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Senator .......eeeeeeeeennn. moves to amend S.F. No. 4612 as follows:

Page 220, after line 2, insert:

"ARTICLE 10
HEALTH PLAN REGULATORY ALIGNMENT

Section 1. Minnesota Statutes 2024, section 60A.50, subdivision 3, is amended to read:

Subd. 3. Commissioner. "Commissioner" means the commissioner of commerce or-the

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 2. Minnesota Statutes 2024, section 60A.951, subdivision 3, is amended to read:

Subd. 3. Commissioner. "Commissioner" means the commissioner of commerce for

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 3. Minnesota Statutes 2024, section 60A.985, subdivision 8, is amended to read:

Subd. 8. Licensee. "Licensee" means any person licensed, authorized to operate, or

registered, or required to be licensed, authorized, or registered by the Department of

Commerce erthe Department-ef Health under chapters 59A to 62M, 62Q to 62V, and 64B
to 79A.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 4. Minnesota Statutes 2024, section 60A.9853, subdivision 1, is amended to read:

Subdivision 1. Notification to the commissioner. Each licensee shall notify the
commissioner of commerce erecommisstonerof-healthwhichevercommissionerotherwise
regulates-the Heensee; without unreasonable delay but in no event later than five business
days from a determination that a cybersecurity event has occurred when either of the

following criteria has been met:

(1) this state is the licensee's state of domicile, in the case of an insurer, or this state is
the licensee's home state, in the case of a producer, as those terms are defined in chapter

60K and the cybersecurity event has a reasonable likelihood of materially harming:

(1) any consumer residing in this state; or

Article 10 Sec. 4. 1
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(i1) any part of the normal operations of the licensee; or

(2) the licensee reasonably believes that the nonpublic information involved is of 250

or more consumers residing in this state and that is either of the following:

(1) a cybersecurity event impacting the licensee of which notice is required to be provided
to any government body, self-regulatory agency, or any other supervisory body pursuant

to any state or federal law; or
(1) a cybersecurity event that has a reasonable likelihood of materially harming:
(A) any consumer residing in this state; or
(B) any part of the normal operations of the licensee.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 5. Minnesota Statutes 2024, section 60A.9854, i1s amended to read:

60A.9854 POWER OF COMMISSIONER.

(a) The commissioner of commerce ereommisstoner-efhealth, whicheverecommisstoner
otherwiseregulates-the licensee;-shall-have has power to examine and investigate into the
affairs of any licensee to determine whether the licensee has been or is engaged in any
conduct in violation of sections 60A.985 to 60A.9857. This power is in addition to the
powers which the commissioner has under section 60A.031. Any such investigation or

examination shall be conducted pursuant to section 60A.031.

(b) Whenever the commissioner of commerce er-ecommisstoner-of-health has reason to
believe that a licensee has been or is engaged in conduct in this state which violates sections
60A.985 to 60A.9857, the commissioner of commerce er-commissioner-ofhealth may take

action that is necessary or appropriate to enforce those sections.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 6. Minnesota Statutes 2024, section 60B.03, subdivision 2, is amended to read:

Subd. 2. Commissioner. "Commissioner" means the commissioner of commerce ofthe

state-of Minneseta and, in that commissioner's absence or disability, a deputy or other person
duly designated to act in that commissioner's place. In-the-eontext-efrehabilitation-or

Article 10 Sec. 6. 2
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EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 7. Minnesota Statutes 2024, section 60G.01, subdivision 2, is amended to read:

Subd. 2. Commissioner. "Commissioner" means the commissioner of commerce;exeept

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 8. Minnesota Statutes 2024, section 60G.01, subdivision 4, is amended to read:

Subd. 4. Department. "Department” means the Department of Commerce;exeeptthat

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 9. Minnesota Statutes 2024, section 62A.02, subdivision 8, is amended to read:

Subd. 8. Filing by health carriers for purposes of complying with the certification
requirements of MNsure. No qualified health plan shall be offered through MNsure until
its form and the premium rates pertaining to the form have been approved by the
commissioner of commerce erhealth;-as-apprepriate; and the health plan has been determined
to comply with the certification requirements of MNsure in accordance with an agreement

between the commissioners of commerce and health and MNsure.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 10. Minnesota Statutes 2024, section 62A.021, subdivision 1, is amended to read:

Subdivision 1. Loss ratio standards. (a) Notwithstanding section 62A.02, subdivision
3, relating to loss ratios, and except as otherwise authorized by section 62A.02, subdivision
3a, for individual policies or certificates, health care policies or certificates shall not be
delivered or issued for delivery to an individual or to a small employer as defined in section
62L.02, unless the policies or certificates can be expected, as estimated for the entire period
for which rates are computed to provide coverage, to return to Minnesota policyholders and
certificate holders in the form of aggregate benefits not including anticipated refunds or
credits, provided under the policies or certificates, (1) at least 75 percent of the aggregate
amount of premiums earned in the case of policies issued in the small employer market, as

defined in section 62L.02, subdivision 27, calculated on an aggregate basis; and (2) at least

Article 10 Sec. 10. 3
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65 percent of the aggregate amount of premiums earned in the case of each policy form or
certificate form issued in the individual market; calculated on the basis of incurred claims
experience or incurred health care expenses where coverage is provided by a health
maintenance organization on a service rather than reimbursement basis and earned premiums
for the period and according to accepted actuarial principles and practices. Assessments by
the reinsurance association created in chapter 62L and all types of taxes, surcharges, or
assessments created by Laws 1992, chapter 549, or created on or after April 23, 1992, are
included in the calculation of incurred claims experience or incurred health care expenses.
The applicable percentage for policies and certificates issued in the small employer market,
as defined in section 62L.02, increases by one percentage point on July 1 of each year,
beginning on July 1, 1994, until an 82 percent loss ratio is reached on July 1, 2000. The
applicable percentage for policy forms and certificate forms issued in the individual market
increases by one percentage point on July 1 of each year, beginning on July 1, 1994, until
a 72 percent loss ratio is reached on July 1, 2000. A health carrier that enters a market after
July 1, 1993, does not start at the beginning of the phase-in schedule and must instead
comply with the loss ratio requirements applicable to other health carriers in that market
for each time period. Premiums earned and claims incurred in markets other than the small

employer and individual markets are not relevant for purposes of this section.

(b) All filings of rates and rating schedules shall demonstrate that actual expected claims
in relation to premiums comply with the requirements of this section when combined with
actual experience to date. Filings of rate revisions shall also demonstrate that the anticipated
loss ratio over the entire future period for which the revised rates are computed to provide
coverage can be expected to meet the appropriate loss ratio standards, and aggregate loss
ratio from inception of the policy form or certificate form shall equal or exceed the

appropriate loss ratio standards.

(c) A health carrier that issues health care policies and certificates to individuals or to
small employers, as defined in section 62L..02, in this state shall file annually its rates, rating
schedule, and supporting documentation including ratios of incurred losses to earned
premiums by policy form or certificate form duration for approval by the commissioner
according to the filing requirements and procedures prescribed by the commissioner. The
supporting documentation shall also demonstrate in accordance with actuarial standards of
practice using reasonable assumptions that the appropriate loss ratio standards can be
expected to be met over the entire period for which rates are computed. The demonstration
shall exclude active life reserves. If the data submitted does not confirm that the health

carrier has satisfied the loss ratio requirements of this section, the commissioner shall notify

Article 10 Sec. 10. 4
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the health carrier in writing of the deficiency. The health carrier shall have 30 days from
the date of the commissioner's notice to file amended rates that comply with this section.
If the health carrier fails to file amended rates within the prescribed time, the commissioner
shall order that the health carrier's filed rates for the nonconforming policy form or certificate
form be reduced to an amount that would have resulted in a loss ratio that complied with
this section had it been in effect for the reporting period of the supplement. The health
carrier's failure to file amended rates within the specified time or the issuance of the
commissioner's order amending the rates does not preclude the health carrier from filing an
amendment of its rates at a later time. The commissioner shall annually make the submitted
data available to the public at a cost not to exceed the cost of copying. The data must be
compiled in a form useful for consumers who wish to compare premium charges and loss

ratios.

(d) Each sale of a policy or certificate that does not comply with the loss ratio
requirements of this section is an unfair or deceptive act or practice in the business of

insurance and is subject to the penalties in sections 72A.17 to 72A.32.

(e)(1) For purposes of this section, health care policies issued as a result of solicitations
of individuals through the mail or mass media advertising, including both print and broadcast

advertising, shall be treated as individual policies.

(2) For purposes of this section, (i) "health care policy" or "health care certificate" is a
health plan as defined in section 62A.011; and (ii) "health carrier" has the meaning given
in section 62A.011 and includes all health carriers delivering or issuing for delivery health
care policies or certificates in this state or offering these policies or certificates to residents

of this state.

() The loss ratio phase-in as described in paragraph (a) does not apply to individual
policies and small employer policies issued by a health plan company that is assessed less
than three percent of the total annual amount assessed by the Minnesota Comprehensive
Health Association. These policies must meet a 68 percent loss ratio for individual policies,
a 71 percent loss ratio for small employer policies with fewer than ten employees, and a 75

percent loss ratio for all other small employer policies.

(g) Notwithstanding paragraphs (a) and (f), the loss ratio shall be 60 percent for a health
plan as defined in section 62A.011, offered by an insurance company licensed under chapter
60A that is assessed less than ten percent of the total annual amount assessed by the

Minnesota Comprehensive Health Association. For purposes of the percentage calculation

Article 10 Sec. 10. 5
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of the association's assessments, an insurance company's assessments include those of its

affiliates.

(h) The eemmissteners commissioner of commerce and-health-shall-each must annually

issue a public report listing, by health plan company, the actual loss ratios experienced in

the individual and small employer markets in this state by-the-health-plan-ecompanies-that

day. The report or reports shall be released no later than June 1 for loss ratios experienced
for the preceding calendar year. Health plan companies shall provide to the eemmissioners

commissioner any information requested by the eemmissteners commissioner for purposes

of this paragraph.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 11. Minnesota Statutes 2024, section 62A.61, is amended to read:

62A.61 DISCLOSURE OF METHODS USED BY HEALTH CARRIERS TO
DETERMINE USUAL AND CUSTOMARY FEES.

(a) A health carrier that bases reimbursement to health care providers upon a usual and
customary fee must maintain in its office a copy of a description of the methodology used

to calculate fees including at least the following:
(1) the frequency of the determination of usual and customary fees;

(2) a general description of the methodology used to determine usual and customary

fees; and

(3) the percentile of usual and customary fees that determines the maximum allowable

reimbursement.

(b) A health carrier must provide a copy of the information described in paragraph (a)

to the commissioner of health or the commissioner of commerce, upon request.

(c) The eommissioner-of-health-or-the commissioner of commerce;-as-appropriate; may
use te-enforee-thisseetton any enforcement powers otherwise available to the commissioner

with respect to the health carrier to enforce this section. The commissioner of health-or

commerce;-as-appropriate; may require health carriers to provide the information required
under this section and may use any powers granted under other laws relating to the regulation

of health carriers to enforce compliance.

Article 10 Sec. 11. 6
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(d) For purposes of this section, "health carrier" has the meaning given in section

62A.011.

(e) "Usual and customary" means the normal charge, in the absence of insurance, of the
provider for a service or article, but not more than the prevailing charge in the area for like
service or article. A "like service" is the same nature and duration, requires the same skill,
and is performed by a provider of similar training and experience. A "like article" is one
that is identically or substantially equivalent. "Area" means the municipality or, in the case
of a large city, a subdivision of the city, in which the service or article is actually provided
or a greater area as is necessary to obtain a representative cross-section of charges for like

service or article.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 12. Minnesota Statutes 2024, section 62A.65, subdivision 7, is amended to read:

Subd. 7. Short-term coverage. (a) For purposes of this section, "short-term coverage"

means an individual health plan that:

(1) 1s issued to provide coverage for a period of 185 days or less, except that the health
plan may permit coverage to continue until the end of a period of hospitalization for a
condition for which the covered person was hospitalized on the day that coverage would

otherwise have ended;

(2) is nonrenewable, provided that the health carrier may provide coverage for one or
more subsequent periods that satisfy clause (1), if the total of the periods of coverage do
not exceed a total of 365 days out of any 555-day period, plus any additional days covered
as a result of hospitalization on the day that a period of coverage would otherwise have

ended;

(3) does not cover any preexisting conditions, including ones that originated during a
previous identical policy or contract with the same health carrier where coverage was

continuous between the previous and the current policy or contract; and

(4) is available with an immediate effective date without underwriting upon receipt of
a completed application indicating eligibility under the health carrier's eligibility
requirements, provided that coverage that includes optional benefits may be offered on a

basis that does not meet this requirement.

(b) Short-term coverage is not subject to subdivisions 2 and 5. Short-term coverage may
exclude as a preexisting condition any injury, illness, or condition for which the covered

person had medical treatment, symptoms, or any manifestations before the effective date

Article 10 Sec. 12. 7
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of the coverage, but dependent children born or placed for adoption during the policy period

must not be subject to this provision.

(c) Notwithstanding subdivision 3, and section 62A.021, a health carrier may combine
short-term coverage with its most commonly sold individual qualified plan, as defined in
section 62E.02, other than short-term coverage, for purposes of complying with the loss

ratio requirement.

(d) The 365-day coverage limitation provided in paragraph (a) applies to the total number
of days of short-term coverage that covers a person, regardless of the number of policies,
contracts, or health carriers that provide the coverage. A written application for short-term
coverage must ask the applicant whether the applicant has been covered by short-term
coverage by any health carrier within the 555 days immediately preceding the effective date
of the coverage being applied for. Short-term coverage issued in violation of the 365-day
limitation 1s valid until the end of its term and does not lose its status as short-term coverage,
in spite of the violation. A health carrier that knowingly issues short-term coverage in

violation of the 365-day limitation is subject to the administrative penalties otherwise

available to the commissioner of commerce or-the-commissioner-of-health;-as-apprepriate.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 13. Minnesota Statutes 2024, section 62A.65, subdivision 8, is amended to read:

Subd. 8. Cessation of individual business. Notwithstanding the provisions of
subdivisions 1 to 7, a health carrier may elect to cease doing business in the individual health
plan market in this state if it complies with the requirements of this subdivision. For purposes
of this section, "cease doing business" means to discontinue issuing new individual health
plans and to refuse to renew all of the health carrier's existing individual health plans issued
in this state whose terms permit refusal to renew under the circumstances specified in this
subdivision. This subdivision does not permit cancellation of an individual health plan,
unless the terms of the health plan permit cancellation under the circumstances specified in
this subdivision. A health carrier electing to cease doing business in the individual health
plan market in this state shall notify the commissioner 180 days prior to the effective date
of the cessation. Within 30 days after the termination, the health carrier shall submit to the
commissioner a complete list of policyholders that have been terminated. The cessation of
business does not include the failure of a health carrier to offer or issue new business in the
individual health plan market or continue an existing product line in that market, provided
that a health carrier does not terminate, cancel, or fail to renew its current individual health

plan business. A health carrier electing to cease doing business in the individual health plan

Article 10 Sec. 13. 8
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market shall provide 120 days' written notice to each policyholder covered by an individual
health plan issued by the health carrier. This notice must also inform each policyholder of
the existence of the Minnesota Comprehensive Health Association, the requirements for
being accepted, the procedures for applying for coverage, and the telephone numbers at the
Department-ef Health-and-the Department of Commerce for information about private
individual or family health coverage. A health carrier that ceases to write new business in
the individual health plan market shall continue to be governed by this section with respect
to continuing individual health plan business conducted by the health carrier. A health carrier
that ceases to do business in the individual health plan market after July 1, 1994, is prohibited
from writing new business in the individual health plan market in this state for a period of
five years from the date of notice to the commissioner. This subdivision applies to any
health maintenance organization that ceases to do business in the individual health plan
market in one service area with respect to that service area only. Nothing in this subdivision
prohibits an affiliated health maintenance organization from continuing to do business in
the individual health plan market in that same service area. The right to refuse to renew an
individual health plan under this subdivision does not apply to individual health plans issued
on a guaranteed renewable basis that does not permit refusal to renew under the circumstances

specified in this subdivision.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 14. [62D.015] REGULATORY DUTIES; TRANSFER.

Subdivision 1. Transfer and restructuring. (a) The regulatory oversight with respect

to health maintenance organizations transfers from the commissioner of health to the

commissioner of commerce on July 1, 2027.

(b) The agency restructuring under this section must be conducted in accordance with

sections 15.039 and 43A.045.

Subd. 2. Succession; employees; liability. (a) Employees related to the functions

assigned to the commissioner of health are transferred to the Department of Commerce 30

days after the date the commissioner of health approves the transfer.

(b) An employee transferred under paragraph (a):

(1) must not have the employee's employment status or job classification altered as a

result of the transfer;

(2) if represented by an exclusive representative before the transfer, remains represented

by the same exclusive representative after the transfer occurs;

Article 10 Sec. 14. 9
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(3) if an applicable collective bargaining agreement with an exclusive representative

was effective before the transfer, remains subject to the collective bargaining agreement

for the remainder of the agreement's term; and

(4) if employed in a temporary unclassified position, the total length of time that the

employee has served in the appointment includes all time served in the appointment at the

transferring agency and the time served in the appointment at the department. An employee

in a temporary unclassified position who was hired by a transferring agency through an

open competitive selection process in accordance with a policy enacted by the commissioner

of management and budget is considered to have been hired through an open competitive

selection process after the transfer.

(c) The state must meet and negotiate with the exclusive representatives of transferred

employees regarding proposed changes that affect or relate to the transferred employees'

terms and conditions of employment to the extent that the proposed changes are not addressed

in the applicable collective bargaining agreement.

(d) If the state transfers ownership or control of a department facility, service, or operation

to a private or public entity by subcontracting, sale, assignment, lease, or other transfer, the

state must require as a written condition of the transfer of ownership or control:

(1) an employee who performs work in the facility, service, or operation must be offered

employment with the entity acquiring ownership or control before the entity offers

employment to another individual who was not employed by the transferring agency at the

time the transfer occurs; and

(2) the entity acquiring ownership or control is prohibited from reducing the transferred

employee's wage and benefit standards until the collective bargaining agreement in effect

at the time the transfer occurs expires or for a period of two years after the transfer occurs,

whichever is longer.

(e) The state of Minnesota and the state's officers or agents are not liable for and are not

subject to a cause of action arising from the action or inaction of an entity acquiring

ownership or control of a department facility, service, or operation.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 15. Minnesota Statutes 2024, section 62D.08, subdivision 1, is amended to read:

Subdivision 1. Notice of changes. A health maintenance organization shall, unless

otherwise provided for by rules adopted by the commissioner of health commerce, file

notice with the commissioner of health-prierte-any-medifteation-of commerce before

Article 10 Sec. 15. 10
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modifying the operations or documents described in the information submitted under section

62D.03, subdivision 4, clauses (a), (b), (e), (f), (g), (1), (j), (1), (m), (n), (0), (p), (q), (1), (s),
and (t) efseetion-62D-03;subdiviston4. If the commissioner of health commerce does not

disapprove of the filing within 60 days, it shall be deemed approved and may be implemented

by the health maintenance organization.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 16. Minnesota Statutes 2024, section 62D.08, subdivision 2, is amended to read:

Subd. 2. Annual report required. Every health maintenance organization shall annually,
on or before April 1, file a verified report with the commissioner of health commerce
covering the preceding calendar year. However, utilization data required under subdivision

3, clause (c), shall be filed on or before July 1.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 17. Minnesota Statutes 2024, section 62D.08, subdivision 3, is amended to read:

Subd. 3. Report requirements. Steh The report shall be submitted on forms prescribed

by the commissioner of health; commerce and shall include:

(a) a financial statement of the organization, including its balance sheet and receipts and
disbursements for the preceding year certified by an independent certified public accountant,
reflecting at least (1) all prepayment and other payments received for health care services
rendered, (2) expenditures to all providers, by classes or groups of providers, and insurance
companies or nonprofit health service plan corporations engaged to fulfill obligations arising
out of the health maintenance contract, (3) expenditures for capital improvements, or
additions thereto, including but not limited to construction, renovation or purchase of
facilities and capital equipment, and (4) a supplementary statement of assets, liabilities,
premium revenue, and expenditures for risk sharing business under section 62D.04,

subdivision 1, on forms prescribed by the commissioner;

(b) the number of new enrollees enrolled during the year, the number of group enrollees
and the number of individual enrollees as of the end of the year and the number of enrollees

terminated during the year;

(c) a summary of information compiled pursuant to section 62D.04, subdivision 1, clause

(¢), in such form as may be required by the commissioner of kealth commerce;

(d) a report of the names and addresses of all persons set forth in section 62D.03,

subdivision 4, clause (c), who were associated with the health maintenance organization or

Article 10 Sec. 17. 11



12.1

12.2

123

12.4

12.5

12.6

12.7

12.8

12.9

12.10

12.11

12.12

12.13

12.14

12.15

12.16

12.17

12.18

12.19

12.20

12.21

12.22

12.23

12.24

12.25

12.26

12.27

12.28

12.29

12.30

12.31

12.32

12.33

04/22/26 04:53 pm COUNSEL NH/DN SCS4612A38

the major participating entity during the preceding year, and the amount of wages, expense
reimbursements, or other payments to such individuals for services to the health maintenance
organization or the major participating entity, as those services relate to the health

maintenance organization, including a full disclosure of all financial arrangements during

the preceding year required to be disclosed pursuant to section 62D.03, subdivision 4, clause
(d);

(e) a separate report addressing health maintenance contracts sold to individuals covered
by Medicare, title XVIII of the Social Security Act, as amended, including the information

required under section 62D.30, subdivision 6;

(f) data on the number of complaints received and the category of each complaint as
defined by the commissioner. The categories must include access, communication and
behavior, health plan administration, facilities and environment, coordination of care, and
technical competence and appropriateness. The commissioner, in consultation with interested
stakeholders, shall define complaint categories to be used by each health maintenance
organization by July 1, 2017, and the categories must be used by each health maintenance

organization beginning calendar year 2018; and

(g) such other information relating to the performance of the health maintenance
organization as is reasonably necessary to enable the commissioner of health commerce to

carry out the duties under sections 62D.01 to 62D.30.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 18. Minnesota Statutes 2024, section 62D.08, subdivision 7, is amended to read:

Subd. 7. Consistent administrative expenses and investment income reporting. (a)
Every health maintenance organization must directly allocate administrative expenses to
specific lines of business or products when such information is available. Remaining expenses
that cannot be directly allocated must be allocated based on other methods, as recommended
by the Advisory Group on Administrative Expenses. Health maintenance organizations
must submit this information, including administrative expenses for dental services, using

the reporting template provided by the commissioner of health commerce.

(b) Every health maintenance organization must allocate investment income based on
cumulative net income over time by business line or product and must submit this
information, including investment income for dental services, using the reporting template

provided by the commissioner of health commerce.

EFFECTIVE DATE. This section is effective July 1, 2027.
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Sec. 19. Minnesota Statutes 2024, section 62D.12, subdivision 1, is amended to read:

Subdivision 1. False representations. No health maintenance organization or
representative thereof may cause or knowingly permit the use of advertising or solicitation
which is untrue or misleading, or any form of evidence of coverage which is deceptive.

Each health maintenance organization shall-be 1s subject to sections 72A.17 to 72A.32;

health maintenance organization shall-be is subject to sections 8.31 and 325F.69.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 20. Minnesota Statutes 2024, section 62D.124, subdivision 5, is amended to read:

Subd. 5. Provider networks. The eommisstoner-ofhealththe commissioner of
commerce; and the commissioner of human services shall merge reporting requirements
for health maintenance organizations and county-based purchasing plans related to Minnesota
Department of Health Commerce oversight of network adequacy under this section and the
provider network list reported to the Department of Human Services under Minnesota Rules,
part 4685.2100. The commissioners shall work with health maintenance organizations and
county-based purchasing plans to ensure that the report merger is done in a manner that
simplifies health maintenance organization and county-based purchasing plan reporting

Processes.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 21. Minnesota Statutes 2025 Supplement, section 62D.21, is amended to read:

62D.21 FEES.

Every health maintenance organization subject to sections 62D.01 to 62D.30 shall pay

to the commissioner of health commerce the following fees:
(1) filing an application for a certificate of authority: $10,000;
(2) filing an amendment to a certificate of authority: $125;
(3) filing each annual report: $400;
(4) filing each quarterly report: $200; and
(5) filing annual plan review documents, amendments to plan documents, and quality

plans: $125.
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EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 22. Minnesota Statutes 2025 Supplement, section 62D.211, is amended to read:
62D.211 RENEWAL FEE.
Each health maintenance organization subject to sections 62D.01 to 62D.30 shall submit
to the commissioner of health commerce each year before June 15 a certificate of authority

renewal fee in the amount of $30,000 each plus 88 cents per person enrolled in the health

maintenance organization on December 31 of the preceding year.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 23. [62D.212] HEALTH MAINTENANCE ORGANIZATION REGULATION
ACCOUNT.

(a) A health maintenance organization regulation account is established as a separate

account in the special revenue fund in the state treasury. The commissioner of commerce

must credit to the account filing fees and renewal fees collected under sections 62D.21 and

62D.211, appropriations and transfers, and other revenue related to the activities identified

in paragraph (b). Earnings, including interest, dividends, other earnings arising from the

account's assets, and remaining money from fiscal years occurring before July 1, 2027, must

be credited to the account. The commissioner of commerce must manage the account.

(b) Money in the account is appropriated to the commissioner of commerce to administer

this chapter and to reimburse the department's costs incurred to administer this section.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 24. Minnesota Statutes 2024, section 62D.221, subdivision 1, is amended to read:

Subdivision 1. Insurance provisions applicable to health maintenance
organizations. Health maintenance organizations are subject to sections 60A.135, 60A.136,
60A.137, 60A.16, 60A.161, 60D.17, 60D.18, and 60D.20 and must comply with the
provisions of these sections applicable to insurers. In applying these sections to health
maintenance organizations, "commissioner" means the commissioner of health commerce.
Health maintenance organizations are subject to Minnesota Rules, chapter 2720, as applicable
to sections 60D.17, 60D.18, and 60D.20, and must comply with the provisions of chapter
2720 applicable to insurers, unless the commissioner of health commerce adopts rules to

implement this subdivision.

EFFECTIVE DATE. This section is effective July 1, 2027.
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Sec. 25. Minnesota Statutes 2024, section 62D.221, subdivision 2, is amended to read:

Subd. 2. Statement. In addition to the conditions in section 60D.17, subdivision 1,
subjecting a health maintenance organization to filing requirements, no person other than
the issuer shall acquire all or substantially all of the assets of a domestic nonprofit health
maintenance organization through any means unless at the time the offer, request, or
invitation is made or the agreement is entered into the person has filed with the commissioner
and has sent to the health maintenance organization a statement containing the information
required in section 60D.17 and the offer, request, invitation, agreement, or acquisition has
been approved by the commissioner of health commerce in the manner prescribed in section

60D.17.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 26. Minnesota Statutes 2024, section 62E.11, subdivision 9, is amended to read:

Subd. 9. Special assessment upon termination of individual health coverage. (a)
Each contributing member that terminates individual health coverage for reasons other than
ta) (1) nonpayment of premium; (b} (2) failure to make co-payments; {€) (3) enrollee moving
out of the area served; or (&) (4) a materially false statement or misrepresentation by the
enrollee in the application for membership; and does not provide or arrange for replacement
coverage that meets the requirements of section 62D.121; shall pay a special assessment to
the state plan based upon the number of terminated individuals who join the comprehensive
health insurance plan as authorized under section 62E.14, subdivisions 1, paragraph (d),
and 6. Such a contributing member shall pay the association an amount equal to the average
cost of an enrollee in the state plan in the year in which the member terminated enrollees

multiplied by the total number of terminated enrollees who enroll in the state plan.

(b) The average cost of an enrollee in the state comprehensive health insurance plan
shall be determined by dividing the state plan's total annual losses by the total number of
enrollees from that year. This cost will be assessed to the contributing member who has
terminated health coverage before the association makes the annual determination of each

contributing member's liability as required under this section.

(c) In the event that the contributing member is terminating health coverage because of
a loss of health care providers, the commissioner may review whether or not the special
assessment established under this subdivision will have an adverse impact on the contributing
member or its enrollees or insureds, including but not limited to causing the contributing
member to fall below statutory net worth requirements. If the commissioner determines that

the special assessment would have an adverse impact on the contributing member or its
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16.1  enrollees or insureds, the commissioner may adjust the amount of the special assessment,
162 or establish alternative payment arrangements to the state plan. For health maintenance
163 organizations regulated under chapter 62D, the commissioner of health commerce shall
164  make the determination regarding any adjustment in the special assessment and-shal-transmit
16.5  that-determinationto-the-commissioner-of commeree.

16.6 EFFECTIVE DATE. This section is effective July 1, 2027.
16.7 Sec. 27. Minnesota Statutes 2024, section 62E.11, subdivision 13, is amended to read:
16.8 Subd. 13. State funding; effect on premium rates of members. In approving the

169  premium rates as required in sections 62A.65, subdivision 3; and 62L.08, subdivision 8§,

16.10  the eemmissteners commissioner of health-and commerce shall ensure that any appropriation

16.11  to reduce the annual assessment made on the contributing members to cover the costs of
16.12  the Minnesota comprehensive health insurance plan as required under this section is reflected

16.13  in the premium rates charged by each contributing member.

16.14 EFFECTIVE DATE. This section is effective July 1, 2027.

16.15 Sec. 28. Minnesota Statutes 2024, section 62J.60, subdivision 5, is amended to read:

16.16 Subd. 5. Annual reporting. As part of an annual filing made with the commissioner of

16.17  health-er commerce en-erafterJanuary152003, a group purchaser shall certify compliance

16.18  with this section and shall submit to the commissioner of health-er commerce a copy of the

16.19  Minnesota uniform health care identification card used by the group purchaser.

16.20 EFFECTIVE DATE. This section is effective July 1, 2027.

16.21 Sec. 29. Minnesota Statutes 2024, section 62L.02, subdivision 8, is amended to read:

16.22 Subd. 8. Commissioner. "Commissioner" means the commissioner of commerce for
16.23
16.24
16.25
16.26

16.27

16.28 EFFECTIVE DATE. This section is effective July 1, 2027.
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Sec. 30. Minnesota Statutes 2024, section 62L.08, subdivision 11, is amended to read:

Subd. 11. Loss ratio standards. Notwithstanding section 62A.02, subdivision 3, relating
to loss ratios, each policy or contract form used with respect to a health benefit plan offered,

or issued in the small employer market, is subject, beginning July 1, 1993, to section 62A.021.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 31. Minnesota Statutes 2024, section 62L.09, subdivision 3, is amended to read:

Subd. 3. Reentry prohibition. (a) Except as otherwise provided in paragraph (b), a
health carrier that ceases to do business in the small employer market after July 1, 1993, is
prohibited from writing new business in the small employer market in this state for a period
of five years from the date of notice to the commissioner. This subdivision applies to any
health maintenance organization that ceases to do business in the small employer market
in one service area with respect to that service area only. Nothing in this subdivision prohibits
an affiliated health maintenance organization from continuing to do business in the small

employer market in that same service area.

(b) The commissioner of commerce er-the-commisstoner-ofhealth may permit a health
carrier that ceases to do business in the small employer market in this state after July 1,

1993, to begin writing new business in the small employer market if:

(1) since the carrier ceased doing business in the small employer market, legislative
action has occurred that has significantly changed the effect on the carrier of its decision to

cease doing business in the small employer market; and
(2) the commissioner deems it appropriate.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 32. Minnesota Statutes 2024, section 62L.10, subdivision 4, is amended to read:

Subd. 4. Review of premium rates. The commissioner shall regulate premium rates

charged or proposed to be charged by all health carriers in the small employer market under

section 62A.02. Fhe-eommisstoner-ofhealth-has,-withrespeetto-earriers-under-that

EFFECTIVE DATE. This section is effective July 1, 2027.
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Sec. 33. Minnesota Statutes 2024, section 62L.11, subdivision 2, is amended to read:

Subd. 2. Enforcement powers. The eemmissteners commissioner of health-and

commerce eaeh has, for purposes of this chapter, all of each the commissioner's respeetive
powers under other chapters that are applicable to thetrrespeetive the commissioner's duties

under this chapter.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 34. Minnesota Statutes 2024, section 62M.11, is amended to read:
62M.11 COMPLAINTS TO COMMERCE OR-HEALTH.

Notwithstanding the provisions of this chapter, an enrollee may file a complaint regarding

an adverse determination directly to the commissioner responsibleforregulatingthe
utilizationreview-organization of commerce.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 35. Minnesota Statutes 2024, section 62Q.01, subdivision 2, is amended to read:

Subd. 2. Commissioner. "Commissioner" means the-commissionerofhealth-forpurposes

or the commissioner of commerce for purposes of regulating all-ether health plan companies.

For all other purposes, "commissioner" means the commissioner of health.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 36. Minnesota Statutes 2024, section 62Q.106, is amended to read:

62Q.106 DISPUTE RESOLUTION BY COMMISSIONER.

(a) A complainant may at any time submit a complaint to the apprepriate commissioner
to investigate. After investigating a complaint, or reviewing a company's decision, the

apprepriate commissioner may order a remedy as authorized under chapter 45, 60A, or 62D.

(b) In investigating a complaint filed against a health maintenance organization regarding
a vulnerable adult, upon request, the commissioner of kealth commerce must interview at
least one family member of the complainant or the subject of the complaint. If the
complainant or the subject of the complaint does not want any family members to be

interviewed, this information will be included in the investigative file.

EFFECTIVE DATE. This section is effective July 1, 2027.
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Sec. 37. Minnesota Statutes 2024, section 62Q.188, subdivision 2, is amended to read:

Subd. 2. Flexible benefits plan. Notwithstanding any provision of this chapter, chapter
363A, or any other law to the contrary, a health plan company may offer, sell, issue, and
renew a health plan that is a flexible benefits plan under this section if the following

requirements are satisfied:

(1) the health plan must be offered in compliance with the laws of this state, except as

otherwise permitted in this section;

(2) the health plan must be designed to enable covered persons to better manage costs
and coverage options through the use of co-pays, deductibles, and other cost-sharing

arrangements;

(3) the health plan may modify or exclude any or all coverages of benefits that would
otherwise be required by law, except for maternity benefits and other benefits required under

federal law;

(4) each health plan and plan's premiums must be approved by the commissioner of
health-er commerce, whicheveris-appropriate-under-seetion-62Q-01;,subdivision2; but
netther the commissioner may not disapprove a plan on the grounds of a modification or

exclusion permitted under clause (3); and

(5) prior to the sale of the health plan, the purchaser must be given a written list of the
coverages otherwise required by law that are modified or excluded in the health plan. The
list must include a description of each coverage in the list and indicate whether the coverage
1s modified or excluded. If coverage is modified, the list must describe the modification.
The list may, but is not required to, also list any or all coverages otherwise required by law
that are included in the health plan and indicate that they are included. The health plan
company must require that a copy of this written list be provided, prior to the effective date
of the health plan, to each enrollee or employee who is eligible for health coverage under

the plan.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 38. Minnesota Statutes 2024, section 62Q.37, subdivision 2, is amended to read:

Subd. 2. Definitions. (a) For purposes of this section, the following terms have the

meanings given them.

(b) "Commissioner" means the commissioner of health-forpurpeses-efregulating health

Article 10 Sec. 38. 19
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of commerce for purposes of regulating health maintenance organizations and nonprofit

health service plan corporations, or the commissioner of human services for the purpose of
contracting with managed care organizations serving persons enrolled in programs under

chapter 256B or 256L.

(c) "Health plan company" means (1) a nonprofit health service plan corporation operating
under chapter 62C; (2) a health maintenance organization operating under chapter 62D; (3)
a community integrated service network operating under chapter 62N; or (4) a managed

care organization operating under chapter 256B or 256L.

(d) "Nationally recognized independent organization" means (1) an organization that
sets specific national standards governing health care quality assurance processes, utilization
review, provider credentialing, marketing, and other topics covered by this chapter and
other chapters and audits and provides accreditation to those health plan companies that
meet those standards. The American Accreditation Health Care Commission (URAC), the
National Committee for Quality Assurance (NCQA), the Joint Commission on Accreditation
of Healthcare Organizations (JCAHO), and the Accreditation Association for Ambulatory
Health Care (AAAHC) are, at a minimum, defined as nationally recognized independent
organizations; and (2) the Centers for Medicare and Medicaid Services for purposes of
reviews or audits conducted of health plan companies under Part C of Title XVIII of the

Social Security Act or under section 1876 of the Social Security Act.

(e) "Performance standard" means those standards relating to quality management and
improvement, access and availability of service, utilization review, provider selection,
provider credentialing, marketing, member rights and responsibilities, complaints, appeals,
grievance systems, enrollee information and materials, enrollment and disenrollment,
subcontractual relationships and delegation, confidentiality, continuity and coordination of
care, assurance of adequate capacity and services, coverage and authorization of services,

practice guidelines, health information systems, and financial solvency.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 39. Minnesota Statutes 2024, section 62Q.47, is amended to read:

62Q.47 ALCOHOLISM, MENTAL HEALTH, AND CHEMICAL DEPENDENCY
SERVICES.

(a) All health plans, as defined in section 62Q.01, that provide coverage for alcoholism,
mental health, or chemical dependency services, must comply with the requirements of this

section.
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(b) Cost-sharing requirements and benefit or service limitations for outpatient mental
health and outpatient chemical dependency and alcoholism services, except for persons
seeking chemical dependency services under section 245G.05, must not place a greater
financial burden on the insured or enrollee, or be more restrictive than those requirements

and limitations for outpatient medical services.

(c) Cost-sharing requirements and benefit or service limitations for inpatient hospital
mental health services, psychiatric residential treatment facility services, and inpatient
hospital and residential chemical dependency and alcoholism services, except for persons
seeking chemical dependency services under section 245G.05, must not place a greater
financial burden on the insured or enrollee, or be more restrictive than those requirements

and limitations for inpatient hospital medical services.

(d) A health plan company must not impose an NQTL with respect to mental health and
substance use disorders in any classification of benefits unless, under the terms of the health
plan as written and in operation, any processes, strategies, evidentiary standards, or other
factors used in applying the NQTL to mental health and substance use disorders in the
classification are comparable to, and are applied no more stringently than, the processes,
strategies, evidentiary standards, or other factors used in applying the NQTL with respect

to medical and surgical benefits in the same classification.

(e) All health plans must meet the requirements of the federal Mental Health Parity Act
of 1996, Public Law 104-204; Paul Wellstone and Pete Domenici Mental Health Parity and
Addiction Equity Act of 2008; the Affordable Care Act; and any amendments to, and federal

guidance or regulations issued under, those acts.

(f) The commissioner may require information from health plan companies to confirm
that mental health parity is being implemented by the health plan company. Information
required may include comparisons between mental health and substance use disorder
treatment and other medical conditions, including a comparison of prior authorization
requirements, drug formulary design, claim denials, rehabilitation services, and other

information the commissioner deems appropriate.

(g) Regardless of the health care provider's professional license, if the service provided
is consistent with the provider's scope of practice and the health plan company's credentialing
and contracting provisions, mental health therapy visits and medication maintenance visits
shall be considered primary care visits for the purpose of applying any enrollee cost-sharing

requirements imposed under the enrollee's health plan.
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(h) All health plan companies offering health plans that provide coverage for alcoholism,
mental health, or chemical dependency benefits shall provide reimbursement for the benefits
delivered through the psychiatric Collaborative Care Model, which must include the following
Current Procedural Terminology or Healthcare Common Procedure Coding System billing

codes:
(1) 99492;
(2) 99493;
(3) 99494;
(4) G2214; and
(5) GO512.

This paragraph does not apply to managed care plans or county-based purchasing plans
when the plan provides coverage to public health care program enrollees under chapter

2568 or 256L.

(i) The commissioner of commerce shall update the list of codes in paragraph (h) if any
alterations or additions to the billing codes for the psychiatric Collaborative Care Model

are made.

(j) "Psychiatric Collaborative Care Model" means the evidence-based, integrated
behavioral health service delivery method described at Federal Register, volume 81, page
80230, which includes a formal collaborative arrangement among a primary care team
consisting of a primary care provider, a care manager, and a psychiatric consultant, and

includes but is not limited to the following elements:
(1) care directed by the primary care team;
(2) structured care management;
(3) regular assessments of clinical status using validated tools; and

(4) modification of treatment as appropriate.

(k) By June 1 of each year;beginningJane1;-202+, the commissioner of commerce;in
consultation-with-the-commisstoner-ef-health; shall submit a report on compliance and

oversight to the chairs and ranking minority members of the legislative committees with

jurisdiction over health and commerce. The report must:
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(1) describe the commissioner's process for reviewing health plan company compliance
with United States Code, title 42, section 18031(j), any federal regulations or guidance

relating to compliance and oversight, and compliance with this section and section 62Q.53;

(2) identify any enforcement actions taken by either commissioner during the preceding
12-month period regarding compliance with parity for mental health and substance use
disorders benefits under state and federal law, summarizing the results of any market conduct
examinations. The summary must include: (i) the number of formal enforcement actions
taken; (i1) the benefit classifications examined in each enforcement action; and (iii) the
subject matter of each enforcement action, including quantitative and nonquantitative

treatment limitations;

(3) detail any corrective action taken by either commissioner to ensure health plan
company compliance with this section, section 62Q.53, and United States Code, title 42,

section 18031(j); and

(4) describe the information provided by either commissioner to the public about
alcoholism, mental health, or chemical dependency parity protections under state and federal

law.

The report must be written in nontechnical, readily understandable language and must be
made available to the public by, among other means as the commissioners find appropriate,
posting the report on department websites. Individually identifiable information must be

excluded from the report, consistent with state and federal privacy protections.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 40. Minnesota Statutes 2024, section 62Q.51, subdivision 3, is amended to read:

Subd. 3. Rate approval. The premium rates and cost sharing requirements for each
option must be submitted to the-eemmisstonerefhealth-or the commissioner of commerce
as required by law. A health plan that includes lower enrollee cost sharing for services
provided by network providers than for services provided by out-of-network providers, or
lower enrollee cost sharing for services provided with prior authorization or second opinion
than for services provided without prior authorization or second opinion, qualifies as a

point-of-service option.

EFFECTIVE DATE. This section is effective July 1, 2027.
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Sec. 41. Minnesota Statutes 2024, section 62Q.556, subdivision 3, is amended to read:

Subd. 3. Annual data reporting. (a) Beginning April 1, 2024, a health plan company

must report annually to the commissioner of health commerce:

(1) the total number of claims and total billed and paid amounts for nonparticipating
provider services, by service and provider type, submitted to the health plan in the prior

calendar year; and

(2) the total number of enrollee complaints received regarding the rights and protections

established by the No Surprises Act in the prior calendar year.

(b) The eemmissteners commissioner of commerce and-health shall develop the form

and manner for health plan companies to comply with paragraph (a).

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 42. Minnesota Statutes 2024, section 62Q.556, subdivision 4, is amended to read:

Subd. 4. Enforcement. (a) Any provider or facility, including a health care provider or
facility pursuant to section 62A.63, subdivision 2, or 62J.03, subdivision 8, that is subject
to the relevant provisions of the No Surprises Act is subject to the requirements of this

section and section 62J.811.
(b) The commissioner of commerce erhealth shall enforce this section.

(c) If a health-related licensing board has cause to believe that a provider has violated
this section, it may further investigate and enforce the provisions of this section pursuant

to chapter 214.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 43. Minnesota Statutes 2024, section 62Q.69, subdivision 2, is amended to read:

Subd. 2. Procedures for filing a complaint. (a) A complainant may submit a complaint
to a health plan company either by telephone or in writing. If a complaint is submitted orally
and the resolution of the complaint, as determined by the complainant, is partially or wholly
adverse to the complainant, or the oral complaint is not resolved to the satisfaction of the
complainant, by the health plan company within ten days of receiving the complaint, the
health plan company must inform the complainant that the complaint may be submitted in
writing. The health plan company must also offer to provide the complainant with any
assistance needed to submit a written complaint, including an offer to complete the complaint

form for a complaint that was previously submitted orally and promptly mail the completed
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form to the complainant for the complainant's signature. At the complainant's request, the
health plan company must provide the assistance requested by the complainant. The

complaint form must include the following information:

(1) the telephone number of the health plan company member services or other

departments or persons equipped to advise complainants on complaint resolution;
(2) the address to which the form must be sent;

(3) a description of the health plan company's internal complaint procedure and the

applicable time limits; and

(4) the toll-free telephone number of either the commissioner of health-er commerce
and notification that the complainant has the right to submit the complaint at any time to

the apprepriate commissioner for investigation.

(b) Upon receipt of a written complaint, the health plan company must notify the
complainant within ten business days that the complaint was received, unless the complaint

is resolved to the satisfaction of the complainant within the ten business days.

(c) Each health plan company must provide, in the member handbook, subscriber contract,
or certification of coverage, a clear and concise description of how to submit a complaint
and a statement that, upon request, assistance in submitting a written complaint is available

from the health plan company.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 44. Minnesota Statutes 2024, section 62Q.69, subdivision 3, is amended to read:

Subd. 3. Notification of complaint decisions. (a) The health plan company must notify
the complainant in writing of its decision and the reasons for it as soon as practical but in
no case later than 30 days after receipt of a written complaint. If the health plan company
cannot make a decision within 30 days due to circumstances outside the control of the health
plan company, the health plan company may take up to 14 additional days to notify the
complainant of its decision. If the health plan company takes any additional days beyond
the initial 30-day period to make its decision, it must inform the complainant, in advance,

of the extension and the reasons for the extension.

(b) For group health plans, if the decision is partially or wholly adverse to the
complainant, the notification must inform the complainant of the right to appeal the decision
to the health plan company's internal appeal process described in section 62Q.70 and the

procedure for initiating an appeal.
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(c) For individual health plans, if the decision is partially or wholly adverse to the
complainant, the notification must inform the complainant of the right to submit the complaint
decision to the external review process described in section 62Q.73 and the procedure for
initiating the external review process. Notwithstanding the provisions in this subdivision,
a health plan company offering individual coverage may instead follow the process for

group health plans outlined in paragraph (b).

(d) The notification must also inform the complainant of the right to submit the complaint
at any time to etther the commissioner of health-er commerce for investigation and the

toll-free telephone number of the apprepriate commissioner.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 45. Minnesota Statutes 2024, section 62Q.71, is amended to read:

62Q.71 NOTICE TO ENROLLEES.

Each health plan company shall provide to enrollees a clear and concise description of
its complaint resolution procedure, if applicable under section 62Q.68, subdivision 1, and
the procedure used for utilization review as defined under chapter 62M as part of the member
handbook, subscriber contract, or certificate of coverage. If the health plan company does
not issue a member handbook, the health plan company may provide the description in

another written document. The description must specifically inform enrollees:
(1) how to submit a complaint to the health plan company;

(2) if the health plan includes utilization review requirements, how to notify the utilization
review organization in a timely manner and how to obtain authorization for health care

services;

(3) how to request an appeal either through the procedures described in section 62Q.70,

if applicable, or through the procedures described in chapter 62M;

(4) of the right to file a complaint with etther the commissioner of health-er commerce

at any time during the complaint and appeal process;
(5) of the toll-free telephone number of the apprepriate commissioner; and

(6) of the right, for individual and group coverage, to obtain an external review under
section 62Q).73 and a description of when and how that right may be exercised, including
that under most circumstances an enrollee must exhaust the internal complaint or appeal

process prior to external review. However, an enrollee may proceed to external review
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without exhausting the internal complaint or appeal process under the following

circumstances:
(1) the health plan company waives the exhaustion requirement;

(11) the health plan company is considered to have waived the exhaustion requirement
by failing to substantially comply with any requirements including, but not limited to, time

limits for internal complaints or appeals; or

(111) the enrollee has applied for an expedited external review at the same time the enrollee

has applied for internal review under chapter 62M.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 46. Minnesota Statutes 2024, section 62Q.73, subdivision 3, is amended to read:

Subd. 3. Right to external review. (a) Any enrollee or anyone acting on behalf of an
enrollee who has received an adverse determination may submit a written request for an
external review of the adverse determination, if applicable under section 62Q.68, subdivision

1, or 62M.06,

regulated by thateommissioner-or to the commissioner of commerce ftherequestinvelves
ahealth-plan-companyregulated-by-thateommisstoner. Notification of the enrollee's right

to external review must accompany the denial issued by the insurer.

(b) Nothing in this section requires the commissioner of kealth-er commerce to

independently investigate an adverse determination referred for independent external review.

(c) If an enrollee requests an external review, the health plan company must participate
in the external review. The cost of the external review must be borne by the health plan

company.

(d) The enrollee must request external review within six months from the date of the

adverse determination.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 47. Minnesota Statutes 2024, section 62Q.73, subdivision 10, is amended to read:

Subd. 10. Data reporting. The eemmisstoners commissioner of commerce shall make

available to the public, upon request, summary data on the decisions rendered under this
section, including the number of reviews heard and decided and the final outcomes. Any
data released to the public must not individually identify the enrollee initiating the request

for external review.
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EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 48. Minnesota Statutes 2024, section 62Q.81, subdivision 7, is amended to read:

Subd. 7. Standard plans. (a) A health plan company that offers individual health plans
must ensure that no less than one individual health plan at each level of coverage described
in subdivision 1, paragraph (b), clause (3), that the health plan company offers in each
geographic rating area the health plan company serves conforms to the standard plan

parameters determined by the commissioner under paragraph (e).
(b) An individual health plan offered under this subdivision must be:

(1) clearly and appropriately labeled as standard plans to aid the purchaser in the selection

process;

(2) marketed as standard plans and in the same manner as other individual health plans

offered by the health plan company; and
(3) offered for purchase to any individual.

(c) This subdivision does not apply to catastrophic plans, grandfathered plans, small
group health plans, large group health plans, health savings accounts, qualified high
deductible health benefit plans, limited health benefit plans, or short-term limited-duration

health insurance policies.

(d) Health plan companies must meet the requirements in this subdivision separately for

plans offered through MNsure under chapter 62V and plans offered outside of MNsure.

(e) The commissioner of commerce;-tr-censultation-with-the-eommissioner-of-health;
must annually determine standard plan parameters, including but not limited to cost-sharing

structure and covered benefits, that comprise a standard plan in Minnesota.

(f) Notwithstanding section 62A.65, subdivision 2, a health plan company may
discontinue offering a health plan under this subdivision if, three years after the date the
plan is initially offered, the plan has fewer than 75 enrollees. A health plan company
discontinuing a health plan under this paragraph may discontinue a health plan that has

fewer than 75 enrollees if it:

(1) provides notice of the plan's discontinuation in writing, in a form prescribed by the
commissioner, to each enrollee of the plan at least 90 calendar days before the date the

coverage is discontinued,

(2) offers on a guaranteed issue basis to each enrollee the option to purchase an individual

health plan currently being offered by the health plan company for individuals in that
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geographic rating area. An enrollee who does not select an option shall be automatically
enrolled in the individual health plan closest in actuarial value to the enrollee's current plan;

and

(3) acts uniformly without regard to any health status-related factor of an enrollee or an

enrollee's dependents who may become eligible for coverage.

EFFECTIVE DATE. This section is effective July 1, 2027.

Sec. 49. REVISOR INSTRUCTION.

(a) Except as otherwise provided in this act, the revisor of statutes shall substitute the

term "commissioner of commerce" for the term "commissioner of health" wherever the

term appears in (1) Minnesota Statutes, chapters 62D, except section 62D.02, subdivision

12; 62L; and 62Q), except sections 62Q.19 and 62Q.33; (2) Minnesota Statutes, sections
60B.15, 60B.191, 60B.20, 62K.09, 62K.10, 62K.105, 62K.12, 62K.13, 62K.14, 62W.05,
256B.69, and 256B.692; (3) Minnesota Rules, chapters 4685, 2740, 4688; and (4) Minnesota

Rules, part 9510.2020, subparts 3 and 8, item (C). The revisor shall also make any necessary

grammatical changes to verbs or other words to conform with this substitution.

(b) The revisor of statutes shall remove the term "commissioner of health" wherever the

term appears in Minnesota Rules, chapter 2730.

EFFECTIVE DATE. This section is effective July 1, 2027."

Renumber the sections in sequence and correct the internal references

Amend the title accordingly
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