NEW SECTION

WAC 284-43-202 Maintenance of sufficient networks. (1) An issuer

must monitor, on an ongoing basis, the ability and clinical capacity
of its network providers and facilities to furnish health plan ser-
vices to enrollees. Within thirty days of the change in its network as

described below, an issuer Eust notify the commissioner land submit an

A

alternate access delivery request in accordance with WAC 284-43-
220(3) (d) :

(a) A reduction, by termination or otherwise, of ten percent or

more in the number of specialty providers lor mental health providers

participating in the network since the initial approval bate

’

(b) Termination or reduction of a specific type of specialty pro-

vider on the American Board of Medical Specialists list of special-

ties, where there are fewer than two of the specialists in a service

areay;
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Comment [DOH1]: Should there be requirements
around notifying consumer of network change?

Comment [DOH2]: Mental health providers and
specialty providers should be in two separate subsec-
tions to govern reductions in access. Having them
together with an “or” could allow an issuer to reduce
only mental health providers because they are too
costly. This does not fit with the Affordable Care
Act’s (ACA) or the state’s priorities with integrating
physical and behavioral healthcare

Comment [DOH3]: Add to end of subsection “in
a service area” to be consistent with other reduction
language.




(c) An increase or reduction of twenty-five percent or more in

the number of enrollees in the service area since the annual approval

date;

(d) A reduction of five percent or more in the number of primary

care providers with open panels in the service area;

(e) The termination or expiration of a contract with a hospital

or any associated hospital-based medical group within a service area;

or

(f) A fifteen percent reduction in the number of providers for a

specific chronic condition or disease participating in the network

where the chronic condition or disease affects more than five percent

of the issuer's enrollees in the Iservice area.

(2) An issuer must base its actuarial projections of health care
costs submitted as part of a premium rate filing on the Lctual/network
it proposes for the health plan’s service areas.

(3) A closed practice may be included in a provider network for

purposes of reporting network adequacy, but must not be used to justi-

Closei net-

i Y a

fy &etwork access for anticipated enrollment growth)

work status must be shared with current enrollees at time of approval

A A

and available to new consumers prior to enrollment.

A A
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Comment [DOH4]: Recommend adding an addi-
tional subsection regarding reduction in essential
community providers in the network since a certain
level of these providers are required under ACA.

[Comment [DOHS5]: How is this defined?

Comment [DOH6]: Can a closed practice be
included to determine network access for current
enrollees? Or to maintain the current level of enrol-
lees?

Comment [DOH7]: Addition
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(4) An issuer must have and maintain a sufficient number and type
of providers for whom direct access is required in its network to ac-
commodate all new and existing enrollees in the service areas.

(5) For networks that include medical home or medical management
services in lieu of a model where the primary care provider provides
referrals to specialty or ancillary services, or where the issuer re-
quires providers to whom an enrollee has direct access to notify the
enrollee's primary care provider of treatment plans and services de-
livered, the issuer must monitor the continuity and coordination of
care that enrollees receive. An issuer must act to assure continuity
and coordination of care in a manner consistent with professionally
recognized evidence-based standards of practice, across the health
plan network. The baseline for such coordination is monitoring as of-
ten as is necessary, but not less than once a year:

(a) The systems or processes for integration of health care ser-
vices by medical and mental health providers;

(b) The exchange of information between primary and specialty

providers, including mental and behavioral health Eroviders;

(c) Appropriate diagnosis, treatment, and referral practices;
(d) Access to treatment and follow-up for enrollees with coexist-

ing and mental health disorders or chronic medical conditions.

[ 3] 6Draft 2016
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Comment [DOH8]: Addition. Promotes integra-
tion of physical and behavioral health care




(6) This section is effective for all plans, whether new or re-

newed, with effective dates on or after January 1, 2016.

NEW SECTION

WAC 284-43-225 Issuer recordkeeping—Provider networks. (1) An is-
suer must make its records, contracts, and agreements available to the
commissioner on request to support its provider network filing re-
ports.

(a) Records to support proof of good faith contracting efforts

must be retained for six years, including contracts offered, rejected,

o . | Comment [DOH9]: This addition is to provide
and the reasons for [rejection.—= | proof on having achieved network access, especially

in rural areas, and why certain providers may not be
in their networks.

(b) Signed contracts and reimbursement agreements and associated

accounting records must be retained for ten years.

(2) Beginning January 1, 2016, an issuer must be able to identify

for the commissioner upon request the number of prior authorization

requests for services by all providers that were made, and that were

. . . . . | Comment [DOH10]: Addition. These specifics
denied, by benefit year, service, service category, and Ispecialty. | should facilitate better understanding of the outreach
4 issuers have done to create and maintain their net-
works.
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AMENDATORY SECTION (Amending WSR 01-03-033, filed 1/9/01, effective

7/1/01)

WAC 284-43-251 ((Covered-person's)) Enrollee's access to provid-

ers. (1) Each ((earrier)) issuer must allow ( (& rered—persen)) an

) {Comment [DOH11]: Who defines what a prima-

enrollee to choose a Lrimary care provider who is accepting new pa- ry care provider is?

tients from a list of participating providers. ((Cewvered—persens))
(a) Enrollees also must be permitted to change primary care pro-

viders at any time with the change becoming effective no later than

B

the beginning of the month following the ((eewvered—per +'s)) enrol-

s

lee's request for the change.

(b) The issuer must ensure at all times that there are a suffi-

cient number of primary care providers in the service area accepting

new patients to accommodate new enrollees if the plan is open to new

enrollment, and to ensure that existing enrollees have the ability to

. : Comment [DOH12]: Add a subsection about
change primary care prov1de LS. minors having access to quality health care services

from their chosen in network provider in accordance
. . with laws related to minors’ rights to health care
(2) Each issuer must allow an enrolled child under the age of (RCW 7.70.050(4); RCW 70.24.110; RCW
9.02.100(2); RCW 9.02.100(1); State v. Koome, 84
Whn.2d 901 (1975); RCW 71.34.530; RCW
eighteen direct access to a pediatrician within their network, who is 71.34.500; RCW 70.96A.096, 230.). Pediatricians
cannot always offer the quality services that minors
have access to without parental consent. See the
. X . Lo X . .. following matrix for more guidance:
accepting new patients, from a list of participating pediatricians. https://depts.washington.edu/hcsats/PDF/guidelines/
Mi-
""""""" nors%20Health%20Care%20Rights%20Washington
%?20State.pdf
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(a) Enrollees must be permitted to change pediatricians at any

time, with the change becoming effective not later than the beginning

of the month following the enrollee’s request for the change.

(b) Each issuer must ensure at all times that there are a suffi-

cient number of pediatricians in the service area accepting new pa-

tients to accommodate new enrollees if the plan is open to new enroll-

ment, and to ensure that existing enrollees under the age of eighteen

have the ability to change pediatricians.

((#2¥)) (3) Each ((earrier)) issuer must have a process whereby

( (& Fered—persen)) an enrollee with a complex or serious medical

condition or ((psyehiatrie)) mental health or substance use disorder,

including behavioral health, ((eemditiern)) may receive a standing re-

Comment [DOH13]: How is this de-
fined/determined? Is this at the discretion of the
issuer or provider?

ferral to a participating specialist for lan extended period of timel.

The standing referral must be consistent with the ((e red—persen's) )

enrollee's medical or mental health needs and plan benefits. For exam-

ple, a one-month standing referral would not satisfy this requirement
when the expected course of treatment was indefinite. However, a re-
ferral does not preclude ((earrier)) issuer performance of utilization
review functions.

((3)r)) (4) Each ((eagrrier——shald)) issuer must provide ((eevered

persens)) enrollees with direct access to the participating chiroprac-
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tor of the ((eevered—persen's)) enrollee's choice for covered chiro-
practic health care without the necessity of prior referral. Nothing

in this subsection prevents ((shall—prevenrt—earriers)) issuers from

restricting ((eevered—persens)) enrollees to seeing only chiropractors
who have signed participating provider agreements or from utilizing
other managed care and cost containment techniques and processes such

as prior authorization. For purposes of this subsection, "covered chi-

ropractic health care" means covered benefits and limitations related
to chiropractic health services as stated in the plan's medical cover-
age agreement, with the exception of any provisions related to prior
referral for services.

((#4r)) (5) Each ((earrter)) issuer must provide, upon the re-

quest of ( (=& vered—persor)) an enrollee, access by the ((eovered

persern)) enrollee to a second opinion regarding any medical diagnosis

or treatment plan from a qualified participating provider of the

( (eovered—persen's)) enrollee's choice. The ((earrier)) issuer may not

impose any charge or cost upon the ((eewvered—persern)) enrollee for
such second opinion other than a charge or cost imposed for the same
service in otherwise similar circumstances.

((#5)r)) (6) (a) Each ((earrier)) issuer must cover services of a

primary care provider whose contract with the plan or whose contract

[ 7] 6Draft 2016



with a subcontractor is being terminated by the plan or subcontractor

without cause under the terms of that contract: 1) for at least sixty

days following notice of termination to the ((eevered—persens)) enrol-
lees or, 2) in group coverage arrangements involving periods of open

enrollment, only until the end of the next open enrollment period.

(b) Notice to ((e red—person hatlt)) enrollees must include
information of the (( red—persents)) enrollee's right of access to

the terminating provider for an additional sixty days.

(c) The provider's relationship with the ((eazrier)) issuer or
subcontractor must be continued on the same terms and conditions as
those of the contract the plan or subcontractor is terminating, except

for any provision requiring that the ((earrier)) issuer assign new

( (eovered—persens)) enrollees to the terminated provider.
((#6¥)) (7) Each ((egrrier—shall)) issuer must make a good faith

effort to assure that written notice of a termination within fifteen

working days of receipt or issuance of a notice of termination is pro-

vided to all ((eevered—persens)) enrollees who are patients seen on a
regular basis by the provider whose contract is terminating, irrespec-

tive of whether the termination was for cause or without cause.

[Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460,

48.30.010, 48.44.050, 48.46.100, 48.46.200, 48.43.505, 48.43.510,
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48.43.515, 48.43.520, 48.43.525,

(Matter No. R 2000-02), § 284-43

AMENDATORY SECTION (Amending WSR

2/22/98)

WAC 284-43-300 Provider and

(A

48.43.530, 48.43.535. WSR 01-03-033

-251, filed 1/9/01, effective 7/1/01.]

98-04-005, filed 1/22/98, effective

facility contracts with ((health—ear-

rrier)) 1)

riers)) issuers—Generally.

ing with providers or facilities

An issuer contract-

for health care service delivery to

( (eovered—persons——shaltt)) enrollees must satisfy all the requirements
contained in this subchapter. ((Fhe—heatth ecarrier shall ensure—+that
e 1 da nd £ 4144 U AR P T rotzi Ao nd £
providers—andfaeititt sbeeontractiag—with—+th providers—and—fa
44 I e o e e b peedeg s dee ol g Sa e e

2) An issuer must ensure th

at subcontractors of its contracted

providers and facilities comply with the requirements of this

Provider n

subehaptersubsection.

etworks must include every provider

category and type necessary to d

eliver covered services at all times

during the contract Eeriodj

| Comment [DOH14]: Addition. This addition

will hopefully prevent one-time preventive services
offerings, such as HIV tests and screenings.

[Statutory Authority: RCW 48.02.

48.44.020, 48.44.050, 48.44.080,

060, 48.20.450, 48.20.460, 48.30.010,

48.46.030, 48.46.060(2), 48.46.200
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and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-300, filed

1/22/98, effective 2/22/98.]

AMENDATORY SECTION (Amending WSR 98-04-005, filed 1/22/98, effective

2/22/98)

WAC 284-43-310 Selection of participating providers—Credentialing

and unfair discrimination. (1) ((Heatth——earrier)) An issuer must de-

velop selection standards for participating providers, ((ane—faeiti—

5 111 dasz PSRN +h
eXeS B30 o mm e S S SO t1t T

lev
Rl o

Y rrier)) for primary care providers,
and for each health care provider or facility license or professional
specialty. The standards ((shat¥)) must be used in determining the se-
lection of health care providers and facilities by the health ((earri-
e¥)) issuer. The standards ((skeadd)) must be consistent with rules or
standards established by the state department of health or other regu-
latory authority established in Title 18 RCW for health care providers

specified in RCW 18.130.040. Selection criteria ((shat®)) must not be

established in a manner that would:

(a) ((Fhat—woutd—atteow a heatthearrier)) Allow an issuer to

avoid risk by excluding providers or facilities because they are lo-

cated in geographic areas that contain populations presenting a risk
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of higher than average claims, losses, or health services utilization;
or

(b) ((Fhet—wewutda)) Exclude providers, practitioners, or facili-

ties because they treat or specialize in treating persons presenting a
risk of higher than average claims, losses, or health services utili-
zation or because they treat or specialize in treating minority or
special populations; or

(c) Discriminate regarding participation in the network solely

based on the provider type or category if the provider is acting with-

. . . Comment [DOH15]: In support of this provi-
in the scope of their [license. ”{gm. P °

(2) The provisions of subsection (1) ((4ay—armd—b})) of this sec-
tion ((skait)) must not be construed to prohibit ((a—earrier)) an is-
suer from declining to select a provider or facility who fails to meet
other legitimate selection criteria of the ((earrier)) issuer. The
purpose of these provisions is to prevent network creation and provid-
er or facility selection to serve as a substitute for prohibited
health risk avoidance or prohibited discrimination.

(3) The provisions of this subchapter do not require ((a—keatth
earrier)) an issuer to employ, to contract with, or retain more pro-
viders or facilities than are necessary to comply with the network

( (adeguaey)) access standards of this chapter.
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(4) A heatthearriershaltt)) An issuer must make its selection

standards for participating providers and facilities available for re-

view upon request by the commissioner.

[Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010,
48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200
and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-310, filed

1/22/98, effective 2/22/98.]

AMENDATORY SECTION (Amending WSR 99-21-016, filed 10/11/99, effective

11/11/99)

WAC 284-43-320 Provider contracts—Standards—Hold harmless provi-
sions. The execution of a contract by a health ((earrier—shall)) issu-

er does not relieve the health ((earrier)) issuer of its obligations

to any (( red—persen)) enrollee for the provision of health care
services, nor of its responsibility for compliance with statutes or
regulations. In addition to the contract form filing requirements of
this subchapter, all individual provider and facility contracts
((shatE)) must be in writing and available for review upon request by

the commissioner.
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(1) ((Aheatth—earrier—shalt)) An issuer must establish a mecha-

nism by which its participating providers and facilities can obtain
timely information on patient eligibility for health care services and
health plan benefits, including any limitations or conditions on ser-
vices or benefits.

(2) Nothing contained in a participating provider or a partici-
pating facility contract may have the effect of modifying benefits,
terms, or conditions contained in the health plan. In the event of any

conflict between the contract and a health plan, the benefits, terms,

and conditions of the health plan ((skadd)) must govern with respect

to coverage provided to ((eevered—persens)) enrollees.
((#2r)) (3) Each participating provider and participating facili-

ty contract ((skadt)) must contain the following provisions ((er—vari-—

aEieons—appr d—byv—the—commissioner))
(a) "{Name of provider or facility} hereby agrees that in no

event, including, but not limited to nonpayment by {name of ((earri-
e¥)) issuer}, {name of ((earrier's)) issuer's} insolvency, or breach
of this contract ((shex®)) will{name of provider or facility} bill,

charge, collect a deposit from, seek compensation, remuneration, or

reimbursement from, or have any recourse against ((a—eevered—persen))

an enrollee or person acting on their behalf, other than {name of
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( (earrier)) issuer}, for services provided pursuant to this contract.
This provision ((shal®)) does not prohibit collection of {deductibles,
copayments, coinsurance, and/or payment for noncovered services},

which have not otherwise been paid by a primary or secondary ((earri-—

er)) issuer in accordance with regulatory standards for coordination

of benefits, from ((e red—persens)) enrollees in accordance with the

terms of the ((eevered—persen's)) enrollee's health plan."

(b) "{Name of provider or facility} agrees, in the event of {name

of ((earrier's)) issuer's} insolvency, to continue to provide the ser-

vices promised in this contract to ((eevered—persens)) enrollees of

{name of ((earriexr)) issuer} for the duration of the period for which

premiums on behalf of the (( rered—person)) enrollee were paid to

{Name of ((earrier)) issuer} or until the ((eevered—persen's)) enrol-

lee's discharge from inpatient facilities, whichever time is greater."
(c) "Notwithstanding any other provision of this contract, noth-

ing in this contract shall be construed to modify the rights and bene-

B

fits contained in the ((eevered—per

+'s)) enrollee's health plan.”

W

(d) "{Name of provider or facility} may not bill the ((eevered
persern)) enrollee for covered services (except for deductibles, copay-

ments, or coinsurance) where {name of ((earrier)) issuer} denies pay-
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ments because the provider or facility has failed to comply with the

terms or conditions of this contract."

(e) "{Name of provider or facility} further agrees (i) that the

provisions of (a), (b), (c), and (d) of this subsection (({fer—Fdenti-

sEions—appropriate—to—th ntract—form})) shall survive ter-
mination of this contract regardless of the cause giving rise to ter-
mination and shall be construed to be for the benefit of {name of

( (earrier'st—ecoveredpersens)) issuer's} enrollees, and (ii) that this

provision supersedes any oral or written contrary agreement now exist-

ing or hereafter entered into between {name of provider or facility}

and (( rered—persens)) enrollees or persons acting on their behalf."
(f) "If {name of provider or facility} contracts with other pro-

viders or facilities who agree to provide covered services to ((eev—

ered—persens)) enrollees of {name of ((earrier)) issuer} with the ex-

pectation of receiving payment directly or indirectly from {name of

( (earrier)) issuer}, such providers or facilities must agree to abide

by the provisions of (a), (b), (c), (d), and (e) of this subsection

[y 3 At £ B N P NN + + 1 PONE SN S NP | "
( (Hor—identifyingeitations—appropriate—to—th ntract—form}))
((2¥)) (4) The contract ((shaed?d)) must inform participating pro-

viders and facilities that willfully collecting or attempting to col-

lect an amount from ((a—eewvered—persern)) an enrollee knowing that col-
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lection to be in violation of the participating provider or facility

contract constitutes a class C felony under RCW 48.80.030(5).

( (A heatthearrier—shaltlt)) (5) An issuer must notify partici-

pating providers and facilities of their responsibilities with respect

to the ((heatthearrier's)) issuer's applicable administrative poli-
cies and programs, including but not limited to payment terms, utili-
zation review, quality assessment and improvement programs, creden-

tialing, grievance, appeal and adverse benefit determination proce-

dures, data reporting requirements, pharmacy benefit substitution pro-

cesses, confidentiality requirements and any applicable federal or
state requirements.

(6) An issuer must make documents, procedures, and other adminis-

trative policies and programs referenced in the contract ( (must

be))available for review by the provider or facility prior to con-

tracting. An issuer may comply with this subsection by providing elec-

tronic access.

(a) Participating providers and facilities must be given reasona-
ble notice of not less than sixty days of changes that affect provider
or facility compensation ((amd)) or that affect health care service

delivery unless changes to federal or state law or regulations make
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such advance notice impossible, in which case notice ((shatd)) must be
provided as soon as possible.

(b) Subject to any termination and continuity of care provisions
of the contract, a provider or facility may terminate the contract

without penalty if the provider or facility does not agree with the

changes, subject to the requirements in subsection (9) of this sec-

tion.
(c) No change to the contract may be made retroactive without the
express consent of the provider or facility.

(d) An issuer must give a provider or facility full access to the

coverage and service terms of the applicable health plan for an en-

rolled patient.
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eree+)) (7) Each participating provider and participating facility con-

tract must contain the following provisions:

(a) "No health carrier subject to the jurisdiction of the state
of Washington may in any way preclude or discourage their providers
from informing patients of the care they require, including various
treatment options, and whether in their view such care is consistent

with medical necessity, medical appropriateness, or otherwise covered
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by the patient's service agreement with the health carrier. No health

carrier may prohibit, discourage, or penalize a provider otherwise

practicing in compliance with the law from advocating on behalf of a

patient with a health carrier. Nothing in this section shall be con-

strued to authorize providers to bind health carriers to pay for any

service."

(b) "No health carrier may preclude or discourage patients or

those paying for their coverage from discussing the comparative merits

of different health carriers with their providers. This prohibition

specifically includes prohibiting or limiting providers participating

in those discussions even if critical of a carrier."

confidentiality of medical or health records, ((AHeatth—earrier

shatt))an issuer must require participating providers and facilities
to make health records available to appropriate state and federal au-

thorities involved in assessing the quality of care or investigating

((#he)) grievances, appeals, ((e¥)) complaints, ((ef—ecovered—persons))

or review of any adverse benefit determinations of enrollees ((subjeet

+ el e 1 o e Foadaral < reolatad + + 1 comEl Aot 14+ £
to—appticabt tate—andfederatl taws—reltated—to—th afidentiatity—of
mediecatl—or—healtth—reeerds)). An issuer must require providers and fa-
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cilities to cooperate with audit reviews of encounter data in relation

to the administration of health plan risk adjustment and reinsurance

programs.

TASAY A
((H

rrier)) (9) An issuer and participating provider
and facility ((sketd)) must provide at least sixty days' written no-

tice to each other before terminating the contract without cause.

(10)Whether the termination was for cause, or without cause, the

issuer must make a good faith effort to assure that written notice of

a termination within fifteen working days of receipt or issuance of a

notice of termination is provided to all ( (e red—persens)) enrollees
who are patients seen:

(a) On a regular basis by a specialist; or

(b) By ((£he—previder)) a provider for whom they have a standing

referral,
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(c) By a primary care provider. ( (—that—earrier shall make a—<goed
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(11) An issuer is responsible for ensuring that participating

providers and facilities furnish covered services to each ( (eovered

persens)) enrollee without regard to the ((e red—persents)) enrol-
lee's enrollment in the plan as a private purchaser of the plan or as
a participant in publicly financed programs of health care services.
This requirement does not apply to circumstances when the provider
should not render services due to limitations arising from lack of
training, experience, skill, or licensing restrictions.

( (A heatthearrier—shaltlt)) (12) An issuer must not penalize a

provider because the provider, in good faith, reports to state or fed-

eral authorities any act or practice by the ((readth—arrier)) issuer
that jeopardizes patient health or welfare or that may violate state

or federal law.

( (—Th LT T mrad e it ot o — o £ oot oo
o )—=1t TOTTOWIRGPE FSFoR—% a—F tatement T—a—StaEBtEOoEY
et oAt £ ] S DAL AQ A2 NQE . WA Aot bl oo o - N |
regurremen Tt ot T <th—a o 4o- o + NOEW It S tanaI gAYy teYr—P¥ I
El £ 1 o5 h 1+ ryrioy EEN N £+ + S ads ot g £ +
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Comment [DOH16]: Why was this subsection
struck? What protections will there be for consumers
to go out of network if needed?
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((3+3r)) (13) Every participating provider contract ((skadt))
must contain procedures for the fair resolution of disputes arising

out of the contract.

[Statutory Authority: RCW 48.02.060, 48.30.010, 48.43.055, 48.44.050,
48.44.070, 48.46.030, 48.46.200 and 48.46.243. WSR 99-21-016 (Matter
No. R 98-21), § 284-43-320, filed 10/11/99, effective 11/11/99. Statu-
tory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010,
48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200
and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-320, filed

1/22/98, effective 2/22/98.]

AMENDATORY SECTION (Amending WSR 13-16-045, filed 7/31/13, effective

8/31/13)

WAC 284-43-330 Participating provider—Filing and approval. (1)

rrier miior £47 PO TN TN SUU i oner thies a
A—earrrer—must—itite—with—tn MRS SToner—t S

gse)) An issuer must file for Lrior approval lall partic-

days—prier

Comment [DOH17]: What will be the criteria
for approval? What are you want to look at? Levels
of providers in the network?

ipating provider agreements and facility agreements prior to use. An

issuer must file sample contract forms proposed for use with its par-

ticipating providers and facilities, and all negotiated provider

agreements. The commissioner must receive the filings electronically
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not later than thirty calendar days prior to the first date on which

the contract form is proposed to providers for execution.

(2) ((Ahealtthearrier shalt)) An issuer must submit: ( (materi-—

a+)) (a) All changes to a sample contract form to the commissioner

thirty calendar days prior to use. ((Carriers—shatl)) (i) Issuers must

indicate in the filing whether any change affects a provision required
by this chapter. All changes to contracts must be indicated through
strike outs for deletions and underlines for new material.

(ii) Alternatively, ((earriers)) issuers may refile a sample con-
tract that incorporates changes along with a copy of the contract ad-
dendum or amendment and any correspondence that will be sent to pro-
viders and facilities sufficient for a clear determination of contract
changes. Changes not affecting a provision required by this chapter

are deemed approved upon filing.

(b) All negotiated contracts must be filed with the commissioner

thirty calendar days prior to the execution of the contract and

include all contract documents between the parties.

(3) If the commissioner takes no action within thirty calendar

days after submission ( (ef—a——samplte—econtract or o materiatl change—+to—a
i g
sarmpt rEraet—formby aheatth—earrier)), the ((ekharge—eoxr)) form is

[ 22 1] 6Draft 2016



deemed approved except that the commissioner may extend the approval
period an additional fifteen calendar days upon giving notice before
the expiration of the initial thirty-day period. Approval may be sub-
sequently withdrawn for cause.

(4) The ((khealth—earrier shall)) issuer must maintain provider

and facility contracts at its principal place of business in the

state, or the ((heatth—earrier——shatt)) issuer must have access to all
contracts and provide copies to facilitate regulatory review upon
twenty days prior written notice from the commissioner.

(5) Nothing in this section relieves the issuer of the responsi-

bility detailed in WAC 284-43-220(3) (b)to ensure that all provider and

facility contracts are current and signed if the provider is listed in

the network filed for approval with the commissioner.

] . . , | Comment [DOH18]: In support of this added
(6) If an issuer lenters into a reimbursement agreement that is | section. Recommend adding language around notifi-

cation to consumer around different agreements.
Perhaps, limit notification to when the plan network

tied to health outcomes, utilization of specific services, patient f%??cmNMWHMmmmmwmmﬁmmmw
standarads.

volume within a specific period of time, or other performance stand-

ards, the issuer must file the reimbursement agreement with the com-

missioner thirty days prior to the effective date of the agreement,

and identify the number of enrollees in the service area in which the

reimbursement agreement applies. Such reimbursement agreements must

not cause or be determined by the commissioner to result in discrimi-
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nation against or rationing of medically necessary services for enrol-

lees with a specific covered condition or disease. If the commissioner

fails to notify the issuer that the agreement is disapproved within

thirty days of receipt, the agreement is deemed approved.

[Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.030, 48.46.200,
and 2013 ¢ 277 § 1. WSR 13-16-045 (Matter No. R 2012-24), § 284-43-
330, filed 7/31/13, effective 8/31/13. Statutory Authority: RCW
48.02.060, 48.30.010, 48.43.055, 48.44.050, 48.44.070, 48.46.030,
48.46.200 and 48.46.243. WSR 99-21-016 (Matter No. R 98-21), § 284-43-
330, filed 10/11/99, effective 11/11/99. Statutory Authority: RCW
48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050,
48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 98-
04-005 (Matter No. R 97-3), § 284-43-330, filed 1/22/98, effective

2/22/98.]
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