragraph
@

(ii) determine whether the participant qualifies for a good cause exception under

section 256J.57, or if the sanction is for noncooperation with child support requirements,

determine if the participant qualifies for a good cause exemption under section 256.741,

subdivision 10;

(iil) determine whether activities in the family stabilization plan are appropriate

based on the family’s circumstances;

(iv) explain the consequences of continuing noncompliance;

(v) identify other resources that may be available to the participant to meet the
needs of the family; and

(vi) inform the participant of the right to appeal under section 256J.40; and

(2) if the lack of an identified activity or service can explain the noncompliance, the

county must work with the participant to provide the identified activity.

(d) After the requirements of paragraph (c) are met and prior to imposition of a

sanction, the county agency shall provide a notice of intent to sanction under section

256J.57, subdivision 2, and, when applicable, a notice of adverse action as provided

in section 256J.31.

(e) Section 256J.57 applies to this section except to the extent that it is modified

by this subdivision.

Sec. 16. [256J.621] WORK PARTICIPATION BONUS.

Upon exiting the diversionary work program (DWP) or upon terminating MFIP cash

assistance with earnings, a participant who is employed and working 24 hours a week may

be eligible for transitional assistance of $50 per month to assist in meeting the family’s

basic needs as the participant continues to move toward self-sufficiency.

To be eligible for a transitional assistance payment, the participant must not receive

MFIP cash assistance or diversionary work program assistance during the month and

must be employed an average of at least 24 hours a week. Transitional assistance shall

be available for a maximum of 12 months from the date the participant exited the

diversionary work program or terminated MFIP cash assistance.
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The commissioner shall establish minimal policies and develop forms to verify

eligibility for transitional assistance. The commissioner is authorized to change or

modify the provisions of this section in order to comply with federal rules or regulations

promulgated as a result of the federal Deficit Reduction Act (DEFRA) of 2005.

Expenditures on the transitional assistance program shall be maintenance of effort

state funds. Months in which a participant receives transitional assistance under this

section shall not count toward the participant’s MFIP 60-month time limit.

Sec. 17. Minnesota Statutes 2004, section 256J.626, subdivision 1, is amended to read:
Subdivision 1. Consolidated fund. The consolidated fund is established to support
counties and tribes in meeting their duties under this chapter. Counties and tribes must
use funds from the consolidated fund to develop programs and services that are designed
to improve participant oufcomes as measured in section 256J.751, subdivision 2, and

to provide case management services to participants of the work participation rate

enhancement program. Counties may use the funds for any allowable expenditures under

subdivision 2. Tribes may use the funds for any allowable expenditures under subdivision

2, except those in clauses (1) and (6).

Sec. 18. Minnesota Statutes 2004, section 256J.626, subdivision 2, is amended to read:
Subd. 2. Allowable expenditures. (a) The commissioner must restrict expenditures
under the consolidated fund to benefits and services allowed under title IV-A of the federal
Social Security Act. Allowable expenditures under the consolidated fund may include, but
are not limited to:

(1) short-term, nonrecurring shelter and utility needs that are excluded from the
definition of assistance under Code of Federal Regulations, title 45, section 260.31, for
families who meet the residency requirement in section 256J.12, subdivisions 1 and 1a.
Payments under this subdivisidn are not considered TANF cash assistance and are not
counted towards the 60-month time limit;

(2) transportation needed to obtain or retain employment or to participate in other

approved work activities_or activities under a family stabilization plan;

(3) direct and administrative costs of staff to deliver employment services for MFIP

or, the diversionary work program, or the work participation rate enhancement program;

to administer financial assistances; and to provide specialized services intended to assist

hard-to-employ participants to transition to work or transition from the work participation

rate enhancement program to MFIP;
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(4) costs of education and training including functional work literacy and English as
a second language;

(5) cost of work supports including tools, clothing, boots, and other work-related
expenses; | '

(6) county administrative expenses as defined in Code of Federal Regulations, title
45, section 260(b);

(7) services to parenting and pregnant teens;

(8) supported work; |

(9) wage subsidies;

(10) child care needed for MFIP er, the diversionary work program, or the work

participation rate enhancement program participants to participate in social services;

(11) child care to ensure that families leaving MFIP or diversionary work program
will continue to receive child care assistance from the timé the family no longer qualifies
for transition year child care until an opening occurs under the basic sliding fee child
care program; and

(12) services to help noncustodial parents who live in Minnesota and have minor
children receiving MFIP or DWP assistance, but do not live in the same household as the
child, obtain or retain employment; and |

(13) services to help families participating in the work participation rate

enhancement program achieve the greatest possible degree of self-sufficiency.

| (b) Administrative costs that are not matched with county funds as provided in
subdivision 8 may not exceed 7.5 percent of a county’s or 15 percent of a tribe’s allocation
under this section. The commissioner shall define administrative costs for purposes of
this subdivision.

(c) The commissioner may waive the cap on administrative costs for a county or tribe

that elects to provide an approved supported employment, unpaid work, or community

work experience program for a major seement of the county’s or tribe’s MFIP population.

The county or tribe must apply for the waiver on forms provided by the commissioner. In

no case shall total administrative costs exceed the TANF limits.

Sec. 19. Minnesota Statutes 2004, section 256J.626, subdivision 3, is amended to read:
Subd. 3. Eligibility for services. Families with a minor child, a pregnant woman,
or a noncustodial parent of a minor child receiving assistance, with incomes below 200
percent of the federal poverty guideline for a family of the applicable size, are eligible
for services funded under the consolidated fund. Counties and tribes must give priority

to families currently receiving MFIP or, the diversionary work program, or the work
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participation rate enhancement program, and families at risk of receiving MFIP or

diversionary work program.

Sec. 20. Minnesota Statutes 2004, section 256J.626, subdivision 4, is amended to read:

Subd. 4. County and tribal biennial service agreements. (a) Effective January 1,
2004, and each two-year period thereafter, each county and tribe must have in place an
approved biennial service agreement related to the services and programs in this chaptér.
In counties with a city of the first class With a population over 300,000, the county must
consider a service agreement that includes a jointly developed plan for the delivery of
employment services with the city. Counties may collaborate to develop multicounty,
multitribal, or regional service agreements. |

(b) The service agreements will be completed in a form prescribed by the
commissioner. The agreement must include:

(1) a statement of the needs of the service population and strengths and resources
in the comniunity;

(2) numerical goals for participant outcomes measures to be accomplished during
the biennial period. The commissioner may identify outcomes from section 256] 751,
subdivision 2, as core outcomes for all counties and tribes;

(3) strategies the county or tribe will pursue to achieve the outcome targets.
Strategies must include specification of how funds under this section will be used and may
include community partnerships that will be established or strengthened; and

(4) strategies the county or tribe will pursue under the work participation rate

enhancement program; and

(5) other items prescribed by the commissioner in consultation with counties and
tribes. |

(¢) The commissioner shall prox;ide each county and tribe with information needed
to complete an agreement, including: (1) information on MFIP cases in the county or
tribe; (2) comparisons with the rest of the state; (3) baseline performance on outcome
measures; and (4) promising program practices.

(d) The service agreement must be submitted to the commissioner by October 15,
2003, and October 15 of each second year thereafter. The county or tribe must allow
a period of not less than 30 days prior to the submission of the agreement to solicit
comments from the public on the contents of the agreement.

(e) The commissioner must, within 60 days of receiving each county or tribal service

agreement, inform the county or tribe if the service agreement is approved. If the service
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agreement is not approved, the commissioner must inform the county or tribe of any
revisions needed prior to approval.
(f) The service agreement in this subdivision supersedes the plan requirements

of section 116L.88.

Sec. 21. Minnesota Statutes 2004, section 256J.626, subdivision 5, is amended to read:
Subd. 5. Innovation projects. Beginning January 1, 2005, no more than $3,000,000
of the funds annually appropriated to the commissioner for use in the consolidated
fund shall be available to the commissioner for projects testing innovative approaches

to improving outcomes for MFIP participants, and persons at risk of receiving MFIP

as detailed in subdivision 3, and for providing incentives to counties and tribes that

exceed performance. Projects shall be targeted to geographic areas with poor outcomes

as specified in section 256J.751, subdivision 5, or to subgroups within the MFIP case

load who are experiencing poor outcomes._For purposes of an incentive, a county or

tribe exceeds performance if the county or tribe is above the top of the county or tribe’s

annualized range of expected performance on the three-year self-support index under

section 256J.751, subdivision 2, clause (7), and achieve a 50 percent MFIP participation

rate under section 256J.751, subdivision 2, clause (8), as averaged across the four quarterly

measurements for the most recent year for which the measurements are available.

Sec. 22. Minnesota Statutes 2005 Supplement, section 256J.626, subdivision 6,

is amended to read:

Subd. 6. Base allocation to counties and tribes; definitions. (a) For purposes of
this section, the following terms have the meanings given.

(1) "2002 historic spending base" means the commissioner’s determination of
the sum of the reimbursement related to fiscal year 2002 of county or tribal agency
expenditures for the base programs listed in clause (6), items (i) through (iv), and earnings
related to calendar year 2002 in the base program listed in clause (6), item (v), and the
amount of spending in fiscal year 2002 in the base program listed in clause (6), item (vi),
issued to or on behalf of persons residing in the county or tribal service delivery area.

(2) "Adjusted caseload factor" means a factor weighted:

(1) 47 percent on the MFIP cases in each county at four points in time in the most
recent 12-month period for which data is available multiplied by the county’s caseload
difficulty factor; and
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(ii) 53 percent on the count of adults on MFIP in each county and tribe at four points
in time in the most recent 12-month period for which data is available multiplied by the
county or tribe’s caseload difficulty factor.

(3) "Caseload difficulty factor" means a factor determined by the commissioner for
each county and tribe based upon the self-support index described in section 256J.751,
subdivision 2, clause (7).

(4) "Initial allocation" means the amount potentially available to each county or tribe
based on the formula in paragraphs (b) through (h).

(5) "Final allocation" means the amount available to each county or tribe based on
the formula in paragraphs (b) through (h);-after-adjustmentby-subdiviston—7.

(6) "Base programs" means the:

(i) MFIP employment and training services under Minnesota Statutes 2002, section
2561.62, subdivision 1, in effect June 30, 2002;

(ii) bilingual employment and training services to refugees under Minnesota Statutes
2002, section 256J.62, subdivision 6, in effect June 30, 2002;

(iii) work literacy language programs under Minnesota Statutes 2002, section
256J.62, subdivision 7, in effect June 30, 2002;

(iv) supported work program authorized in Laws 2001, First Special Session chapter
9, article 17, section 2, in effect June 30, 2002;

W) 'administrative aid program under section 256J.76 in effect December 31, 2002;
and

(vi) emergency assistance program under Minnesota Statutes 2002, section 256J.48,
in effect June 30, 2002.

(b) The commissioner shall:

(1) beginning July 1, 2003, determine the initial allocation of funds available under
this section according to clause (2);

(2) allocate all of the funds available for the period beginhing July 1, 2003, and
ending December 31, 2004, to each county or tribe in proportion to the county’s or tribe’s
share of the statewide 2002 historic spending base;

(3) determine for calendar year 2005 the initial allocation of funds to be made
available under this section in proportion to the county or tribe’s initial allocation for the
period of July 1, 2003, to December 31, 2004;

(4) determine for calendar year 2006 the initial allocation of funds to be made
available under this section based 90 percent on the proportion of the county or tribe’s
share of the statewide 2002 historic spending base and ten percent on the proportion of

the county or tribe’s share of the adjusted caseload factor;
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(5) determine for célenda; year 2007 the initial allocation of funds to be made
available under this section based 70 percent on the proportion of the county or tribe’s
share of the statewide 2002 historic spending base and 30 percent on the proportion of the
coimty or tribe’s share of the adjusted caseload factor; and

6) detemﬁne for vcalendar year 2008 and subsequent years the initial allocation of
funds to be made available under this section based 50 percent on the proportion of the
county or tribe’s share of the statewide 2002 historic spending base and 50 percent oh the
proportion of the county or tribe’s share of the adjusted caseload factor.

(c) With the commencement of a new or expanded tribal TANF program or an
agreement under section 256.01, subdivision 2, paragraph (g), in which some or all of -
the responsibilities of particular counties under this section are transferred to a tribe,
the commissioner shall:

(1) in the case where all responsibilities under this section are transferred to a tribal
program, determine the percentage of the county’s current caseload that is trahsferring toa
tribal program and adjust the affected county’s allocation accordingly; and

(2) in the case where a portion of the responsibilities under this section are

transferred to a tribal program, the commissioner shall consult with the affected county or

counties to determine an appropriate adjustment to the allocation.

Sec. 23. [256K.60] RUNAWAY AND HOMELESS YOUTH ACT.
Subdivision 1. Definitions. (a) The definitions of this subdivision apﬁly to this

section.

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

(c) "Homeless youth" means a person 21 years or younger who is unaccompanied

by a parent or guardian and is without shelter where appropriate care and supervision are

available, whose parent or legal guardian is unable or unwilling to provide shelter and

care, or who lacks a fixed, regular, and adequate nighttime residence. The following are

not fixed, regular, or adequate nighttime residences:

(1) a supervised publicly or privately operated shelter designed to provide temporary

living accommodations;

(2) an institution publicly or privately operated shelter designed to provide

temporary living accommodations:

(3) transitional housing;
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(4) a temporary placement with a peer, friend, or family member that has not offered

permanent residence, a residential lease, or temporary lodging for more than 30 days; or

(5) a public or private place not designed for, nor ordinarily used as, a regular

sleeping accommodation for human beings.

Homeless youth does not include persons incarcerated or otherwise detained under

federal or state law.

(d) "Youth at risk of homelessness” means a person 21 years or younger whose status

or circumstances indicate a significant danger of experiencing homelessness in the near

future. Status or circumstances that indicate a significant danger may include youth exiting

out-of-home placements, vouth who previously were homeless, youth whose parents or

primary caregivers are or were previously homeless, youth who are exposed to abuse and

neglect in their homes, youth who experience conflict with parents due to chemical or

alcohol dependency, mental health disabilities, or other disabilities, and runaways.

(e) "Runaway" means an unmarried child under the age qf 18 years who is absent A

from the home of a parent or guardian or other lawful placement without the consent of

the parent, guardian, or lawful custodian.

Subd. 2. Homeless and runaway yvouth plan. (a) The commissioner shall develop

a comprehensive plan for homeless youth, vouth at risk of homelessness, and runaways.

(b) The commissioner shall plan for and coordinate services for homeless, runaway,

and at-risk vouth. The plan shall include the coordination of services under subdivisions 3

to 5.

Subd. 3. Street and community cutreach and drop-in program. Youth drop-in

centers must provide walk-in access to crisis intervention and on-going supportive services

including one-to-one case management services on a self-referral basis. Street and

community outreach programs must locate, contact, and provide information, referrals,

and services to homeless vouth, youth at risk of homelessness, and runaways. Information,

referrals, and services provided may include, but are not limited to:

(1) family reunification services;

" (2) conflict resolution or mediation counseling:

(3) assistance in obtaining temporary emergency shelter;

(4) assistance in obtaining food, clothing, medical care, or mental health counseling:

(5) counseling regarding violence, prostitution, substance abuse, sexua]ly transmitted

diseases, and pregnancy;

- (6) referrals to other agencies that provide support to services to homeless yduth,

youth at risk of homelessness, and runaways;

(7) assistance with education, employment, and independent living skiHs;
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(8) after-care services;

(9) specialized services for highly vulnerable runaways and homeless youth,

including teen parents, emotionally disturbed and mentally ill youth, and sexually

exploited youth; and

(10) homelessness prevention.

Subd. 4. Emergency shelter program. (a) Emergency shelter programs must

provide homeless youth and runaways with referral and walk-in access to emergency,

short-term residential care. The program shall provide homeless youth and runaways with

safe, dignified shelter, including private shower facilities, beds, and at least one meal each

day, and shall assist a runaway with reunification with the family or legal guardian when

required or appropriate.

(b) The services provided at emergency shelters may include, but are not limited to:

(1) family reunification services;
(2) individual, family, and group counseling;

(3) assistance obtaining clothing;

(4) access to medical and dental care and mental health counseling;

(5) education and employment services:

(6) recreational activities;

(7) advocacy and referral services;

(8) independent living skills training;

(9) after-care and follow-up services:

(10) transportation; and

(11) homelessness prevention.

Subd. 5. Suppeortive housing and transitional living programs. Transitional

living programs must help homeless youth and youth at risk of homelessness to find and

maintain safe, dignified housing. The program may also provide rental assistance and

related supportive services, or refer youth to other organizations or agencies that provide

such services. Services provided may include, but are not limited to:

(1) educational assessment and referrals to educational programs;

(2) career planning, employment, work skill training, and independent living skills

training;
(3) job placement;

(4) budgeting and money management;

(5) assistance in securing housing appropriate to needs and income;

(6) counseling regarding violence, prostitution, substance abﬁse, sexually transmitted

diseases, and pregnancy;
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(7) referral for medical services or chemical dependency treatment;

(8) parenting skills;

(9) self-sufficiency support services or life skill training;

(10) after-care and follow-up services; and

(11) homelessness prevention.

Sec. 24. [259.86] POSTADOPTION SEARCH SERVICES.

(a) The commissioner of human services shall develop a specialized curriculum

to train department, county agency, and social service agency staff in performing and

complying with the postadoption search services developed in the best practices guidelines

reported to the legislature in 2006.

(b) All department and county social service agency staff providing postadoption

search services, shall complete six hours of postadoption search services training as a

specialized curriculum of the child welfare training.

(c) All private agency staff providing postadoption search services, shall complete at

least six hours of postadoption search services training.

Sec. 25. Minnesota Statutes 2004, section 259.87, is amended to read:

259.87 RULES.
The commissioner of human services shall make rules as necessary to administer

sections 259.79 and, 259.83, and 259.86.

Sec. 26. Minnesota Statutes 2004, section 518.551, subdivision 7, is amended to read:

Subd. 7. Fees and-eostrecovery-fees for IV-D services. (a) When a recipient of
IV-D services is no longer receiving assistance under the state’s title IV-A, IV-E foster
care, medical assistance, or MinnesotaCare programs, the public authority resp(;nsible
for child support enforcement must notify the recipient, within five working days of the
notification of ineligibility, that IV-D services will be continued unless the public authority
is notified to the contrary by the recipient. The notice must include the implications
of continuing to receive IV-D services, including the available .services and fees, cost
recovery fees, and distribution policies relating to fees.

(b) An application fee of $25 shall be paid by the person who applies for child
support and maintenance collection services, except persons who are receiving public
assistance as defined in section 256.741 and;-ifemacted; the diversionary work program

under section 256J.95, persons who transfer from public assistance to nonpublic assistance
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status, and minor parents and parents enrolled in a public secondary school, area learning
center, or alternative learning program approved by the commissioner of education.

(c) In the case of an individual who has never received assistance under a state

program funded under Title IV-A of the Social Security Act and for whom the public

authority has collected at least $500 of support, the public authority must impose an

annual federal collections fee of $25 for each case in which services are furnished. This

fee must be retained by the public authority from support collected on behalf of the
individual, but not from the first $500 collected.
(d) When the public authority provides full IV-D services to an obligee who has

applied for those services, upon written notice to the obligee, the public authority must
charge a cost recovery fee of one percent of the amount collected. This fee must be
deducted from the amount of the child support and maintenance collected and not assigned
under section 256.741 before disbursement to the obligee. This fee does not apply to an
obligee who:

(1) is currently receiving assistance under the state’s title TV-A, IV-E foster care,
medical assistance, or MinnesotaCare programs; or

(2) has received assistance under the state’s title IV-A or IV-E foster care programs,
until the person has not received this assistance for 24 consecutive months.

td) () When the public authority provides full IV-D services to an obligor who has
applied for such services, upon written notice to the obligor, the public authority must
charge a cost recovery fee of one percent of the monthly court-ordered child support and
maintenance obligation. The fee may be collected through income withholding, as well
as by any other enforcement remedy available to the public authority responsible for
child support enforcement.

- fe).(f) Fees assessed by state and federal tax agencies for collection of overdue
support owed to or on behalf of a person not receiving public assistance must be imposed
on the person for whom these services are provided. The public authority upon written
notice to the obligee shall assess a fee of $25 to the person not receiving public assistance
for each successful federal tax interception. The fee rﬁust be withheld prior to the release
of the funds received from each interception and deposited in the general fund.

5 _(g) Federal collections fees collected under paragraph (c) and cost recovery fees

collected under paragraphs ¢e)-and (d) and (e) shall be considered child support program

income according to Code of Federal Regulations, title 45, section 304.50, and shall
be deposited in the eostrecovery-fee special revenue fund account established under

paragraph thy (i). The commissioner of human services must elect to recover costs based

on either actual or standardized costs.
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tg)_(h) The limitations of this subdivision on the assessment of fees shall not apply
to the extent inconsistent with the requirements of federal law for receiving funds for the
programs under Title IV-A and Title IV-D of the Social Security Act, United States Code,
title 42, sections 601 to 613 and United States Code, title 42, sections 651 to 662.

thy (i) The commissioner of human services is authorized to establish a special

revenue fund account to receive chitd-support the federal collections fees collected under

paragraph (c) and cost recovery fees_collected under paragraphs (d) and (e). A portion of

the nonfederal share of these fees may be retained for expenditures necessary to administer
the fee fees and must be transferred to the child support system special revenue account.

The remaining nonfederal share of the federal collections fees and cost recovery fee fees

must be retained by the commissioner and dedicated to the child support general fund

county performance-based grant account authorized under sections 256.979 and 256.9791.

EFFECTIVE DATE. This section is effective October 1, 2006.

Sec. 27. Laws 2005, First Special Session chapter 4, article 7, section 59, is amended
to read:
Sec. 59. REPORT TO LEGISLATURE.
The commissioner shall report to the legislature by December 15, 2006, on the
redesign of case management services. In preparing the report, the commissioner
shall consult with representatives for consumers, consumer advocates, counties, labor

organizations representing county social service workers, and service providers. The

report shall include draft legislation for case management changes that will:

(1) streamline administration;

(2) improve consumer access to case management services;

(3) address the use of a comprehensive universal assessment protocol for persons
seeking community supports\;

(4) establish case management performance measures;'

(5) provide for consumer choice of the case management service vendor; and

(6) provide a method of payment for case management services that is cost-effective

and best supports the draft legislation in clauses (1) to (5).

EFFECTIVE DATE. This section is effective the day following final enactment.

Sec. 28. IMPACT ON REDUCED MEDICAID REIMBURSEMENTS.

The commissioner of human services shall report to the chair of the house Health

Policy and Finance Committee and the chairs Qf the senate Health and Family Security
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Committee and Health and Human Services Budget Division by December 1, 2006, on the

impact of reduced Medicaid reimbursements resulting from the federal Deficit Reduction

Act of 2005. The report shall include options to restore lost revenues and ensure the

continuation of targeted case management and other affected social services.

Sec. 29. COMMISSIONER AUTHORITY TO PROVIDE GUIDANCE ON

- FEDERAL REGULATIONS.

The commissioner shall provide guidance to counties as necessary to comply with

Temporary Assistance to Needy Families regulations issued pursuant to Public Law

109-171.

Sec. 30. PARENT FEE SCHEDULE.
Notwithstanding Minnesota Rules, part 3400.0100, subpart 4, the parent fee

schedule is as follows:

Income Range (as a percent of the federal Co-payment (as a percentage of adjusted

poverty guidelines) gross income)
0-74.99% | $0/month
75.00-99.99% $5/month
100.00-104.99% 2.61%
105.00-109.99% 2.61%
110.00-114.99% 2.61%
115.00-119.99% 2.61%
120.00-124.99% 291%
125.00-129.99% 291%
130.00-134.99% 291%
135.00-139.99% 291%
140.00-144.99% 3.21%
145.00-149.99% 321%
150.00-154.99% 321%
155.00-159.99% 3.84%
160.00-164.99% 3.84%
165.00-169.99% 4.46%
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A family’s monthly co-payment fee is the ﬁxéd percentage established for the

income range multiplied by the highest possible income within that income range.

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

Sec. 31. REPEALER.

Minnesota Statutes 2004, sections 256J.37, subdivision 3a; and 256J.626,

subdivision 9, and Minnesota Statutes 2005 Supplement, sections 119B.13, subdivision 7;

and 256J.626, subdivision 7, are repealed.

(b) Laws 2003, First Special Session chapter 14, article 9, section 36; is repealed.

ARTICLE 18

MENTAL HEALTH AND CHEMICAL HEALTH

Section 1. Minnesota Statutes 2004, section 245.465, is amended by adding a

subdivision to read:

Article 18 Section 1.

140
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}41-.1 Subd. 3. Responsibility not duplicated. For individuals who have health care

.412  coverage, the county board is not responsible for providing mental health services which

1413  are covered by the entity that administers the health care coverage.

1414 Sec. 2. [245.4682] MENTAL HEALLTH SERVICE DELIVERY AND FINANCE
1415 REFORM. '

141.6 Subdivision 1. Policy. The commissioner of human services shall undertake a series

1417  of reforms to improve the underlying structural, financing, and organizational problems

141.8  in Minnesota’s mental health system with the goal of improving the availability, quality,

1419  and accountability of mental health care within the state.

141.10 Subd. 2. General provisions. In the design and implementation of reforms to the

111 mental health system, the commissioner shall:

141.12 (1) consult with consumers, families, counties, tribes, advocates, providers, and

141.13  other stakeholders;

141.14 '(2) bring to the legislature, and the State Mental Health Advisory Council by January

141.15 15, 2007, recommendations for legislation to update the role of counties and to claﬁfy the

141.16 case management roles and functions of health plans and counties;

141.17 (3) ensure continuity of care for persons affected by these reforms including:
141.18 (1) ensuring client choice of provider by requiring broad provider networks;
141.19 (i1) allowing clients options to maintain previously established therapeutic

14120 relationships; and

1121 (iii) developing mechanisms to facilitate a smooth transition of service

14122 responsibilities;

141.23 (4) provide accountability for the efficient and effective use of public and private

14124 resources in achieving positive outcomes for consumers;

141.25 (5) ensure client access to applicable protections and appeals; and

141.26 (6) make budget transfers that do not increase the state and county costs to

14127 effectively implement improvements to the mental health system and efficiently allocate

14128 state funds. When making transfers necessary to implement movement of responsibility

14129 for clients and services between counties and health care programs, the commissioner,

14130 in consultation with counties, shall ensure that any transfer of state grants to health

14131 care programs, including the value of case management transfer grants under section_

_+1.32  256B.0625, subdivision 20, does not exceed the vélue of the services being transferred

14133 for the latest 12-month period for which data is available. The commissioner may make

14134 quarterly adjustments based on the availability of additional data during the first four

141.35 quarters after the transfers first occur.
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Subd. 3. Regional projects for coordination of care. (a) Consistent witﬁ section

256B.69 and chapters 256D and 256L, the commissioner is authorized to solicit, approve,

and implement regional projects to demonstrate the integration of physical and mental

health services within prepaid health plans and their coordination with social services. The

commissioner, in consultation with consumers, families, and their representatives, shall:

(1) determine criteria for approving the regional projects and use those criteria to

solicit regional proposals for integrated service networks:

(2) require that each project be based on locally defined partnerships that include

at least one health maintenance organization, community integrated service network, or

accountable provider network authorized and operating under chapter 62D, 62N, or 62T,

or county-based purchasing entity under section 256B.692 that is eligible to contract with

the commissioner as a prepaid health plan, and the county or counties within the region;

(3) allow potential bidders at least 90 days to respond to the request for proposals;

(4) waive any administrative rule not consistent with the implementation of the

regional projects; and

(5) begin implementation of the regional projects no ear]ier than January 1, 2008,

with not more than 20 percent of the statewide population described in paragraph (b)

included during calendar year 2008 and additional individuals included in subsequent

years.
(b) Notwithstanding any statute or administrative rule to the contrary, the

commissioner shall enroll all medical assistance eligible persons with serious and

persistent mental illness or severe emotional disturbance in the prepaid plan of their choice

within the project region unless:

(1) an individual has another basis for exclusion from the prepaid plan under section

256B.69, subdivision 4;

(2) an individual has a previously established therapeutic relationship with a

provider who is not included in the available prepaid plans; or

(3) the service the individual wishes to use is not included in the available prepaid

plans.

(c) If the person with serious and persistent mental illness or severe emotional

disturbance declines to choose a plan, the commissioner may preferentially assign

that person to the prepaid plan participating in the integrated service network. The

commissioner shall implement the enrollment changes within a regional project on the

timeline specified in that region’s approved application.

(d) The commissioner, in consultation with consumers, families, and their

representatives, shall refine the design of the regional service integration projects and
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expand the number of regions engaged in the demonstration projects as additional

qualified applicant partnerships present themselves.

(e) The commissioner shall apply for any federal waivers necessary to implement

these changes.

Sec. 3. [245.4835] COUNTY MAINTENANCE OF EFFORT.

Subdivision 1. Required expenditures. Counties must maintain a level of

expenditures for mental health services under sections 245.461 to 245.484 and 245.487 to

245.4887 so that each year’s county expenditures are at least equal to that county’s average

expenditures for those services for calendar years 2004 and 2005. The commissioner will

adjust each county’s base level for minimum expenditures in each year by the amount of

any increase or decrease in that county’s state grants or other noncounty revenues for

mental health services under sections 245.461 to 245.484 and 245.487 to 245.4887.

Subd. 2. Failure to maintain expenditures. If a county does not comply with

subdivision 1, the commissioner shall require the county to develop a corrective action plan

according to a format and timeline established by the commissioner. If the commissioner

determines that a county has not developed an acceptable corrective action plan within

the required timeline, or that the county is not in compliance with an approved corrective

action plan, the protections provided to that county under section 245.485 do not apply.

Sec. 4. Minnesota Statutes 2005 Supplement, section 245.4874, is amended to read:

245.4874 DUTIES OF COUNTY BOARD.
Subdivision 1. Duties of the county beard. (a) The county board must:
(1) develop a system of affordable and locally available children’s mental health

services according to sections 245.487 to 245.4887;

(2) establish a mechanism providing for interagency coordination as specified in
section 245.4875, subdivision 6;

(3) consider the assessment of unmet needs in the county as reported by the local
children’s mental health advisory council under section 245.4875, subdivision 5, paragraph
(b), clause (3). The county shall provide, upon request of the local children’s mental health
advisory council, readily available data to assist in the determination of unmet needs;

(4) assure that parents and providers in the county receive information about how to
gain access to services provided according to sections 245.487 to 245.4887,

(5) coordinate the delivery of children’s mental health services with servicgs

provided by social services, education, corrections, health, and-vocational agencies to

Article 18 Sec. 4. 143




144.1

1442

144.3

144.4

144.5

144.6

1447

144.8

144.9

144.10
144.11
144.12
144.13
144.14
144.15
144.16
144.17
144.18
144.19
144.20
144.21
14422
144.23
144.24
144.25
144.26
14427
144.28
144.29
144.30
144.31
144.32
144.33
144.34
144.35

144.36

04/10/06 COUNSEL  KC/JW/DG/RDR  SC4643ART12-17

improve the availability of mental health services to children and the cost-effectiveness of
their delivery;

(6) assure that mental health services delivered according to sections 245.487
to 245.4887 are delivered expeditiously and are appropriate to the child’s diagnostic
assessment and individual treatment plan;

(7) provide the community with information about predictors and symptoms of
emotional disturbances and how to access children’s mental health services according to
sections 245.4877 and 245.4878;

(8) provide for case management services to each child with severe emotional
disturbance according to sections 245.486; 245.4871, subdivisions 3 and 4; and 245.4881,
subdivisions 1, 3, and 5;

(9) provide for screening of each child under section 245.4885 upon admission
to a residential treatment facility, acute care hospital inpatient treatment, or informal
admission to a regional treatment center; '

(10) prudently administer grants and purchase-of-service contracts that the county
board determines are necessary to fulfill its responsibilities under sections 245.487 to
245.4887;

(11) assure that mental health professionals, mental health practitioners, and case
managers employed by or under contract to the county to provide mental health services
are qualified under section 245.4871; .

(12) assure that children’s mental health services are coordinated with adult mental
health services speciﬁéd in sections 245.461 to 245.486 so that a continuum of mental
health services is available to serve persons with mental illness, regardless of the person’s
age;

(13) assure that culturally informed mental health consultants are used as necessary

to assist the county board in assessing and providing appropriate treatment for children of

cultural or racial minority heritage; and

(14) consistent with section 245.486, arrange for or provide a children’s méntal
health screening to a child receiving child protective services or a child in out-of-home
placement, a child for whom parental rights have been terminated, a child found to be
delinquent, and a child found to have committed a juvenile petty offense for the third or
subsequent time, unless a screening has been performed Within‘ the previous 180 days, or
the child is currently under the care of a mental health professional. The court or county
agency must notify a parent or guardian whose parental rights have not been terminated of
the potential mental health screening and the option to prevent the screening by notifying

the court or county agency in writing. The screening shall be conducted with a screening

Article 18 Sec. 4. 144



1451
145.2
1453
1454
145.5
145.6
145.7
145.8
1459
145.10
145.11

| 5.12
145.13
145.14
145.15
145.16
145.17
145.18
145.19
145.20
145.21

"*45.22
145.23
145.24

145.25

145.26
145.27
145.28
145.29
145.30
) 145.31
145.32
145.33
145.34

145.35

04/10/06 COUNSEL KC/W/DG/RDR = SC4643ART12-17

instrument approved by the commissioner of human services according to criteria that
are updated and issued annually to ensure that approved screening instruments are valid
and useful for child welfare and juvenile justice populations, and shall be conducted
by a mental health practitioner as defined in section 245.4871, subdivision 26, or a
probation officer or local social services agency staff person who is trained in the use of
the screening instrument. Training in the use of the instrument shall include training in the
administration of the instrument, the interpretation of its validity given the child’s cﬁrrent
circumstances, the state and federal data pfactices laws and confidentiality standards, the
parental consent requirement, and providing respect for families and cultural values.
If the screen indicates a need for assessment, the child’s family, or if the family lacks
mental health insurance, the local social services agency, in consultation with the child’s
family, shall have conducfed a diagnostic assessment, including a functidnal assessment,
as defined in section 245.4871. The administration of the screening shall safeguard the
privacy of children receiving the screenihg and their families and shall comply with the
Minnesota Government Data Practices Act, chapter 13, and the federal Health Insurance
Portability and Accountability Act of 1996, Public Law 104-191. Screening results shall be
considered private data and the commissioner shall not collect individual screening results.

(b) When the county board refers clients to providers of children’s therapeutic
services and supports under section 256B.0943, the county board must clearly identify
the desired seﬁiceé compbnents not covered under section 256B.0943 and identify the
reimbursement source for those requested services, the method of payment, and the
payment rate to the provider.

Subd. 2. Responsibility not duplicated. For individuals that have health care

coverage, the county board is not responsible for providing mental health services which

are covered by the entity which administers the health care coverage.

Sec. 5. [245.4889] CHILDREN’S MENTAL HEALTH GRANTS.

Subdivision 1. Establishment and authority. The commissioner is authorized to

make grants from available appropriations to assist counties, Indian tribes, children’s

collaboratives under section 124D.23 or 245.493, or mental health service providers for

providing services to children with emotional disturbances as defined in section 245.4871,

subdivision 15, and their families; and to young adults meeting the criteria for transition

services in séction 245.4875, subdivision 8, and their families. Services must be designed

to help each child to function and remain with the child’s family m the community and

delivered consistent with thé child’s treatment plan. Transition services to eligible young

adults must be designed to foster independent living in the community.
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Subd. 2. Grant application and reporting requirements. To apply for a grant

an applicant organization shall submit an application and budget for the use of the

money in the form specified by the commissioner. The commissioner shall make grants

only to entities whose applications and budgets are approved by the commissioner. In

awarding grants, the commissioner shall give priority to applications that indicate plans

to collaborate in the development, funding, and delivery of services with other agencies

in the local system of care. The commissioner shall specify requirements for reports,

including quarterly fiscal reports, according to section 256.01, subdivision 2, paragraph

(q). The commissioner shall require collection of data and periodic reports that the

commissioner deems necessary to demonstrate the effectiveness of each service.

Sec. 6. Minnesota Statutes 2004, section 246.54, subdivision 1, is amended to read:
Subdivision 1. County portion for cost of care. Except for chemical dependency
services provided under sections 254B.01 to 254B.09, the client’s county shall pay to the
state of Minnesota a portion of the cost of care provided in a regional treatment center
or a state nursing facility to a client legally settled in that county. A county’s payment
shall be made from the county’s own sources of revenue and payments shall be paid
as follows: payments to the state from the county shall equal 20 percent of the cost of

care, as determined by the commissioner, for each day of the first 60 days, or the portion

thereof, that the client spends at a regional treatment center or a state nursing facility.

After the first 60 days, the county share is 50 percent. This increase in the county share of

payment shall not apply if the continued placement of the client in the regional treatment

center, state nursing facility, or community behavioral health hospital is the result of

one of the following:

‘(1) the individual has been admitted for assessment and treatment under a court

order issued under the Rules of Civil Procedure, parts 20.01 and 20.02: or

(2) there has been medical certiﬁcation by the head of the center, facility, or hospital

that the client is in need of continued treatment at a hospital level of care.

If payments received by the state under sections 246.50 to 246.53 exceed 80 percent

of the cost of care for the first 60 days or 50 percent of any additional days, the county

shall be responsible for paying the state only the remaining amount. The county shall

not be entitled to reimbursement from the client, the client’s estate, or from the client’s

relatives, except as provided in section 246.53.Neo-such-payments-shal-be-made-for-any
" : ; cttod-pr Futy—5-1947-

EFFECTIVE DATE. This section is effective January 1, 2007.
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Sec. 7. Minnesota Statutes 2004, section 246.54, is amended by adding a subdivision
to read:

Subd. 3. Additional exception for community behavioral health hospitals.

Subdivision 1 does not apply to services provided at state-operated community behavioral

health hospitals. For services at these facilities, a county’s payment shall be made from

the county’s own sources of revenue and payments shall be paid as follows: payments to

the state from the county shall equal 50 percent of the cost of care, as determined by the

commissioner, for each day, or the portion thereof, that the client spends at the facility.

After the first 60 days, the county share of payment shall not apply if the continued

placement of the client in the community behavioral health hospital is the result of one of

the following:

(1) the individual has been admitted for assessment and treatment under a court

order issued under the Rules of Criminal Procedure, parts 20.01 and 20.02; or

(2) there has been medical certification by the head of the center, facility, or hospital

that the client is in need of continued treatment at a hospital level of care.

If payments received by the state under sections 246.50 to 246.53 exceed 50 percent

of the cost of care, the county shall be responsible for paying the state only the remaining

amount. The county shall not be entitled to reimbursement from the client, the client’s

estate, or from the client’s relatives, except as provided in section 246.53.

EFFECTIVE DATE. This section is effective January 1, 2007.

Sec. 8. [254A.20] CHEMICAL USE ASSESSMENTS.

Subdivision 1. Persons arrested outside of home county. When a chemical use

assessment is required under Minnesota Rules, parts 9530.6600 to 9530.6655, for a person

who is arrested and taken into custody by a peace officer outside of the person’s county

of residence, the assessment must be completed by the person’s county of residence no

later than three weeks after the assessment is initially requested. If the assessment is

not performed within this time limit, the county where the person is to be sentenced

shall perform the assessment. The county of financial responsibility must be determined

under chapter 256G.

Subd. 2. Probation officer as contact. When a chemical use assessment is required

under Minnesota Rules, parts 9530.6600 to 9530.6655, for a person who is on probation

or under other correctional supervision, the assessor, either orally or in writing, shall

contact the person’s probation officer to verify or supplement the information provided

by the person.
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Subd. 3. Financial conflicts of interest. (a) Except as provided in paragraph (b), an

assessor conducting a chemical use assessment under Minnesota Rules, parts 9530.6600

to 9530.6655, may not have any direct or shared financial interest or referral relationship

resulting in shared financial gain with a treatment provider.

(b) A county may contract with an assessor having a conflict described in paragraph

(a) if the county documents that:

(1) the assessor is employed by a culturally specific service provider or a service

provider with a program designed to treat individuals of a specific age, sex, or sexual

preference; or

(2) the county does not employ a sufficient number of qualified assessors and the

only qualified assessors available in the county have a direct or shared financial interest or

a referral relationship resulting in shared financial gain with a treatment provider.

An assessor under this paragraph may not place clients in treatment. The assessor

shall gather required information and provide it to the county along with any required

documentation. The county shall make all placement decisions for clients assessed by

assessors under this paragraph.

EFFECTIVE DATE. This section is effective July 1, 2006, except for subdivision
3, which is effective July 1, 2008. |

Sec. 9. [254A.25] DUTIES OF COMMISSIONER RELATED TO CHEMICAL
HEALTH.

The commissioner shall:

(1) develop a directory that identifies key characteristics of each licensed chemical

dependency treatment program; and

(2) post copies of state licensing reviews at an online location where they may be

reviewed by agencies that make client placements.

Sec. 10. Minnesota Statutes 2004, section 256B.0625, subdivision 20, is amended to

read: |
Subd. 20. Mental health case management. (a) To the extent authorized by rule

of the state agency, medical assistance covers case management services to persons with
serious and persistent mental illness and children with severe emotional disturbance.
Services provided under this section must meet the relevant standards in sections 245.461
to 245.4887, the Comprehensive Adult and Children’s Mental Health Acts, Minnesota
Rules, parts 9520.0900 to 9520.0926, and 9505.0322, excluding subpart 10.
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(b) Entities meeting program standards set out in rules governing family community
support services as defined in section 245.4871, subdivision 17, are eligible for medical
assistance reimbursement for case management services for children with severe
emotional disturbance when these services meet the program standards in Minnesota
Rules, parts 9520.0900 to 9520.0926 and 9505.0322, excluding subparts 6 and 10. .

(c) Medical assistance and MinnesotaCare payment for mental health case
management shall be made on a monthly basis. In order to receive payment for an eligible
child, the provider must document at least a face-to-face contact with the child, the child’s
parents, or the child’s legal representative. To receive payment for an eligible adult, the
provider must document:

(1) at least a face-to-face contact with the adult or the adult’s legal representative; or

(2) at least a telephone contact with the édult or the adult’s legal representative and
document a face-to-face contact with the adult or the adult’s legal representative within
the preceding two months.

(d) Payment for mental health case management provided by county or state staff
shall be based on the monthly rate methodology under section 256B.094, subdivision 6,
paragraph (b), with separate rates calculated for child welfare and mental health, and
within mental health, separate rates for children and adults.

(e) Payment for mental health case management provided by Indian health services
or by agencies operated by Indian tribes may be made according to this section or other
relevant federally approved rate setting methodology.

(f) Payment for mental health case management provided by vendors who contract
with a county or Indian tribe shall be based on a monthly rate negotiated by the host county
or tribe. The negotiated rate must not exceed the rate charged by the vendor for the same
service to other payers. If the service is provided by a team of contracted vendors, the
county or tribe may negotiate a team rate with a vendor who is a member of the team. The
team shall determine how to distribute the rate among its members. No reimbursement
received by contracted vendors shall be returned to the county or tribe, except to reimburse
the county or tribe for advance funding provided by the county or tribe to the vendor.

(g) If the service is provided by a team which includes contracted vendors, tribal
staff, and county or state staff, the costs for county or state staff participation in the team
shall be included in the rate for county-provided services. In this case, the contracted
vendor, the tribal agency, and the county may each receive separate payment for services
provided by each entity in the same month. In order to prevent duplication of services,
each entity must document, in the recipient’s file, the need for team case management and

a description of the roles of the team members.
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) (h) Notwithstanding section 256B.19, subdivision 1, the nonfederal share of

costs for mental health case management shall be provided by the recipient’s county of
responsibility, as defined in sections 256G.01 to 256G.12, from sources other than federal
funds or funds used to match other federal funds. If the service is provided by a tribal
agency, the nonfederal share, if any, shall be provided by the recipient’s tribe. When this

service is paid by the state without a federal share through fee-for-service, 50 percent of

the cost shall be provided by the recipient’s county of responsibility.

(i) Notwithstanding Minnesota Rules to the contrary, prepaid medical assistance,

general assistance medical care, and MinnesotaCare include mental health case

management. When the service is provided through prepaid capitation, the nonfederal

share is paid by the state and there is no county share.

€& (1) The commissioner may suspend, reduce, or terminate the reimbursement to a
provider that does not meet the reporting or other requirements of this section. The county
of responsibility, as defined in sections 256G.01 to 256G.12, or, if applicable, the tribal
agency, is responsible for any federal disallowances. The county or tribe may share this

responsibility with its contracted vendors.
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@ (k) The commissioner shall set aside a portion of the federal funds earned for

county expenditures under this section to repay the special revenue maximization account
under section 256.01, subdivision 2, clause (15). The repayment is limited to:

(1) the costs of developing and implementing this section; and

(2) programming the information systems.

tm) (1) Payments to counties and tribal agencies for case management expenditures
under this section shall only be made from federal earnings from services provided

under this section. When this service is paid by the state without a federal share through

fee-for-service, 50 percent of the cost shall be provided by the state. Payments to

county-contracted vendors shall include beth the federal earnings, the state share, and the

county share.

o) (n) Case management services under this subdivision do not include therapy,
treatment, legal, or outreach services.

tp)_(n) If the recipient is a resident of a nursing facility, intermediate care facility,
or hospital, and the recipient’s institutional care is paid by medical assistance, payment
for case management services under this subdivision is limited to the last 180 days of
the recipient’s residency in that facility and may not exceed more than six months in a
calendar year.

t@)_(0) Payment for case managemént services under this subdivision shall not

duplicate payments made under other program authorities for the same purpose.
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EFFECTIVE DATE. This section is effective January 1; 2008.

Sec. 11. Minnesota Statutes 2004, section 256B.0625, subdivision 28, is amended to
read:

Subd. 28. Certified nurse practitioner services. Medical assistance covers
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 geriatric nurse

practitioner, a clinical nurse specialist in mental health, or a certified psychiatric nurse

practitioner in independent practice, if: -
(1) the service provided on an inpatient basis is not included as part of the cost for
inpatient services included in the operating payment rate;
(2) the service is otherwise covered under this chapter as a physician service; and
(3) the service is within the scope of practice of the nurse practitioner’s license as a

registered nurse, as defined in section 148.171.

Sec. 12. Minnesota Statutes 2004, section 256B.0945, subdivision 1, is amended to
read:

Subdivision 1. Provider qualifications. Counties must arrange to provide
residential services for chjldren with severe emotional disturbance according to sections
245.4882, 245.4885, and this section. Services must be provided by a facility that is
licensed according to section 245.4882 and administrative rules promulgated thereunder,
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Sec. 13. Minnesota Statutes 2004, section 256B.0945, subdivision 4, is amended to
read:

Subd. 4. Payment rates. (a) Notwithstanding sections 256B.19 and 256B.041,
payments to counties for residential services provided by a residential facility shall only
be made of federal earnings for services provided under this section, and the nonfederal
share of costs for services provided under this section shall be paid by the county from -
sources other than federal funds or funds used to match other federal funds. Payment to
counties for services provided according to this section shall be a proportion of the per
day contract rate that relates to rehabilitative mental health services and shall not include
payment for costs or services that are billed to the IV-E program as room and board.

(b) Per diem rates paid to providers under this section by prepaid plans shall be the

proportion of the per day contract rate that relates to rehabilitative mental health services

and shall not include payment for costs or services that are billed to the IV-E program

as room and board.

(c) The commissioner shall set aside a portion not to exceed five percent of the

federal funds earned for county expenditures under this section to cover the state costs of

administering this section. Any unexpended funds from the set-aside shall be distributed

to the counties in proportion to their earnings under this section.

EFFECTIVE DATE. This section is effective January 1, 2008.

Sec. 14. Minnesota Statutes 2005 Supplement, section 256B.0946, subdivision 1,
is amended to read:

Subdivision 1. Covered service. (a) Effective July 1, 2006, and subject to federal
approval, medical assistance covers medically necessary services described under
paragraph (b) that are provided by a provider entity eligible under subdivision 3 to a client
eligible under subdivision 2 who is placed in a treatment foster home licensed under
Minnesota Rules, parts 2960.3000 to 2960.3340.

(b) Services to children with severe emotional disturbance residing in treatment
foster care settings must meet the relevant standards for mental health services under
sections 245.487 to 245.4887. In addition, specific service components reimbursed by
medical assistance must meet the following standards:

(D casé management service component must meet the standards in Minnesota -

Rules, parts 9520.0900 to 9520.0926 and 9505.0322, excluding subparts 6 and 10;
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(2) psychotherapy, crisis assistance, and skills training components must meet the

standards for children’s therapeutic services and supports in section 256B.0943; and
(3) family psychoeducation services under supervision of a mental health

professional.

Sec. 15. Minnesota Statutes 2004, section 256B.69, subdivision 5g, is amended to read:
Subd. 5g. Payment for covered services. For services rendered on or after January
1, 2003, the total payment made to managed care plans for providing covered services
under the medical assistance and general assistance medical care programs is reduced by
.5 percent from their current statutory rates. This provision excludes payments for nursing
home services, home and community-based waivers, and payments to demonstration

projects for persons with disabilities, and mental health services added as covered benefits

after December 31, 2006.

Sec. 16. Minnesota Statutes 2004, section 256B.69, subdivision 5h, is amended to read:
Subd. 5h. Payment reduction. In addition to the reduction in subdivision 5 g,
the total payment made to managed care plans under the medical assistance program is
reduced 1.0 percent for services provided on or after October 1, 2003, and an additional
1.0 percent for services provided on or after January 1, 2004. This provision excludes
payments for nursing home services, home and community-based waivers, and payments

to demonstration projects for persons with disabilities, and mental health services added as

covered benefits after December 31, 2006.

Sec. 17. [256B.763] CRITICAL ACCESS MENTAL HEALTH RATE INCREASE.

(a) For services defined in paragraph (b) and rendered on or after July 1, 2007,

payment rates shall be increased by 23.7 percent over the rates in effect on January 1,

2006, for:

(1) psychiatrists and advanced practice registered nurses with a psychiatric specialty;

(2) community mental health centers under section 256B.0625, subdivision 5; and

(3) mental health clinics and centers certified under Minnesota Rules, parts

9520.0750 to 9520.0870, or hospital outpatient psychiatric departments that are designated

as essential community providers under section 620Q.19.

(b) This increase applies to group skills training when provided as a component of

children’s therapeutic services and support, psychotherapy, medication management,

evaluation and management, diagnostic assessment, explanation of findings, psychological
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testing, neuropsychological services, direction of behavioral aides, and inpatient

consultation.

(c) This increase does not apply to rates that are governed by section 256B.0625,

subdivision 30, or 256B.761, paragraph (b), other cost-based rates, rates that are

negotiated with the county, rates that are established by the federal government, or rates

that increased between January 1, 2004, and January 1, 2005.

(d) The commissioner shall adjust rates paid to prepaid health plans under contract

with the commissioner to reflect the rate increases provided in paragraph (a). The prepaid

health plan must pass this rate increase to the providers identified in pafag_raph (a).

Sec. 18. Minnesota Statutes 2005 Supplement, section 256D.03, subdivision 4, is
amended to read: ’

Subd. 4. General assistance medical care; services. (a)(i) 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;

(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 as covered under the medical assistance program;
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&9 (16) prescribed medications for persons who have been diagnosed as mentally
ill as necessary to prevent more restrictive institutionalization;

18y psychologicat-services; (17) medical supplies and equipment, and Medicare
premiums, coinsurance and deductible payments;. |

193 (18) 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; |

€65 (19) 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 geriatric 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 section 148.171;

21 (20) 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 (21) telemedicine consultations, to the extent they are covered under section

256B.0625, subdivision 3bsand.

(i1) 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) Effective August 1, 2005, sex reassignment surgery is not covered under this
subdivision. |

(c) In order to contain costs, the commissioner of human services shall select
vendors of medical care who can provide the most economical care consistenf 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
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- 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 hospital, provided the terms of participation in the program are competitive with the
terms of other participants considering the nature of the population served. Paymenf for
services provided pursuant to this subdivision shall be as provided to medical assistance
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.

(d) Recipients eligible under subdivision 3, paragraph (a), shall pay the following
co-payments for services provided on or after October 1, 2003 :A

¢)) $25 for eyeglasses;

" (2) $25 for nonemergency visits to a hospital-based emergency room;

(3) $3 per brand-name drug prescription and $1 per generic drug prescription,
subject to a $12 per month maximum for prescription drug co-payments. No co-payments
shall apply to antipsychotic drugs when used for the treatment of mental illness; and

(4) 50 percent coinsurance on restorative dental services.

(e) Co-payments shall be limited to one per day per provider for nonpreventive visits,
eyeglasses, and nonemergency visits to a hospital-based emergency room. Recipients of
general assistance medical care are responsible for all co-payments in this subdivision.

The general assistance medical care reimbursement to the provider shall be reduced by

the amount of the co-payment, except that reimbursement for prescription drugs shall not

be reduced once a recipient has reached the $12 per month maximum for prescription
drug co-payments. The provider collects the co-payment from the recipient. Providers
may not deny services to recipients who are unable to pay the co-payment, except as
provided in paragraph (f).

(f) If it is the routine business practice of a provider to refuse service to an individual
with uncollected debt, the provider may include uncollected co-payments under this
section. A provider must give advance notice to a recipient with uncollected debt before
services can be denied.

(g) Any county may, from its own resources, provide medical payments for which

state payments are not made.
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(h) Chemical dependency services that are reimbursed under chapter 254B must not
be reimbursed under general assistance medical care.

(i) 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.

()] Thé 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 othérwise provided by statute or rule.

(k) 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).

(1) Payments for all other health services except inpatient, outpatient, and pharmacy
services shall be reduced by five percent, effective July 1, 2003.

(m) Payments to managed care plans shall be reduced by five percent for services
provided on or after October 1, 2003.

(n) 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.

(o) Fee-for-service payments for nonpreventive visits shall be reduced by $3
for services provided on or after January 1, 2006. For purposes of this subdivision, a
visit means an episode of service which is required because of a recipient’s symptoms,
diagnosis, or established illness, and which is delivered in an ambulatory setting by
a physician or physician ancillary, chiropractor, podiatrist, advance practice nurse,
audiologist, optician, or optometrist.

(p) Payments to managed care plans shall not be increased as a result of the removal
of the $3 nonpreventive visit co-payment effective January 1, 2006.

(q) Payments for mental health services added as covered benefits after December

31, 2006, are not subject to the reductions in paragraphs (i), (k), (1), and (m).

EFFECTIVE DATE. This section is effective January 1, 2007, except mental

health case management under paragraph (a)(i)(15) is effective January 1, 2008.

Sec. 19. Minnesota Statutes 2005 Supplement, section 256L.03, subdivision 1, is
amended to read:
Subdivision 1. Covered health services. For individuals under section 256L.04,
subdivision 7, with income no greater than 75 percent of the federal poverty guidelines
or for families with children under section 256L.04, subdivision 1, all subdivisions of

this section apply. "Covered health services" means the health services reimbursed
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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, 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-mentat-health-servicescoveredunder-the

. .
- - . .

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. This section is effective January 1, 2007, except mental

health case management under subdivision 1 is effective J anuary 1, 2008.

Sec. 20. Minnesota Statutes 2005 Supplement, section 256L.035, is amended to read:

256L.035 LIMITED BENEFITS COVERAGE FOR CERTAIN SINGLE
ADULTS AND HOUSEHOLDS WITHOUT CHILDREN.

(a) "Covered health servicés" for individuals under section 256L.04, subdivision
7, with income above 75 percent, but not exceeding 175 percent, of the federal pdverty
guideline means: '

(1) inpatient hospitalization benefits with a ten percent co-payment up to $1,000 and
subject to an annual limitation of $10,000;

(2) physician services provided during an inpatient stay; and

(3) physician services not provided during an inpatient stay; outpatient hospital -
services; freestanding ambulatory surgical center services; chiropractic services; lab and

diagnostic services; diabetic supplies and equipment; mental health services as covered

under chapter 256B; and prescription drugs; subject to the following co-payments:
(1) $50 co-pay per emergency room visit; |
(ii) $3 co-pay per prescription drug; and

(iii) $5 co-pay per nonpreventive visit.
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The services covered under this section may be provided by a physician, physician
ancillary, chiropractor, psychologist, or licensed independent clinical social worker, or

other mental health providers covered under chapter 256B if the services are within the

scope of practice of that health care professional.

* For purposes of this section, "a visit" means an episode of service which is required
because of a recipient’s symptoms, diagnosis, or established illness, and which is delivered
in an ambulatory setting by any health care provider identified in this paragraph. |

Enrollees are responsible for all co-‘payments in this section.
(b) Reimbursement to the providers shall be reduced by the amount of the

co-payment, except that reimbursement for prescription drugs shall not be reduced once a

recipient has reached the $20 per month maximum for prescription drug co-payments.

The provider collects the co-payment from the recipient. Providers may not deny services
to recipients who are unable to pay the co-payment, except as provided in paragraph (c).
(c) If it is the routine business practice of a provider to refuse service to an individual
with uncollected debt, the provider may include uncollected co-payments under this
section. A provider must give advance notice to a recipient with uncollected debt before

services can be denied.

EFFECTIVE DATE. This section is effective January 1, 2007, except mental

health case management under paragraph (a), clause (3), is effective January 1, 2008.

Sec. 21. Minnesota Statutes 2004, section 256L..12, subdivision 9a, is amended to read:
Subd. 9a. Rate setting; ratable reduction. For services rendered on or after
October 1, 2003, the total payment made to managed care plans under the MinnesotaCare

program is reduced 1.0 percent._This provision excludes payments for mental health

services added as covered benefits after December 31, 2006.

Sec. 22. MENTAL HEALTH PILOT PROGRAM FOR UNSHELTERED
INDIVIDUALS.

Subdivision 1. Pilot project program components. The commissioner of human

services shall establish two pilot projects, one in Ramsey County and one in Hennepin

County, which shall:

(1) operate two ten-bed facilities in separate locations;

(2) provide community support to individuals who have been living homeless for at

least one vear:

(3) .provide 24-hour supervision; and

Article 18 Sec. 22. 160
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(4) provide on-site mental health services which focus on the mental health needs of

individuals who have lived unsheltered. |

Subd. 2. Group residential housing. Notwithstanding Minnesota Statqtes, section

2561.05, subdivisions 1a and 1c, a county agency shall negotiate a supplementary rate in

addition to the rate specified in Minnesota Statutes, section 2561.05, subdivision 1, not to

exceed $700 per month, including any legislatively authorized inflationary adjustments for

a group residential program that meets the components under subdivision 1, and for the

independent living component of the program under subdivision 3.

Subd. 3. Independent living. An individual who has lived in one of the facilities

under subdivision 1, and who is being transitioned to independent living as part of the

program plan, continues to be eligible for group residential housing and the supplementary

service rate negotiated with the county under subdivision 2.
Subd. 4. Effective date. This section is effective July 1, 2006, through June 30,
2008.

Sec. 23. RECOMMENDATIONS ON CHANGING THE CONSOLIDATED
CHEMICAL DEPENDENCY TREATMENT FUND.

The commissioner shall report to the legislature by January 15, 2007, on

recommendations which analyze the merits of changing the statutory maintenance of

effort provisions in the chemical dependency treatment fund.

Sec. 24. PLAN FOR IMPROVING COMMUNITY-BASED SUBSTANCE
ABUSE TREATMENT AND OTHER ISSUES RELATED TO IMPROVING
CHEMICAL HEALTH.

(a) The commissioner of human services shall present a plan to the legislature by

January 15, 2007, for improving the availability of community-based substance abuse

treatment.

(b) The commissioner of human services shall also report back on the merits,

feasibility, and cost of:

(1) posting treatment program peer reviews at an online location where they can be

viewed by agencies that make client placements;

(2) annually distributing information to chemical health assessors on best practices

in assessments, including model instruments for adults and adolescents;

(3) monitoring the compliance of local agencies with assessment and referral rules;

(4) working with the commissioner of health to develop guidelines and training

materials for health care organizations on the use of brief interventions for alcohol abuse;

Article 18 Sec. 24. 161
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(5) providing local agencies with examples of best practices for addressing needs of

persons being considered for repeat placements into publicly funded treatment;

(6) identifying best practices to help local agencies monitor the progress of clients

placed in treatment; and

(7) periodically providing local agencies with statewide information on treatment

oufcomes.

Sec. 25. REVISOR’S INSTRUCTION.
In the next edition of Minnesota Statutes, the revisor of statutes shall change the
reference to sections 245.487 to 245.4887, the Children’s Mental Health Act, wherever it -

appears in statutes or rules to sections 245.487 to 245.4889.

Sec. 26. REPEALER. /
Minnesota Statutes 2004, sections 245.465, subdivision 2; 256B.0945, subdivisions
5,6, 7, 8, and 9; and 256B.83, are repealed.

Article 18 Sec. 26. 162
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Senator ..cceveeeeeeennenene moves to amend S.F. No. ..... as follows:

Page ..., after line ..., insert: |

"Sec. .... Minnesota Statutes 2004, section 253B.02, subdivision 2, is amended to
read:

Subd. 2. Chemically dependent person. "Chemically dependent person" means
any person (a) determined as being incapable of self-management or management of
personal affairs by reason of the habitual and excessive use of alcohol, drugs, or other
mind-altering substances; and (b) whose recent conduct as a result of habitual and
excessive use of alcohol, drugs, or other mind-altering substances poses a substantial
likelihood of physical harm to self or others as demonstrated by (i) a recent attempt or
threat to physically harm self or others, (ii) evidence of recent serious physical problems,
or (iii) a failure to obtain necessary food, clothing, shelter, or medical care. "Chemically
dependent person" also means a pregnant woman who has engaged during the pregnancy
in habitual or excessive use, for a nonmedical purpose, of any of the following controlled
substances or their derivatives: opium, cocaine, heroin, phencyclidine, methamphetamine,

or amphetamine."
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Senator ........oueu....... moves to amend S.F. No. ..... as follows:

Page .., after line .., insert:

"Sec. ... Minnesota Statutes 2005 Supplement, sectién 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
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 facilityv 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: (i) an increase in the overall bed capacity at that site; (ii) relocation of hospital beds
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from one physical site or complex to another; or (iii) redistribution of hospital beds within
the state or a region of the state;

(8) relocation or redistribution of hospital beds within a hospital corporate system
that involves the transfer of beds from a closed facility site or complex to an existing site
or complex provided that: (i) no more than 50 percent of the capacity of the closed facility
is transferred; (ii) the capacity of the site or complex to which the beds are transferred
does not increase by more than 50 percent; (iii) the beds are not transferred outside of a
federal health systems agency boundary in place on July 1, 1983; and (iv) the relocation or
redistribution does not involve the construction of a new hospital building;

(9) a construction project involving up to 35 new beds in a psychiatric hospital in
Rice County that primarily serves adolescents and that receives more than 70 percent of its
patients from outside the state of Minﬁesota;

(10) a project to replace a hospital or hospitals with a combined licensed capacity
of 130 beds or less if: (i) the new hospital site is located within five miles of the current
site; and (ii) the total licensed capacity of the replacement hospital, either at the time of
construction of the initial building or as the result of future expansion, will not exceed 70
licensed hospital beds, or the combined licensed capacity of the hospitals, whichever is
less;

(11) the relocation of licensed hospital beds from an existing state facility operated
by the commissioner of human services to a new or existing facility, building, or complex
operated by the commissioner of human services; from one regional treatment center
site to another; or from one buﬂding or site to a new or existing building or site on the
same campus;

(12) the construction or relocation of hospital beds operated by a hospital having a
statutory obligation to provide hospital and medical services for the indigent that does not
result in a net increase in the number of hospital beds, hotwithstanding section 144.552, 27
beds, of which 12 serve mental health needs, may be transferred from Hennepin County
Medical Center to Regions Hospital under this clause;

(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
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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;

(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 (9), 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; or

(20) a project approved under section 144.553.

Sec. ... Minnesota Statutes 2004, section 144.552, is amended to read:
144.552 PUBLIC INTEREST REVIEW.

(a) The following entities must submit a plan to the commissioner:

(1) a hospital seeking to increase its number of licensed beds; or

(2) an organization seeking to obtain a hospital license must-sabmit-aplan-to
thecommissioner-of-heatth and notified by the commissioner under section 144.553,

subdivision 1, paragraph (c¢), that it is subject to this section.

The plan must include information that includes an explanation of how the expansion will
meet the public’s interest. When submitting a plan to the commissioner, an applicaht shall
pay the commissioner for the commissioner’s cost of reviewing the plan, as determined
by the commissioner and notwithstanding section 16A.1283. Money received by the
commissioner under this section is appropriated to the commissioner for the purpose of
administering this section.

(b) Plans submitted under this section shall include detailed information necessary
for the commissioner to review the plan and reach a finding. The commissioner may
request additional information from the hospital submitting a plan under this section and
from others affected by the plan that the commissioner deems necessary to review the

plan and make a finding.
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(c) The commissioner shall review the plan and, within 90 days, but no more than
six months if extenuating circumstances apply, issue a finding on whether the plan is in
the public interest. In making the recommendation, the commiésioner shall consider
issues including but not limited to:

(1) whether the new hospital or hospital beds are needed to provide timely access to
care or access to new or improved services;

(2) the financial impact of the new hospital or hospital beds on existing acute-care
hospitals that have emergency departments in the region;

(3) how the new hospital or hospital beds will affect the ability of existing hospitals
in the region to maintain existing staff; |

(4) the extent to which the new hospital or hospital beds will provide services to
nonpaying or low-income patients relative to the level of services provided to these groups
by existing hospitals in the region; and |

(5) the views of affected parties.

Prior to making a recommendation, the commissioner shall conduct a public hearing in the

affected hospital service area to take testimony from interested persons.

(d) Upon making a recommendation under paragraph (c), the commissioner shall
provide a copy of the recommendation to the chairs of the house and senate committees

having jurisdiction over health and human services policy and finance.

Sec. ... [144.553] ALTERNATIVE APPROVAL PROCESS FOR NEW
HOSPITAL CONSTRUCTION.

Subdivision 1. Letter of intent; publication; acceptance of additional proposals.

(a) An organization seeking to obtain a hospital license must submit a letter of intent to the

commissioner, specifying the community in which the proposed hospital would be located

and the number of beds proposed for the new hospital. When multiple letters of intent are

received, the commissioner shall determine whether they constitute requests for separate

projects or are competing proposals to serve the same or a similar service area.

(b) Upon receipt of a letter under paragraph (a), the commissioner shall publish a

notice in the State Register that includes the information received from the organization

under paragraph (a). The notice must state that another organization interested in seeking

a hospital license to serve the same or a similar service area must notify the commissioner

within 30 days.

(c) If no responses are received from additional organizations under paragraph (b),

the commissioner shall notify the entity seeking a license that it is required to submit a

plan under section 144.552 and shall‘notify the chairs of the house of representatives and
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senate committees having jurisdiction over health and human services policy and finance

that the project is subject to sections 144.551 and 144.552.

Subd. 2. Needs assessment. (a) If one or more responses are received by the

commissioner under subdivision 1, paragraph (b), the commissioner shall complete within

90 days a needs assessment to determine if a new hospital is needed in the proposed

service area.

(b) The organizations that have filed or responded to a letter of intent under

subdivision 1 shall provide to the commissioner within 30 days of a request from the

commissioner a statement justifying the need for a new hospital in the service area and

sufficient information, as determined by the commissioner, to allow the commissioner to

determine the need for a new hospital. The information may include, but is not limited

to, a demographic analysis of the proposed service area, the number of proposed beds,

the types of hospital services to be provided, and distances and travel times to existing

hospitals currently providing services in the service area.

(¢) The commissioner shall make a determination of need for the new hospital. If

the commissioner determines that a new hospital in the service area is not justified, the

commissioner shall notify the applicants in writing, stating the reasons for the decision.

Subd. 3. Process when hospital need is determined. (a) If the commissioner

determines that a new hospital is needed in the proposed service area, the commissioner

shall notify the applicants of that finding and shall select the applicant determined under

the process established in this subdivision to be best able to provide services consistent

with the review criteria established in this subdivision.

(b) The commissioner shall:

(1) determine market-specific criteria that shall be used to evaluate all proposals.

The criteria must include standards regarding:

(i) access to care;

(i1) quality of care;

(ii1) cost of care; and

(iv) overall project feasibility;

(2) establish additional criteria at the commissioner’s discretion. In establishing the

criteria, the commissioner shall consider the need for:

(i) mental health services in the service area, including both inpatient and outpatient

services for adults, adolescents, and children;

(ii) a significant commitment to providing uncompensated care, including discounts

for uninsured patients and coordination with other providers of care to low-income

uninsured persons; and
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(iii) coordination with other hospitals so that specialized services are not

unnecessarily duplicated and are provided in sufficient volume to ensure the maintenance

of high-quality care. The criteria determined under this paragraph shall constitute the sole

criteria under which the competing proposals shall be evaluated; and

(3) define a service area for the proposed hospital. The service area shall consist of:

(i) in the 11-county metropolitan area, in St. Cloud, and in Duluth, the zip codes

located within a 20-mile radius of the proposed new hospital location; and

(i1) in the remainder of the state, the zip codes within a 30-mile radius of the

proposed new hospital location.

(c) The commissioner shall publish the criteria determined under paragraph (b) in the

State Register within 60 days of the determination under subdivision 2. Once published,

the criteria shall not be modified with respect to the particular project and applicants

to which they apply. The commissioner shall publish with the criteria guidelines for a

proposal and submission review process.

(d) For 60 days after the publication under paragraph (C)’, the commissioner shall

accept proposals to construct a hospital from organizations that have submitted a letter

of intent under subdivision 1, paragraph (a), or have notified the commissioner under

subdivision 1, paragraph (b). The proposal must include a plan for the new hospital and

evidence of compliance with the criteria specified under paragraph (b). Once submitted,

the proposal may not be revised except:

(1) to submit corrections of material facts; or

(2) in response to a request from the commissioner to provide clarification or

further information.

(e) The commissioner shall determine within 90 days of the deadline for applications

under paragraph (d), which applicant has demonstrated that it is best able to provide

services consistent with the published criteria. The commissioner shall make this

determination by order following a hearing according to this péragraph. The hearing

shall not constitute or be considered to be a contested case hearing under chapter 14 and

shall be conducted solely under the procedures specified in this paragraph. The hearing

shall commence upon at least 30 days’ notice to the applicants by the commissioner.

The hearing may be conducted by the commissioner or by a person designated by the

commissioner. The designee may be an administrative law judge. The purpose of the

“hearing shall be to receive evidence to assist the commissioner in determining which

applicant has demonstrated that it best meets the published criteria.

The parties to the hearing shall consist only of those applicants who have submitted

a completed application. Each applicant shall have the right to be represented by
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counsel, to present evidence deemed relevant by the commissioner, and to examine and

cross-examine witnesses. Persons who are not parties to the proceeding but who wish to

present comments or submit information may do so in the manner determined by the

commissioner or the commissioner’s designee. Any person who is not a party shall have

no right to examine or cross-examine witnesses. The commissioner may participate as an

active finder of fact in the hearing and may ask questions to elicit information or clarify

answers or responses.

() Prior to making a determination selecting an application, the commissioner shall

hold a public hearing in the proposed hospital service area to accept comments from

members of the public. The commissioner shall take this information into consideration in

making the determination. The commissioner must also consider the input and preferences

of legislators and local elected officials who represent the service area regarding the

selection of the hospital provider. The commissioner shall issue an order selecting an

application following the closing of the record of the hearing as determined by the hearing

officer. The commissioner’s order shall include a statement of the reasons the selected

application best meets the published criteria.

(g) Following the determination under paragraph (e), the commissioner shall

~ recommend the selected proposal to the legislature on or before March 1 in an

odd-numbered vear and within 15 days of the first day of the regular session in

an even-numbered year to be accepted or rejected. Legislative acceptance of the

commissioner’s recommendation constitutes approval of the proposal under section

144.551. Legislative rejection of the recommendation concludes the process but does not

prohibit a new application under this section and section 144.552.

(h) In the event of legislative failure to act on the recommendation made under this

subdivision, upon the conclusion of the legislative session the commissioner shall make

the commissioner’s recommendation the final approval of the project. The commissioner’s

decision to grant final approval to the commissioner’s recommendation constitutes

approval of the proposal under section 144.551.

(1) For purposes of this subdivision, "legislative acceptance" means the

recommended project is approved by law; "legislative rejection" means the recommended

project is rejected by law; and "legislative failure to act" means any other action or lack of

action taken by the legislature.

Subd. 4. Payment of commissioner’s expenses. Notwithstanding section

16A.1283, applicants who are a party at any stage of the administrative process established

in this section shall pay the cost of that stage of the process, as determined by the

commissioner. The cost of the needs assessment, criteria development, and hearing shall
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be divided equally among the applicants. Money received by the commissioner under

this subdivision is appropriated to the commissioner for the purpose of administering

this section."

Renumber the sections in sequence and correct the internal references

Amend the title accordingly
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Senator .....ccoeveeeeinn. moves to amend S.F. No. ..... as follows:

Page .., after line .., insert:
"Sec. .... REPAYMENT DELAY.

A county that overspent its allowed amounts in calendar year 2004 or 2005 under

the waivered services program for persons with developmental disabilities shall not be

required to pay back the amount of overspending until June 30, 2007."

Renumber the sections in sequence and correct the internal references

Amend the title accordingly
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Senator ....cceeeveeveeennen moves to amend SC4643ART12-17 as follows:

Page ..., after line ..., insert:

"Sec. .... Minnesota Statutes 2004, section 245.50, subdivision 1, is amended to read:

Subdivision 1. Definitions. For purposes of this section, the following terms have
the meanings given them.

(a) "Bordering state" means Iowa, North Dakota, South Dakota, or Wisconsin.

(b) "Receiving agency" means a public or private hospital, mental health center,

chemical health treatment facility, or other person or organization which provides mental

health or chemical health services under this section to individuals from a state other than

the state in which the agency is located.

(c) "Receiving state" means the state in which a receiving agency is located.

(d) "Sending agency" means a state or county agency which sends an individual to a
bordering state for treatment under this section.

(e) "Sending state" means the state in which the sending agency is located.

Sec. .... Minnesota Statutes 2004, section 245.50, subdivision 2, is amended to read:
Subd. 2. Purpose and authority. (a) The purpose of this section is to enable
appropriate treatment to be provided to individuals, across state lines from the individual’s
state of residence, in qualified facilities that are closer to the homes of individuals than are

facilities available in the individual’s home state.
(b) Unless prohibited by another law and subject to the exceptions listed in
subdivision 3, a county board or the commissioner of human services may contract with

an agency or facility in a bordering state for mental health or chemical health services

for residents of Minnesota, and a Minnesota mental health or chemical health agency

or facility may contract to provide services to residents of bordering states. Except as
provided in subdivision 5, a person who receives services in another state under this
section is subject to the laws of the state in which services are provided. A person who will
receive services in another state under this section must be informed of the consequences
of receiving services in another state, including the implications of the differences in state

laws, to the extent the individual will be subject to the laws of the receiving state.

Sec. .... Minnesota Statutes 2004, section 245.50, subdivision 5, is amended to read:
Subd. 5. Special contracts; bordering states. (a) An individual who is detained,
committed, or placed on an involuntary basis under chapter 253B may be confined or
treated in a bordering state pursuant to a contract under this section. An individual who ié
detained, committed, or placed on an involuntary basis under the civil law of a bordering

state may be confined or treated in Minnesota pursuant to a contract under this section. A
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peace or health officer who is acting under the authority of the sending state may transport
an individual to a receiving agency that provides services pursuant to a contract under
this section and may transport the individual back to the sending state under the laws

of the sending state. Court orders valid under the law of the sending state are granted
recognition and reciprocity in the receiving state for individuals covered by a contract

under this section to the extent that the court orders relate to confinement for treatment

or care of mental illness or chemical dependency. Such treatment or care may address -

other conditions that may be co-occurring with the mental illness_or chemical dependency.

These court orders are not subject to legal challenge in the courts of the receiving state.
Individuals who are detained, committed, or placed under the law of a sending state and
who are transferred to a receiving state under this section continue to be in the legal
custody of the authority responsible for them under the law of the sending state. Except
in emergencies, those individuals may not be transferred, removed, or furloughed from
a receiving agency without the specific approval of the authority responsible for them
under the law of the sending state. |

(b) While in the receiving state pursuant to a contract under this section, an
individual shall be subject to the sending state’s laws and rules relating to length of
confinement, reexaminations, and extensions of confinement. No individual may be sent
to another state pursuant to a contract under this section until the receiving state has
enacted a law recognizing the validity and applicability of this section.

(c) If an individual receiving services pursuant to a contract under this section leaves
the receiving agency without permisSion and the individual is subject to involuntary
confinement under the law of the sending state, the receiving agency shall use all
reasonable means to return the individual to the receiving agency. The receiving agency
shall immediately report the absence to the sending agency. The receiving state has the
primary reéponsibility for, and the authority to direct, the return of these individuals
within its borders and is liable for the cost of the action to the extent that it would be
liable for costs of its own resident.

(d) Responsibility for payment for the cost of care remains with the sending agency.

(e) This subdivision also applies to county contracts under subdivision 2 which

include emergency care and treatment provided to a county resident in a bordering state."

Renumber the sections in sequence and correct the internal references

Amend the title accordingly



State of Minnesota

fice of the Ombud
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1an for
Mental ntal Disabilities

121 7% Place E. Suite 420 Metro Square Building, St. Paul, Minnesota 55101-2117
Voice: 651-296-3848 or Toll Free: 1-800-657-3506  TTY/Voice —Minnesota Relay Service 711

The Ombudsman is proposing the following technical changes to their operating statute under
Minn. Stat. § 245.91-.97

April, 2006

In 245.94 under powers in paren (c) add the following sentence...The ombudsman office is a health
oversight agency as defined in section 164.605 of part 45 of the Code of Federal Regulations. Since
the implementation of the federal Health Insurance Portability and Accountability Act (HIPAA), there

'has been a lot of confusion in the provider community. We believe we meet the standard of a health

oversight agency as outlined in federal regulations and recommend that this sentence be added for
clarification. This would help to improve efficiency by reducing time and phone calls with attorneys.

Also in 245.94 under powers, paren (f): The rule cited instructs government entities to respond
immediately rather than having to go to court to call certain provisions to the court’s attention. The
data given to the Ombudsman retains its classification under Chapter 13 so the court process step is
not necessary. This would result in more efficient operations and not waste valuable court time.

In the same paragraph, if for any reason the agency has to go to court to enforce its subpoena power, it
is more efficient to do so in Ramsey county where the agency and their AG representation is located.
This is consistent with and patterned after other state agencies that have subpoena power. This would
reduce travel time and associated costs.

Again in the same paragraph, the agency would add or nonpublic data as defined in section 13.02
subdivision 9. This is to clarify that data not about people has the same protection as data about
people.

In 245.97 Ombudsman Committee the provision would change/correct the provision of statute under
which the Ombudsman Advisory Committee operates. The provision currently cited governs boards

‘that manage money (such as the Metropolitan Airports Commission). The Ombudsman’s Committee

does not manage funds in any way, nor do they collect a per diem for their services. The current
provision affects whether or not a board member can continue to serve until a replacement is
appointed.

Serving Minnesotans receiving services for

Mewntal lliness Developmental Disabilities Chemiical Dependency Emotional Disturbance
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Senator .ccoeeeveeeervnneas moves to amend S.F. No. ..... as follows:

Page ..., after line ...., insert:

"Sec. .... Minnesota Statutes 2004, section 245.94, subdivision 1, is amended to read:

Subdivision 1. Powers. (a) The ombudsman may prescribe the methods by which
complaints to the office are to be made, reviewed, and acted upon. The ombudsman may
not levy a complaint fee.

(b) The ombudsman may mediate or advocate on behalf of a client.

(c) The ombudsman may investigate the quality of services provided to clients and
determine the extent to which quality assurance mechanisms within state and county
government work to promote the health, safety, and welfare of clients, other than clients
in acute care facilities who are receiving services not paid for by public funds._The

ombudsman office is a health oversight agency as defined in section 164.501 of part 45 of

the Code of Federal Regulation.

(d) At the request of a client, or upon receiving a éomp_laint or other information
affording reasonable grounds to believe that the rights of a client who is not capable
of requesting assistance have been adversely affected, the ombudsman may gather
information about and analyze, on behalf of the client, the actions of an agency, facility, or
program.

(e) The ombudsman may examine, on behalf of a client, records of an agency,
facility, or program if the records relate to a matter that is within the scope of the
ombudsman’s éuthority. If the records are private and the client is capable of providing
consent, the ombudsman shall first obtain the client’s consent. The ombudsman is not
required to obtain consent for access to private data on clients with mental retardation or a
related condition. The ombudsman is not required to obtain consent for access to private
data on decedents who were receiving services for mental ﬂlness, mental retardation or a
related condition, or emotional disturbance.

(f) The ombudsman may subpoena a pérson to appear, give testimony, or produce
documents or other evidence that the ombudsman considers relevant to a matter under

inquiry. If the subpoena is directed to a government entity governed by chapter 13, the

government entity must respond to the subpoena, notwithstanding Minnesota Rules,

1205.0100, subpart 5. The ombudsman may petition the appropriate Ramsey County

district court to enforce the subpoena. A witness who is at a hearing or is part of an
investigation possesses the same privileges that a witness possesses in the courts or under
the law of this state. Data obtained from a person under this paragraph are private data as

defined in section 13.02, subdivision 12, or nonpublic data as defined in section 13.02,

subdivision 9.
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(2) The ombudsman may, at reasonable times in the course of conducting a review,
enter and view premises within the control of an agency, facility, or program.

(h) The ombudsman may attend Department of Human Services Review Board
and Special Review Board proceedings; proceedings regarding the transfer of patients
or residents, as defined in section 246.50, subdivisions 4 and 4a, between institutions
operated by the Department of Human Services; and, subject to the consent of the affected
client, other proceedings affecting the rights of clients. The ombudsman is not required to
obtain consent to attend meetings or proceedings and have access to private data on clients
with mental retardation or a related condition. .

(i) The ombudsman shall have access to data of agencies, facilities, or programs
classified as private or confidential as defined in section 13.02, subdivisions 3 and 12,
regarding services provided to clients with mental retardation or a related condition.

(j) To avoid duplication and preserve evidence, the ombudsman shall inform
relevant licensing or regulatory officials before undertaking a review of an action of
the facility or program.

(k) Sections 245.91 to 245.97 are in addition to other prdvisions of law under which
any other remedy or right is provided.

(1) The ombudsman may classify as confidential the identity of any individual who

has provided data or information, if the individual requests the classification.

Sec. .... Minnesota Statutes 2004, section 245.97, subdivision 6, is amended to read:
Subd. 6. Terms, compensation, and removal. The membership terms,
compensation, and removal of members of the committee and the filling of membership

vacancies are governed by section +5-6575 15.0559. "
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Senator .......ceeeeen..... moves to amend S.F. No. ..... as follows:

Page .., after line .., insert:

"Sec. .... LIST OF COUNTY LONG-TERM CARE FUNCTIONS.

The commissioner of human services, in consultation with county organizations,

shall provide a status report to the legislature by January 15, 2007, that includes a list of

core county long-term care functions and an analysis of existing and potential funding

sources for these functions."
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Senator ....ccceevevunnnnnn. moves to amend S.F. No. ..... as follows:

Page .., after line .., insert:
"Sec. .... Minnesota Statutes 2004, section 145.925, is amended by adding a
subdivision to read:

Subd. 10. Definition of governmental unit. For purposes of section 471.59,

subdivision 1, nonprofit community health clinics providing family planning services as

"n

defined in this section shall be included in the definition of "governmental unit.

Renumber the sections in sequence and correct the internal references

Amend the title accordingly
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Senator .........uuu....... moves to amend S.F. No. ..... as follows:

Page .., after line .., insert:
"Sec. .... [144.366] INTERCONNECTED ELECTRONIC HEALTH RECORD
GRANTS. '

Subdivision 1. Definitions. The following definitions are used for the purposes

of this section.

(a) "Eligible community e-health collaborative" means an existing or newly

established collaborative to support the adoption and use of interoperable electronic

health records. A collaborative must consist of at least three or more eligible health

care entities in at least two of the categories listed in paragraph (b) and have a focus on

interconnecting the members of the collaborative for secure and interoperable exchange of

health care information.

(b) "Eligible health care entity" means one of the following:

(1) community clinics, as defined under section 145.9268:

(2) hospitals eligible for rural hospital capital improvement grants, as defined
in section 144.148;

(3) physician clinics located in a community with a population of less than 50,000

according to United States Census Bureau statistics and outside the seven-county

metropolitan area;

(4) nursing facilities licensed under sections 144A.01 to 144A.27;

(5) community health boards as established under chapter 145A ;

(6) nonprofit entities with a purpose to provide health information exchange

coordination governed by a representative, multi-stakeholder board of directors; and

(7) other providers of health or health care services approved by the commissioner

for which interoperable electronic health record capability would improve quality of

care, patient safety, or community health.

Subd. 2. Grants authorized. The commissioner of health shall award grants to

eligible community e-health collaborative projects to improve the implementation and

use of interoperable electronic health records including but not limited to the following

projects:
(1) collaborative efforts to host and support fully functional interoperable electronic

health records in multiple care settings:

(2) electronic medication history and electronic patient registration information;

(3) electronic personal health records for persons with chronic diseases and for

prevention services;

(4) rural and underserved community models for electronic prescribing; and

1
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(5) enabling local public health systems to rapidly and electronically exchange

information needed to participate in community e-health collaboratives or for public

health emergency preparedness and response.

Grant funds may not be used for construction of health care or other buildings or

facilities.

Subd. 3. Allocation of grants. (a) To receive a grant under this section, an eligible

community e-health collaborative must submit an application to the commissioner of

health by the deadline established by the commissioner. A grant may be awarded upon the

signing of a grant contract. In awarding grants, the commissioner shall give preference to

projects benefiting providers located in rural and underserved areas of Minnesota which

the commissioner has determined have an unmet need for the development and funding

of electronic health records. Applicants may apply for and the commissioner may award

grants for one-vear, two-year, or three-year periods.

(b) An application must be on a form and contain information as specified by the

commissioner but at a minimum must contain:

(1) a description of the purpose or project for which grant funds will be used;

(2) a description of the problem or problems the grant funds will be used to address,

including an assessment likelihood of the project occurring absent grant funding;

(3) a description of achievable objectives, a workplan, budget, budget narrative, a-

project communications plan, a timeline for implementation and completion of processes

or projects enabled by the grant, and an assessment of privacy and security issues and a

proposed approach to address these issues;

(4) a description of the health care entities and other groups participating in the

project, including identification of the lead entity responsible for applving for and

receiving grant funds;

(5) a plan for how patients and consumers will be involved in development of

policies and procedures related to the access to and interchange of information;

(6) evidence of consensus and commitment among the health care entities and others

who developed the proposal and are responsible for its implementation; and

(7) a plan for documenting and evaluating results of the grant.

(c) The commissioner shall review each application to determine whether the

application is complete and whether the applicant and the project are eligible for a

grant. In evaluating applications, the commissioner shall take into consideration factors,

including but not limited to, the following:

(1) the degree to which the proposal interconnects the various providers of care

in the applicant’s geographic community;
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(2) the degree to which the project provides for the interoperability of electronic

health records or related health information technology between the members of the

collaborative, and presence and scope of a description of how the project intends to

interconnect with other providers not part of the project into the future;

(3) the degree to which the project addresses current unmet needs pertaining

to interoperable electronic health records in a geographic area of Minnesota and the

likelihood that the needs would not be met absent grant funds;

(4) the applicant’s thoroughness and clarity in describing the project, how the project

will improve patient safety, quality of care, and consumer empowerment, and the role of

the various collaborative members:

(5) the recommendations of the Health Information and Technology Infrastructure

Advisory Committee; and

(6) other factors that the commissioner deems relevant.

(d) Grant funds shall be awarded on a three-to-one match basis. Applicants shall be

required to provide one dollar in the form of cash or in-kind staff or services for each three

dollars provided under the grant program.

(e) Grants shall not exceed $900.000 per grant. The commissioner has discretion

over the size and number of grants awarded.

Subd. 4. Evaluation and report. The commissioner of health shall evaluate the

overall effectiveness of the grant program. The commissioner shall collect progress

and expenditure reports to evaluate the grant program from the eligible community

collaboratives receiving grants. Every two years, as part of this evaluation, the

commissioner shall, in coordination with the Health Information Technology and

Infrastructure Advisory Committee, report to the legislature on the needs of the

community, and provide any recommendations for adding or changing eligible activities."

Renumber the sections in sequence and correct the internal refefences

Amend the title accordingly
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Senator ....ccevvveeennneen. moves to amend S.F. No. ..... as follows:

Page .., after line .., insert:

"Sec. .... Minnesota Statutes 2004, section 62Q.19, subdivision 2, is amended to
read:

Subd. 2. Application. (a) Any provider may apply to the commissioner for
designation as an essential community provider by submitting an application form
developed by the commissioner. Except as provided in paragraphs (d) and (e), applications
must be accepted within two years after the effective date of the rules adopted by the
commissioner to implement this section.

(b) Each application submitted must be accompanied by an application fee in an
amount determined by the commissioner. The fee shall be no more than What is needed to
cover the administrative costs of processing the application.

(c) The name, éddxess, contact person, and the date by which the commissioner’s
decision is expected to be made shall be classified as public data under section 13.41. All
other information contained in the application form shall be classified as private data
under section 13.41 until the application has been approved, approved as modified, or
denied by the commissioner. Once the decision has been made, all information shall be
classified as public data unless the applicant designates and the commissioner determines
that the information contains trade secret information.

(d) The commissioner shall accept amapptteatton applications for designation as
an essential community provider until June 30, 2664 2006, from one applicant that is

a nonprofit community s

with-locatrons-trMinneapohts-and-St—Paul mental health agency located in Hennepin

County that partners with the Minneapolis public school system to provide mental health

services to school-age children and their families and provides mental health services to

immigrant communities, and from one applicant that is a nonprofit, county mental health

services center certified as a medical assistance provider that provides behavioral health

services and wrap-around eligibility support services to an underserved population with

chemical dependency and serious mental illness.

EFFECTIVE DATE. This section is effective the day following final enactment."

Renumber the sections in sequence and correct the internal references

Amend the title accordingly
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Senator ......cceueeeeeneee. moves to amend S.F. No. ..... as follows:

Page ..., after line ..., insert:
"Sec. .... Minnesota Statutes 2005 Supplement, section 245C.24, subdivision 2,
is amended to read:

Subd. 2. Permanent bar to set aside a disqualification. (a) Except as provided in

paragraph (b), the commissioner may not set aside the disqualification of any individual

disqualified pursuant to this chapter, regardless of how much time has passed, if the
individual was disqualified for a crime or conduct listed in section 245C.15, subdivision 1.

(b) For an individual who was disqualified for a crime or conduct listed under section

245C.15, subdivision 1, and whose disqualification was set aside prior to July 1, 2005,

the commissioner must consider eranting a subsequent set aside for the same or different

license holder based on the evaluation under section 245A.22, subdivision 4. A request for

reconsideration evaluated under this paragraph must include a letter of recommendation

from the license holder that was subject to the prior set aside decision addressing the

individual’s quality of care to children or vulnerable adults and the circumstances of the

individual’s departure from that service."

Renumber the sections in sequence and correct the internal references

Amend the title accordingly
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ARTICLE 19
HEALTH AND HUMAN SERVICES APPROPRIATIONS

Section 1. HEALTH AND HUMAN SERVICES APPROPRIATIONS.
The sums shown in the columns marked "APPROPRIATIONS" are added to or, if

shown in parentheses, subtracted from the appropriations in Laws 2005, First Special

Session chapter 4, article 9, or other law to the agencies and for the purposes specified

in this article. The appropriations are from the general fund or another named fund and

are available for the fiscal years indicated for each purpose. The figures "2006" and

"2007" used in this article mean that the addition to or subtraction from the appropriation

listed under them is available for the fiscal year ending June 30, 2006, or June 30,

2007, respectively. "The first vear" is fiscal year 2006. "The second vyear" is fiscal year

2007. "The biennium" is fiscal years 2006 and 2007. Supplementary appropriations and

reductions to appropriations for the fiscal year ending June 30, 2006, are effective the

day following final enactment.

SUMMARY BY FUND

2006 2007 TOTAL
General $ 33,039,000 $ 59.015,000 $ 92,054,000
Health Care Access -0- 38,326,000 38,326,000
Special Revenue 514,000 262,000 776,000
Federal TANF -0- 19,125,000 19,125,000
TOTAL $ 33,553,000 $§ 116,728,000 $ 150,281,000

APPROPRIATIONS

Available for the Year
Ending June 30

2006 2007
3 : 3
Sec. 2. COMMISSIONER OF HUMAN
SERVICES
Subdivision 1. Total appropriation 30,209,000 99,946,000

Article 19 Sec. 2. 1
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Summary by Fund

General 30,209,000 51,909,000
Health Care Access Fund -0- 28,912,000
TANF -0- 19,125,000

(a) Transfer from special revenue fund

$900,000 in fiscal year 2007 shall be

transferred from the Department of Human

Services special revenue fund to the general

fund.

(b) TANF maintenance of effort

Notwithstanding Laws 2005, First Special

Session chapter 4, article 9, section 2,

subdivision 1, the commissioner shall ensure

that for fiscal year 2007, the maintenance of

effort used by the commissioner of finance

for the February and November forecasts

required under Minnesota Statutes, section

16A.103, contains expenditures under

paragraph (a), clause (1), equal to at least 21

percent of the total required under Code of

Federal Regulations, title 45, section 263.1.

The commissioner may use up to $5,000,000

pér yvear of Department of Education

qualified spending as TANF maintenance

of effort. The commissioner of education

shall assist the commissioner in identifying

eligible expenditures.

(¢) Increased working family credit
expenditures to be claimed for TANF

maintenance of effort

In addition to the amounts provided in Laws

2005, First Special Session, chapter 4, article

Article 19 Sec. 2. 2

SC4643ART12-1
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9, section 2, subdivision 1, the commissioner

may count the following amounts of

working family credit expenditure as TANF

maintenance of effort:

(1) fiscal year 2006, $9,774,000;

(2) fiscal year 2007, $12.886,000;

(3) fiscal year 2008, $27,686.000; and

(4) fiscal year 2009, $27.693.000.

Notwithstanding any contrary provision in

this article, this paragraph shall expire on
June 30, 2009.

(d) Child care and development fund:
Federal Deficit Reduction Act of 2005

Increased child care funds from the federal

Deficit Reduction Act of 2005 may be

allocated by the commissioner for the basic

sliding fee child care program.

Subd. 2. Children and economic assistance

grants

Summary by Fund
General Fund (370,000) 1,949,000
Federal TANF -0- 18,478,000
(a) MFIP/DWP grants
TANF -0- 2,681,000
(b) MFIP child care grants
TANF -0- ' 15,657,000
(c) Children’s services grants -0-

Of the health care access appropriation,

$15,888,000 in fiscal year 2007 is to eliminate

the provider rate freeze in Minnesota Statutes,

Article 19 Sec. 2. 3

SC4643ART12-1

2,223,000
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section 119B.13, subdivision 1; provide an

accreditation incentive under Minnesota

Statutes, section 119B.13, subdivision 3a;

repeal the limitations on payments for absent

days in Minnesota Statutes, section 119B.13,

subdivision 7; and reduce co-payments.

Effective July 1, 2007, these costs shall be

paid from the general fund. Notwithstanding

any section in this article to the contrary, this

paragraph shall not expire.

(d) Children’s and community services grants

Notwithstanding Minnesota Statutes, section

256M.50, supplemental social service block

grant funds of $153,936 appropriated under

the federal 2005 Department of Defense

Appropriations Act, Public Law 109-148,

shall be allocated proportionately to those

counties that served hurricane evacuees and

reported those services on the Social Service

Information System.

(e) Basic sliding fee allocations; conversion to

automated payment system

As determined by the commissioner,

counties may use up to six percent of either

calendar year 2008 or 2009 allocations under

Minnesota Statutes, section 119B.03, to

fund accelerated payments that may occur

during the preceding calendar year during

conversion to the automated child care

assistance program system. If conversion

occurs over two calendar years, counties

may use up to three percent of the combined

calendar year allocations to fund accelerated

payments. Funding advanced under this

paragraph shall be considered part of the
Article 19 Sec. 2. 4
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allocation from which it was originally

advanced for purposes of setting future

allocations under Minnesota Statutes, section

119B.03, subdivisions 6, 6a, 6b, and 8, and

shall include funding for administrative costs

under Minnesota Statutes, section 119B.15.

Notwithstanding any contrary provisions in

this article, this paragraph shall sunset on
December 31, 2009.

(f) New chance program appropriation

Of the general fund appropriation, $140,000

for fiscal year 2007 is for a grant to the

new chance program. The new chance

program shall provide comprehensive

services through a private, nonprofit agency

to young parents in Hennepin County who

have dropped out of school and are receiving

public assistance. The program administrator

shall report annually to the commissioner

of human services on skills development,

education, job training, and job placement

outcomes for program participants. This

appropriation shall become part of base level

funding for the biennium beginning July 1,

2007.

(g) Other children’s and economic assistance

grants
General (370,000) (452,000)
Federal TANF -0- 140,000

Food program surplus reduction

The general fund base for the Minnesota food

assistance program is reduced by $370,000
in fiscal year 2006, and by $453,000 in fiscal

year 2007.
Article 19 Sec. 2. 5
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(h) Group residential housing grants

Subd. 3. Children and economic assistance

management

Summary by Fund
General 9,000
Federal TANF -U-

(a) Children and economic assistance

administration
General -0-
Federal TANF -0-

(b) Children and economic assistance

operations

General 9,000
Federal TANF -0-

Subd. 4. Health care grants

Summary by Fund

General -0-

Health Care Access -0-

(a) MinnesotaCare grants health care access

MinnesotaCare outreach

Of the health care access fund appropriation,

$910,000 in fiscal vear 2007 is for the

MinnesotaCare outreach grants under

Minnesota Statutes, section 256L.04,

subdivision 4. Of this amount, $750,000 is

for grants and $160,000 is for administrative

costs.

Transfer to Minnesota pharmacy access

account

Article 19 Sec. 2. » A 6
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Notwithstanding Minnesota Statutes, section

295.581, the commissioner of finance shall

transfer $218,000 from the health care access

fund to the Minnesota pharmacy access
account in fiscal year 2007, $3,246,000 in
fiscal year 2008, and $916,000 in fiscal year

2009. Notwithstanding any provision in this

article to the contrary, this paragraph in this

article shall expire on June 30, 2009.

HealthMatch delay

The commissioner shall delay

implementation of the HealthMatch program

by two months. Of the health care access

fund appropriation, $929,000 in fiscal year

2007 is for the administrative costs of the

two-month delay.

(b) Medical Assistance Basic Health Care -

Families and Children
(¢) Medical Assistance Basic Health Care -

Elderly and Disabled

(d) General Assistance Medical Care

Exemption from transfer to general

assistance medical care

Of the health care access fund appropriation,

$1.,810.000 in fiscal year 2007 is for the

costs of exempting the following general

assistance medical care recipients from the

transfer to MinnesotaCare:

(1) persons who are classified as end-stage

renal disease beneficiaries in the Medicare

program;,

(2) persons who are enrolled in private

health care coverage as defined in Minnesota

Statutes, section 256B.02, subdivision 9;

Article 19 Sec. 2. 7
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(3) persons who are eligible under Minnesota

Statutes, section 256D.03, subdivision 3,

paragraph (7); and

(4) persons who received treatment funded

under Minnesota Statutes, section 254B.02.

Effective July 1, 2007, these costs shall be

paid by the general fund. Notwithstanding

any provision in this article to the contrary,

~ this paragraph shall not expire.

(e) Other health care grants

Subd. 5. Health care management

Summary by Fund

General -0-

Health Care Access -0-

(a) Health care administration

~ General -0-

Health Care Access -0-

Dental grants

A

Of the health care access fund appropriation,
$300,000 in fiscal year 2007 is for grants to

nonprofit dental providers under Minnesota

Statutes, section 256B.76, paragraph (d).

This appropriation shall become part of base

level funding for the biennium beginning

July 1, 2007.

Critical access dental providers

Of the health care access fund appropriation,

$3,500,000 in fiscal year 2007 is for critical

access dental provider rates. Effective July

1, 2007, these rates shall be included in the

medical programs forecast.

Article 19 Sec. 2. 8
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(b) Health care operations

General -0- 80,000
Health Care Access -0- 2,348,000

Intensive care management

(a) Of the health care access fund

appropriation, $1,505,000 for fiscal year

2007 is for the intensive care management

pilot program established under Minnesota

Statutes, section 256B.075, subdivision 2,

paragraph (d), of which $5,000 is for systems

costs and the remainder is to be distributed

as follows:

(1) $300,000 is to be paid under a contract

with the neighborhood health care network

for the community care network project that

consists of a network of safety net clinics and

health centers working in cooperation with

a safety net hospital, a health plan, and the

Department of Human Services to improve

care coordination services;

(2) of the balance remaining after the

payment made under clause (1), 60 percent

shall be paid in grants to federally qualified

health centers, as defined in Minnesota

Statutes, section 256B.075, subdivision 2,

paragraph (d), in proportion to each center’s

amount of discounts granted to patients

during calendar year 2005 as reported on

the federal Uniform Data Systems report in

conformance with the Bureau of Primary

Health Care Program Expectations Policy

Information Notice 98-23, except that each

_eligible federally qualified health center shall

receive at least $10,000 but no more than

Article 19 Sec. 2. 9
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20 percent of the total amount of money

available under this clause;

(3) the balance remaining after the payments

made under clauses (1) and (2) shall be paid

in grants to community clinics, as defined

in Minnesota Statutes, section 256B.075,

subdivision 2, paragraph (d), to be distributed

based on each clinic’s proportionate amount

of contribution to patients as determined in

accordance with the clinic’s formal policy for

sliding fee discounts approved by the clinic’s

board of directors, as reported by each clinic,

except that each eligible community clinic

shall receive at least $10.000 but no more

than 20 percent of the total amount of money

available under this clause; and

(4) the commissioner shall pay the amounts

at the beginning of the fiscal year, even if

federal approval has not yet been granted.

(b) Base level funding for this activity shall

be $1,500,000 each year for the biennium

beginning July 1, 2007.

Subd. 6. Continuing care grants

Summary by Fund

General -0- (1,522,000)
Health Care Access -0- -0-
(a) Aging and adult grants -0-

Medicare part D information and

assistance reimbursement

Federal administrative reimbursement

obtained from information and assistance

services provided by the Senior Linkage or

Article 19 Sec. 2. 10
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Disability Linkage lines to people who are

identified as eligible for medical assistance

shall be appropriated to the commissioner

for this activity.

(b) Alternative care grants -0-

Alternative care base level adjustment

Base level funding for alternative care grants

shall be increased by $2,563,000 in fiscal

year 2007.

(¢) Medical assistance long-term care

facilities -0-

Temporary rate increase

Of the general fund appropriation, $30,000

in fiscal year 2007 is for a temporary rate

increase equivalent to six percent of the

operating rate in effect on July 1, 2006, for

a day training and habilitation provider in

Meeker County providing services to up to

. 110 individuals. This rate increase shall be in

effect only until June 30, 2007.

(d) Medical assistance long-term care waivers -0-

Additional waiver allocations

Notwithstanding the waiver growth limits

in Laws 2005, First Special Session chapter

4, article 9, section 2, paragraph (d), the

commissioner may allocate an additional

waiver allocation under Minnesota Statutes,

section 256B.49, for a recipient of personal

care assistant services who is eligible for

and chooses waivered services and received

personal care assistant services from a

provider who was billing for a service

Article 19 Sec. 2. 11
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delivery model for that recipient other than

individual or shared care on March 1, 2006.

(e) Mental health grants -0-

Methamphetamine coordinator

The following amounts shall be transferred

from the federal chemical health block grant

fund to the commissioner of health for the

fiscal years indicated for the purposes of

Minnesota Statutes, section 144.90: $82,000
in fiscal year 2007; $205,000 in fiscal year
2008:; and $205,000 in fiscal year 2009.

Subd. 7. Continuing care management

General | -0- 881,000
Health Care Access -0- -0-
Subd. 8. State-operated services 30,570,000

Minnesota Security Hospital

For the purposes of enhancing the safety

of the public, improving supervision, and

enhancing community-based mental health

treatment, state-operated services may

establish additional community capacity

for providing treatment and supervision

of clients who have been ordered into a

less restrictive alternative of care from the

state-operated services transition services

program consistent with Minnesota Statutes,

section 246.014.

Minnesota Security Hospital discharge

planning

The commissioner shall study the feasibility

of requiring the Minnesota Security Hospital

to take full responsibility for the provisional

Article 19 Sec. 2. 12
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discharge planning for patients moving from

the St. Peter Campus into the community

under the process outlined by Minnesota

Statutes, section 253B.18, subdivision 8. The

commissioner shall report the results of the

study to the legislature by January 15, 2007.

State-operated services salary deficit

The state-operated services salary deficit
of $6,833,000 in fiscal year 2006, and
$10,274,000 in fiscal year 2007 shall be

absorbed by the Department of Human

Services, excluding state-operated services.

Sec. 3. COMMISSIONER OF HEALTH

Subdivision 1. Total appropriation

Summary by Fund

General

Health Care Access Fund

State Government Special

Revenue

The appropriations in this section are added

to appropriations in Laws 2005, First Special

Session chapter 4, article 9, section 3.

Subd. 2. Health protection

Summary by. Fund

General

State Government Special

Revenue Fund

Pandemic influenza preparedness

Of the general fund appropriation,

$2,610,000 in fiscal year 2007 is for

Article 19 Sec. 3.
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preparation, planning, and response to an

outbreak of influenza. Of this amount,

$2.300,000 is to purchase antivirals;

$110,000 is to purchase supplies; $100,000

1s for stockpile and distributions planning

support; and $100,000 is to support clinics

and local public activities. Base level funding

for this activity for the biennium beginning

July 1, 2007, shall be $1,660,000 each vear.

HIV/AIDS prevention

(a) The commissioner shall allocate

$135,000 of the federal HIV prevention

grant to establish a toll-free telephone line

to provide information and counseling on

HIV/AIDS, contingent on the approval of

the Community Cooperative Council on

HIV/AIDS prevention.

(b) The commissioner shall not cap HIV

prevention grants. Notwithstanding any

provision in this article to the contrary, this

paragraph shall not expire.

Subd. 3. Policy compliance and quality

Summary by Fund

Health Care Access Fund

Sec. 4. VETERANS NURSING HOMES

BOARD

This appropriation is added to appropriations

in Laws 2005, First Special Session chapter

4, article 9, section 4.

Sec. 5. HEALTH-RELATED BOARDS

Article 19 Sec. 5.
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Subdivision 1. State government special

revenue 514,000
Subd. 2. Board of Chiropractic Examiners 5,000

Board of Chiropractic Examiners

appropriation increase

(a) This appropriation is added to

appropriations in Laws 2005, First Special

Session chapter 4, article 9, section

5, subdivision 3. This is a onetime

appropriation.

(b) This increase is to correct programming

difficulties incurred during implementation

of payment processing changes.

Subd. 3. Board of Dentistry -0-

Board of Dentistry appropriation increase

(a) This appropriation is added to

appropriations in Laws 2005, First Special

Session chapter 4, article 9, section 5,

subdivision 4.

(b) This increase is to retain a legal analyst

as part of the board staff.

Subd. 4. Board of Medical Practice 500,000

Board of Medical Practice increase

(a) This appropriation is added to

appropriations in Laws 2005, First Special

Session chapter 4, article 9, section

5, subdivision 7. This is a onetime

appropriation.

(b) This increase is to cover higher than

expected costs of investigation and legal

action.

Article 19 Sec. 5. 15
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Subd. 5. Board of Physical Therapy

Board of Physical Therapy appropriation

increase

(a) This appropriation is added to

appropriations in Laws 2005, First Special

Session chapter 4, article 9, section

5, subdivision 12. This is a onetime

appropriation.

(b) This increase is to correct programming

difficulties incurred during implementation

of payment processing changes.

Subd. 6. Emergency Medical Services Board

Emergency Medical Services Board

appropriation increase

(a) This appropriation is added to

appropriations in Laws 2005, First Special

Sessidn chapter 4, article 9, section 5,

subdivision 12.

(b) This increase is to be spent by the health

professional service program from the state

government special revenue fund.

DG/RDR
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Sec. 6. Minnesota Statutes 2004, section 245.771, is amended by adding a subdivision

to read:

Subd. 4. Food stamp bonus awards. In the event that Minnesota qualifies for

the United States Department of Agriculture Food and Nutrition Services Food Stamp

Program performance bonus awards, the funding is appropriated to the commissioner. The

commissioner shall retain 25 percent of the funding, with the other 75 percent divided

among the counties according to a formula that takes into account each county’s impact

on state performance in the applicable bonus categories.

Sec. 7. Minnesota Statutes 2004, section 256.01, is amended by adding a subdivision

to read:

Article 19 Sec. 7. 16
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Subd. 24. Funding from other than state funds. N otwithstanding sections

16A.013 to 16A.016, the commissioner may accept, on behalf of the state, additional

funding from sources other than state funds for the purpose of financing the cost of

assistance program grants or nongrant administration. All additional funding under this

subdivision is appropriated to the commissioner for use as designated by the grantor of

funding.

Sec. 8. Minnesota Statutes 2004, section 256.014, is amended by adding a subdivision

to read:

Subd. 5. Systems account management. Money appropriated for computer

projects approved by the Minnesota Office of Technology, funded by the legislature, and

approved by the commissioner of finance, may be transferred from one project to another

and from development to operations as the commissioner of human services considers

necessary. Any unexpended balance in the appropriation for these projects does not cancel

but is available for ongoing development and operations.

Sec. 9. Minnesota Statutes 2004, section 256.014, is amended by adding a subdivision
to read:

Subd. 6. Systems continuity. In the event of disruption of technical systems or

computer operations, the commissioner may use available grant appropriations to ensure

continuity of payments for maintaining the health, safety, and well-being of clients served

by programs administered by the Department of Human Services. Grant funds must be

used in a manner consistent with the original intent of the appropriation.

Sec. 10. Minnesota Statutes 2004, section 518.5852, is amended to read:

518.5852 CENTRAL COLLECTIONS UNIT.

Subdivision 1. Creation and maintenance. The commissioner of human services

shall create and maintain a central collections unit for the purpose of receiving, processing,
and disbursing payments, and for maintaining a record of payments, in all cases in which:

(1) the state or county is a party;

(2) the state or county provides child support enforcement services to a party; or

(3) payment is collected through income withholding.

The commissioner may contract for services to carry out these provisions,
provided that the commissioner first meets and negotiates with the affected exclusive

representatives.

Article 19 Sec. 10. 17
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Subd. 2. Deposit of payments. Payments to the commissioner from other

governmental units, private enterprises, and individuals for services performed by the

central collections unit must be deposited in the state systems account authorized under

section 256.014. These payments are appropriated to the commissioner for the operation

of the child support payment center or system, according to section 256.014

Sec. 11. SUNSET OF UNCODIFIED LANGUAGE.

All uncodified language contained in this article expires on June 30, 2007, unless a

different expiration date is explicit.

Article 19 Sec. 11. 18
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