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MEASURES PLACED ON THE
CALENDAR

The following bills were read the sec-
ond time and placed on the calendar:

H.R. 908. An act to establish a Commission
on structural alternatives for the Federal
Courts of Appeals.

H.R. 1000. An act to require States to es-
tablish a system to prevent prisoners from
being considered part of any household for
purposes of determining eligibility of the
household for purposes of determining eligi-
bility of household for food stamp benefits
and the amount of food stamp benefits to be
provided to the household under the Food
Stamp Act of 1977.

———

EXECUTIVE AND OTHER
COMMUNICATIONS

The following communications were
laid before the Senate, together with
accompanying papers, reports, and doc-
uments, which were referred as indi-
cated:

EC-2097. A communication from the Chief
of the Regulations Unit, Internal Revenue
Service, Department of the Treasury, trans-
mitting, pursuant to law, a report of a rule
relative to assessing and collecting tax set-
tlements in Tax Court, received on June 2,
1997; to the Committee on Finance.

EC-2098. A communication from the Chief
of the Regulations Unit, Internal Revenue
Service, Department of the Treasury, trans-
mitting, pursuant to law, a report of a rule
relative to whether section 277 applies to
nonexempt cooperatives, received on June 2,
1997; to the Committee on Finance.

EC-2099. A communication from the Chief
of the Regulations Unit, Internal Revenue
Service, Department of the Treasury, trans-
mitting, pursuant to law, a report of a rule
relative to summonses to compel taxpayers
to sign consent directives, received on June
2, 1997; to the Committee on Finance.

EC-2100. A communication from the Chief
of the Regulations Unit, Internal Revenue
Service, Department of the Treasury, trans-
mitting, pursuant to law, a report of a rule
relative to Article 23(1)(c) of the U.S.-U.K.
Income Tax Treaty, received on June 2, 1997;
to the Committee on Finance.

EC-2101. A communication from the Chief
of the Regulations Unit, Internal Revenue
Service, Department of the Treasury, trans-
mitting, pursuant to law, a report of a rule
relative to the Application for Automatic
Extension of Time to File Income Tax, re-
ceived on June 2, 1997; to the Committee on
Finance.

EC-2102. A communication from the Chief
of the Regulations Unit, Internal Revenue
Service, Department of the Treasury, trans-
mitting, pursuant to law, a report of a rule
relative to disablity benefits under the Po-
liceman and Firefighter’s Retirement Fund,
received on June 2, 1997; to the Committee
on Finance.

EC-2103. A communication from the Office
of the Chief Counsel of the Regulations Unit
of the Internal Revenue Service, Department
of the Treasury, transmitting, pursuant to
law, a report of a rule entitled ‘‘Utilities In-
dustry Coordinated Issue: Investment Credit
on Transition Property,” received on June 3,
1997; to the Committee on Finance.

EC-2104. A communication from the Chief
of the Regulations Unit of the Internal Rev-
enue Service, Department of the Treasury,
transmitting, pursuant to law, a treasury no-
tice 97-33, received on June 3, 1997; to the
Committee on Finance.

EC-2105. A communication from the Chief
of the Regulations Unit, Internal Revenue
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Service, Department of the Treasury, trans-
mitting, pursuant to law, a treasury notice
97-34, received on June 3, 1997; to the Com-
mittee on Finance.

——————

INTRODUCTION OF BILLS AND
JOINT RESOLUTIONS

The following bills and joint resolu-
tions were introduced, read the first
and second time by unanimous con-
sent, and referred as indicated:

By Mr. MOYNIHAN (for himself and
Mr. SARBANES):

S. 863. A Dbill to authorize the Government
of India to establish a memorial to honor
Mahatma Gandhi in the District of Colum-
bia; to the Committee on Energy and Nat-
ural Resources.

By Mr. CHAFEE (for himself, Mr.
BREAUX, Mr. KERREY, and Mr. CON-
RAD):

S. 864. A bill to amend title XIX of the So-
cial Security Act to improve the provision of
managed care under the medicaid program;
to the Committee on Finance.

By Mr. GRAHAM (for himself, Mr.
MACK, and Mr. BAUCUS):

S. 865. A bill to provide for improved co-
ordination, communications, and enforce-
ment related to health care fraud, waste, and
abuse, to create a point of order against leg-
islation which diverts savings achieved
through medicare waste, fraud, and abuse en-
forcement activities for purposes other than
improving the solvency of the Federal Hos-
pital Insurance Trust Fund under title XVIII
of the Social Security Act, to ensure the in-
tegrity of such trust fund, and for other pur-
poses; to the Committee on Finance.

By Mrs. HUTCHISON:

S. 866. A bill to amend title 28, United
States Code, to provide that certain vol-
untary disclosures of violations of Federal
law made as a result of a voluntary environ-
mental audit shall not be subject to dis-
covery or admitted into evidence during a ju-
dicial or administrative proceeding, and for
other purposes; to the Committee on the Ju-
diciary.

By Mr. DEWINE:

S. 867. A bill to assist State and local gov-
ernments in establishing effective criminal
records concerning serious and violent juve-
nile offenders and information concerning
adult members of violent criminal gangs and
Federal, State, and local criminal justice of-
ficials in countering the rise in serious
crime, and for other purposes; to the Com-
mittee on the Judiciary.

By Mr. HARKIN (for himself, Mr.
HUTCHINSON, Mr. REID, Mr. BRYAN,
and Mr. ROCKEFELLER):

S. 868. A bill to amend the Social Security
Act to prohibit persons from charging for
services or products that the Social Security
Administration and Department of Health
and Human Services provide without charge;
to the Committee on Finance.

By Mr. JEFFORDS (for himself, Mr.
KENNEDY, Mr. LIEBERMAN, Mr.
TORRICELLI, Mr. WYDEN, Mr. BINGA-
MAN, Mr. KERRY, Mr. WELLSTONE, Mr.
HARKIN, Ms. LANDRIEU, Mr. FEINGOLD,
Mrs. MURRAY, Mrs. BOXER, Mr. LEVIN,
Mr. SARBANES, Mr. AKAKA, Mr. LAU-
TENBERG, Mr. DURBIN, Mr. CHAFEE,
Mr. KOHL, Mr. INOUYE, Ms. MIKULSKI,
Mr. ROBB, Mr. MOYNIHAN, Mrs. FEIN-
STEIN, Mr. DobpD, Mr. REID, Mr.
LEAHY, Mr. BRYAN, Ms. MOSELEY-
BRAUN, Mr. GLENN, Mr. KERREY, Mr.
REED, Mr. D’AMATO, and Mr.
CLELAND):

S. 869. A bill to prohibit employment dis-
crimination on the basis of sexual orienta-
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tion; to the Committee on Labor and Human
Resources.

By Mr. WELLSTONE:

S. 870. A bill to amend the Federal Food,
Drug, and Cosmetic Act to facilitate the de-
velopment, approval, and use of medical de-
vices to maintain and improve the public
health and quality of life of individuals, and
for other purposes; to the Committee on
Labor and Human Resources.

By Mr. NICKLES (for himself and Mr.
INHOFE):

S. 871. A Dbill to establish the Oklahoma
City National Memorial as a unit of the Na-
tional Park System; to designate the Okla-
homa City Memorial Trust, and for other
purposes; to the Committee on Energy and
Natural Resources.

By Mr. ROBERTS (for himself, Mr.
HARKIN, Mr. HATCH, Mr. JOHNSON, Mr.
BAUCUS, Mr. D’AMATO, Mr. BENNETT,
and Mr. CRAIG):

S. 872. A Dbill to amend the Internal Rev-
enue Code of 1986 to provide for the non-
recognition of gain for sale of stock to cer-
tain farmers’ cooperatives, and for other pur-
poses; to the Committee on Finance.

By Mr. ASHCROFT:

S. 873. A bill to amend the prohibition of
title 18, United States Code, against finan-
cial transactions with state sponsors of
international terrorism; to the Committee
on the Judiciary.

By Mr. FAIRCLOTH (for himself and
Mr. SHELBY):

S. 874. A bill to amend title 31, United
States Code, to provide for an exemption to
the requirement that all Federal payments
be made by electronic funds transfer; to the
Committee on Finance.

——————

STATEMENTS ON INTRODUCED
BILLS AND JOINT RESOLUTIONS

By Mr. MOYNIHAN (for himself
and Mr. SARBAMES):

S. 863. A bill to authorize the Govern-
ment of India to establish a memorial
to honor Mahatma Gandhi in the Dis-
trict of Columbia; to the Committee on
Energy and Natural Resources.

LEGISLATION TO ESTABLISH MAHATMA GANDHI
MEMORIAL

Mr. MOYNIHAN. Mr. President, I rise
to introduce a bill to authorize the
placement of a statue of Mohandas
Karamchand Gandhi —Mahatma Gan-
dhi—on Federal land across the street
from the Indian embassy in Wash-
ington DC. The Government of India
has offered a statue of Gandhi as a gift
to the United States. In order to place
it on Federal land, an act of Congress
is required. This bill will fulfill just
that purpose, and I thank the Senator
from Florida [Mr. MACK] and the Sen-
ator from Maryland, [Mr. SARBANES]
for joining me in this endeavor.

India is currently celebrating the
50th anniversary of its independence.
Authorizing the placement of a statue
of Mahatma Gandhi, often called the
father of the Indian nation, would
serve as a fitting tribute to Indian de-
mocracy which has survived—in fact,
thrived—despite enormous challenges,
and a symbol of the growing strength
of the bonds between our two coun-
tries.

It is particularly appropriate that a
statue of Mahatma Gandhi be selected
for this purpose. The effects of his non-
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violent actions and the philosophy
which guided them were not limited to
his country, nor his time. His influence
in the United States was most notably
felt in the civil rights movement, but
has also infused all levels of our soci-
ety.

If I may invade ever so slightly the
privacy of the President’s luncheon
table, in May 1994, Mr. Clinton had as
his guest the distinguished Prime Min-
ister of India, Mr. P.V. Narasimha Rao,
who in his youth was a follower of Ma-
hatma Gandhi. In a graceful passage,
Prime Minister Rao related how it
came to pass that Mahatma Gandhi,
caught up in the struggle for fair treat-
ment to the Indian community in
South Africa, and in consequence in
jail, read Thoreau’s essay on ‘Civil
Disobedience’ which confirmed his
view that an honest man is duty-bound
to violate unjust laws. He took this
view home with him, and in the end the
British raj gave way to an independent
Republic of India. Then Martin Luther
King, Jr., repatriated the idea and so
began the great civil rights movement
of this century.

Dr. Martin Luther King, Jr., has
written of the singular influence
Gandhi’s message of nonviolent resist-
ance had on him when he first learned
of it while studying at Crozier Theo-
logical Seminary in Philadelphia. He
would later describe that influence in
his first book, ‘‘Stride Toward Free-
dom’’:

As I read I became deeply fascinated by
[Gandhi’s] philosophy of non-violent resist-
ance . . . as I delved deeper into the philos-
ophy of Gandhi, my skepticism concerning
the power of love gradually diminished, and
I came to see its potency in the area of social
reform . . . prior to reading Gandhi, I had
concluded that the love ethics of Jesus were
only effective in individual relationships . . .
but after reading Gandhi, I saw how utterly
mistaken I was.

. . It was in this Gandhian emphasis on
love and non-violence that I discovered the
method for social reform that I had been
seeking for so many months . . . I came to
feel that this was the only morally and prac-
tically sound method open to oppressed peo-
ple in their struggle for freedom . . . this
principle became the guiding light of our
movement. Christ furnished the spirit and
motivation and Gandhi furnished the meth-
od.

Martin Luther King, Jr., believed
that Gandhi’s philosophy of nonviolent
resistance was the guiding light of the
American civil rights movement. As
Dr. King wrote, ‘“Gandhi furnished the
message.” A statue of Gandhi, given as
a gift from the Government of India, on
a small plot of Federal land along Mas-
sachusetts Avenue, in front of the In-
dian Embassy, will stand not only as a
tribute to the shared values of the two
largest democracies in the world but
will also pay tribute to the lasting in-
fluence of Gandhian thought on the
United States. An influence that is so
pervasive that when the President and
the Prime Minister of India meet at
the White House for lunch, a half-cen-
tury after Gandhi’s death, it is no sur-
prise that he should be a topic of con-
versation.
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By Mr. CHAFEE (for himself, Mr.
BREAUX, Mr. KERREY, and Mr.
CONRAD):

S. 864. A bill to amend title XIX of
the Social Security Act to improve the
provision of managed care under the
Medicaid Program; to the Committee
on Finance.

THE MEDICAID MANAGED CARE ACT OF 1997

Mr. CHAFEE. Mr. President, I am
pleased today to introduce The Med-
icaid Managed Care Act of 1997. This
legislation meets two very important
objectives in the Medicaid Program.
First, it gives States the additional
flexibility they need to administer the
Medicaid Program by allowing them to
enroll Medicaid beneficiaries into man-
aged care Programs. Second, the bill
sets Federal standards for managed
care to ensure that Medicaid patients
receive the same quality of care as
those patients who are enrolled in pri-
vate managed care plans.

Under our legislation, States could
require Medicaid patients to enroll in
managed care plans without going
through the lengthy and cumbersome
process of applying to the Secretary of
Health and Human Services for a waiv-
er of current Medicaid regulations. In
exchange for this important flexibility,
States will have to meet a set of min-
imum Federal standards to ensure that
Medicaid patients continue to receive
quality care.

For example, States would be re-
quired to offer patients a choice of at
least two health plans. Plans would be
required to meet certain standards of
access to care, quality, and solvency.
These standards are especially impor-
tant given recent problems in States
that have set up Medicaid managed
care programs under the waiver proc-
ess. In some instances, plans have
failed to contract with enough pro-
viders to serve the Medicaid popu-
lation. Some have been permitted to
operate under standards that are lower
than commercial insurers are required
to meet, and others have used fraudu-
lent marketing practices to entice
Medicaid patients to sign up with their
plans. These actions have resulted in
patients being denied medically nec-
essary services, and have resulted in
States and the Federal Government
paying for care that was never given.

Considering these abuses, why should
we allow Medicaid managed care at all?
Because managed care, if implemented
correctly, can vastly improve the qual-
ity of health care provided to low-in-
come families. In today’s fee-for-serv-
ice program, patients face myriad
problems. Some are forced to get care
in hospital emergency rooms because
they cannot find a private physician
willing or able to accept Medicaid’s low
payment rates. Those who do have ac-
cess to providers often must wait for
hours in clinics which are overcrowded
and understaffed. And, sadly, they
often do not have access to primary
and preventive care services which
would have prevented them from be-
coming ill to begin with.
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Medicaid managed care, if done well,
provides regular prenatal care to as-
sure that children are born healthy.
These plans provide coverage for
check-ups and immunizations to pre-
vent serious illnesses. And they give
patients a medical home—a provider
they know they can go to if they are
sick, or a number to call if they have
questions.

Medicaid managed care also has the
potential of benefiting our overall
health care system by providing access
to primary care providers rather than
forcing patients to make costly and un-
necessary visits to hospital emergency
rooms. It gives providers the oppor-
tunity to catch and treat, or prevent,
costly health problems.

Mr. President, we have worked very
hard to ensure that this legislation
strikes an appropriate balance between
the needs of Medicaid beneficiaries and
the managed care companies. I want to
thank Senators BREAUX and KERREY
who helped craft this legislation and
are original cosponsors. I also want to
thank the many advocacy organiza-
tions for their input and support. And I
also want to thank some of the man-
aged care organizations who worked
with us. I am especially pleased that
some of these organizations, such as
the HMO Group which is an alliance of
health maintenance organizations have
endorsed this legislation. Their support
is critical to the success of Medicaid
managed care.

I ask unanimous consent that the
text of the legislation be included in
the RECORD.

There being no objection, the bill was
ordered to be printed in the RECORD, as
follows:

S. 864

Be it enacted by the Senate and House of Rep-
resentatives of the United States of America in
Congress assembled,

SECTION 1. SHORT TITLE; TABLE OF CONTENTS;
AMENDMENTS TO THE SOCIAL SECU-
RITY ACT.

(a) SHORT TITLE.—This Act may be cited as
the ‘‘Medicaid Managed Care Improvement
Act of 1997,

(b) TABLE OF CONTENTS.—The table of con-
tents of this Act is as follows:

Sec. 1. Short title; table of contents; amend-
ments to the Social Security
Act.
Sec. 2. Improvements in medicaid managed
care program.
“PART B—PROVISIONS RELATING TO MANAGED
CARE

‘‘Sec. 1941. Beneficiary
ment.

1942. Beneficiary access to services
generally.

1943. Beneficiary access to emer-
gency care.

1944. Other beneficiary
tions.

1945. Assuring quality care.

1946. Protections for providers.

1947. Assuring adequacy of pay-
ments to medicaid managed
care organizations and entities.

1948. Fraud and abuse.

1949. Sanctions for noncompliance
by managed care entities.

1950. Definitions; miscellaneous
provisions.”

choice; enroll-
“Sec.
‘“Sec.
‘“‘Sec. protec-
“Sec.

“Sec.
‘“Sec.

“Sec.
“Sec.

“Sec.
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Sec. 3. Studies and reports.
Sec. 4. Conforming amendments.
Sec. 5. Effective date; status of waivers.

(c) AMENDMENTS TO SOCIAL SECURITY
AcT.—Except as otherwise specifically pro-
vided, whenever in this Act an amendment is
expressed in terms of an amendment to or re-
peal of a section or other provision, the ref-
erence shall be considered to be made to that
section or other provision of the Social Secu-
rity Act.

SEC. 2. IMPROVEMENTS IN MEDICAID MANAGED
CARE PROGRAM.

Title XIX is amended—

(1) by inserting after the title heading the
following:

“PART A—GENERAL PROVISIONS’’; AND

(2) by adding at the end the following new
part:

“PART B—PROVISIONS RELATING TO MANAGED
CARE
“SEC. 1941. BENEFICIARY CHOICE; ENROLLMENT.

‘‘(a) STATE OPTIONS FOR ENROLLMENT OF
BENEFICIARIES IN MANAGED CARE ARRANGE-
MENTS.—

‘(1 IN GENERAL.—Subject to the suc-
ceeding provisions of this part and notwith-
standing paragraphs (1), (10)(B), and (23)(A)
of section 1902(a), a State may require an in-
dividual who is eligible for medical assist-
ance under the State plan under this title
and who is not a special needs individual (as
defined in subsection (e)) to enroll with a
managed care entity (as defined in section
1950(a)(1)) as a condition of receiving such as-
sistance (and, with respect to assistance fur-
nished by or under arrangements with such
entity, to receive such assistance through
the entity), if the following provisions are
met:

“(A) ENTITY MEETS REQUIREMENTS.—The
entity meets the applicable requirements of
this part.

¢(B) CONTRACT WITH STATE.—The entity en-
ters into a contract with the State to pro-
vide services for the benefit of individuals el-
igible for benefits under this title under
which prepaid payments to such entity are
made on an actuarially sound basis. Such
contract shall specify benefits the provision
(or arrangement) for which the entity is re-
sponsible.

¢“(C) CHOICE OF COVERAGE.—

“(i) IN GENERAL.—The State permits an in-
dividual to choose a managed care entity
from managed care organizations and pri-
mary care case providers who meet the re-
quirements of this part but not less than
from—

“(I) 2 medicaid managed care organiza-
tions,

“(II) a medicaid managed care organiza-
tion and a primary care case management
provider, or

‘“(III) a primary care case management
provider as long as an individual may choose
between 2 primary care case managers.

‘‘(ii) STATE OPTION.—At the option of the
State, a State shall be considered to meet
the requirements of clause (i) in the case of
an individual residing in a rural area, if the
State—

““(I) requires the individual to enroll with a
medicaid managed care organization or pri-
mary care case management provider if such
organization or entity permits the individual
to receive such assistance through not less
than 2 physicians or case managers (to the
extent that at least 2 physicians or case
managers are available to provide such as-
sistance in the area), and

““(IT) permits the individual to obtain such
assistance from any other provider in appro-
priate circumstances (as established by the
State under regulations of the Secretary).

‘(D) CHANGES IN ENROLLMENT.—The State
provides the individual with the opportunity
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to change enrollment among managed care
entities once annually and notifies the indi-
vidual of such opportunity not later than 60
days prior to the first date on which the in-
dividual may change enrollment, permits in-
dividuals to change their enrollment for
cause at any time and without cause at least
every 12 months, and allows individuals to
disenroll without cause within 90 days of no-
tification of enrollment.

‘“(E) ENROLLMENT PRIORITIES.—The State
establishes a method for establishing enroll-
ment priorities in the case of a managed care
entity that does not have sufficient capacity
to enroll all such individuals seeking enroll-
ment under which individuals already en-
rolled with the entity are given priority in
continuing enrollment with the entity.

“(F) DEFAULT ENROLLMENT PROCESS.—The
State establishes a default enrollment proc-
ess which meets the requirements described
in paragraph (2) and under which any such
individual who does not enroll with a man-
aged care entity during the enrollment pe-
riod specified by the State shall be enrolled
by the State with such an entity in accord-
ance with such process.

““(G) SANCTIONS.—The State establishes the
sanctions provided for in section 1949.

‘(2) DEFAULT ENROLLMENT PROCESS RE-
QUIREMENTS.—The default enrollment proc-
ess established by a State under paragraph
D(F)—

‘“(A) shall provide that the State may not
enroll individuals with a managed care enti-
ty which is not in compliance with the appli-
cable requirements of this part;

“(B) shall provide (consistent with sub-
paragraph (A)) for enrollment of such an in-
dividual with a medicaid managed care orga-
nization—

‘(i) first, that maintains existing provider-
individual relationships or that has entered
into contracts with providers (such as Feder-
ally qualified health centers, rural health
clinics, hospitals that qualify for dispropor-
tionate share hospital payments under sec-
tion 1886(d)(5)(F'), and hospitals described in
section 1886(d)(1)(B)(iii)) that have tradition-
ally served beneficiaries under this title, and

‘(il) lastly, if there is no provider de-
scribed in clause (i), in a manner that pro-
vides for an equitable distribution of individ-
uals among all qualified managed care enti-
ties available to enroll individuals through
such default enrollment process, consistent
with the enrollment capacities of such enti-
ties;

‘“(C) shall permit and assist an individual
enrolled with an entity under such process to
change such enrollment to another managed
care entity during a period (of at least 90
days) after the effective date of the enroll-
ment; and

‘(D) may provide for consideration of fac-
tors such as quality, geographic proximity,
continuity of providers, and capacity of the
plan when conducting such process.

“(b) REENROLLMENT OF INDIVIDUALS WHO
REGAIN ELIGIBILITY.—

“(1) IN GENERAL.—If an individual eligible
for medical assistance under a State plan
under this title and enrolled with a managed
care entity with a contract under subsection
(a)(1)(B) ceases to be eligible for such assist-
ance for a period of not greater than 2
months, the State may provide for the auto-
matic reenrollment of the individual with
the entity as of the first day of the month in
which the individual is again eligible for
such assistance, and may consider factors
such as quality, geographic proximity, con-
tinuity of providers, and capacity of the plan
when conducting such reenrollment.

‘“(2) CoNDITIONS.—Paragraph (1) shall only
apply if—

‘“(A) the month for which the individual is
to be reenrolled occurs during the enroll-
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ment period covered by the individual’s
original enrollment with the managed care
entity;

“(B) the managed care entity continues to
have a contract with the State agency under
subsection (a)(1)(B) as of the first day of such
month; and

‘“(C) the managed care entity complies
with the applicable requirements of this
part.

¢“(3) NOTICE OF REENROLLMENT.—The State
shall provide timely notice to a managed
care entity of any reenrollment of an indi-
vidual under this subsection.

‘“(c) STATE OPTION OF MINIMUM ENROLL-
MENT PERIOD.—

‘(1) IN GENERAL.—In the case of an indi-
vidual who is enrolled with a managed care
entity under this part and who would (but
for this subsection) lose eligibility for bene-
fits under this title before the end of the
minimum enrollment period (defined in para-
graph (2)), the State plan under this title
may provide, notwithstanding any other pro-
vision of this title, that the individual shall
be deemed to continue to be eligible for such
benefits until the end of such minimum pe-
riod, but, except for benefits furnished under
section 1902(a)(23)(B), only with respect to
such benefits provided to the individual as
an enrollee of such entity.

‘(2) MINIMUM ENROLLMENT PERIOD DE-
FINED.—For purposes of paragraph (1), the
term ‘minimum enrollment period’ means,
with respect to an individual’s enrollment
with an entity under a State plan, a period,
established by the State, of not more than 6
months beginning on the date the individ-
ual’s enrollment with the entity becomes ef-
fective, except that a State may extend such
period for up to a total of 12 months in the
case of an individual’s enrollment with a
managed care entity (as defined in section
1950(a)(1)) so long as such extension is done
uniformly for all individuals enrolled with
all such entities.

“(d) OTHER ENROLLMENT-RELATED PROVI-
SIONS.—

‘(1) NONDISCRIMINATION.—A managed care
entity may not discriminate on the basis of
health status or anticipated need for services
in the enrollment, reenrollment, or
disenrollment of individuals eligible to re-
ceive medical assistance under a State plan
under this title or by discouraging enroll-
ment (except as permitted by this section)
by eligible individuals.

*“(2) TERMINATION OF ENROLLMENT.—

‘““(A) IN GENERAL.—The State, enrollment
broker, and managed care entity (if any)
shall permit an individual eligible for med-
ical assistance under the State plan under
this title who is enrolled with the entity to
terminate such enrollment for cause at any
time, and without cause during the 90-day
period beginning on the date the individual
receives notice of enrollment and at least
every 12 months thereafter, and shall notify
each such individual of the opportunity to
terminate enrollment under these condi-
tions.

“(B) FRAUDULENT INDUCEMENT OR COERCION
AS GROUNDS FOR CAUSE.—For purposes of sub-
paragraph (A), an individual terminating en-
rollment with a managed care entity on the
grounds that the enrollment was based on
fraudulent inducement or was obtained
through coercion or pursuant to the imposi-
tion against the managed care entity of the
sanction described in section 1949(b)(3) shall
be considered to terminate such enrollment
for cause.

¢“(C) NOTICE OF TERMINATION.—

‘(i) NOTICE TO STATE.—

‘(I) BY INDIVIDUALS.—Each individual ter-
minating enrollment with a managed care
entity under subparagraph (A) shall do so by
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providing notice of the termination to an of-
fice of the State agency administering the
State plan under this title, the State or local
welfare agency, or an office of a managed
care entity.

““(II) BY ORGANIZATIONS.—Any managed
care entity which receives notice of an indi-
vidual’s termination of enrollment with such
entity through receipt of such notice at an
office of a managed care entity shall provide
timely notice of the termination to the
State agency administering the State plan
under this title.

‘(i) NOTICE TO PLAN.—The State agency
administering the State plan under this title
or the State or local welfare agency which
receives notice of an individual’s termi-
nation of enrollment with a managed care
entity under clause (i) shall provide timely
notice of the termination to such entity.

*“(3) PROVISION OF INFORMATION.—

‘““(A) IN GENERAL.—Each State, enrollment
broker, or managed care organization shall
provide all enrollment notices and informa-
tional and instructional materials in a man-
ner and form which may be easily under-
stood by enrollees of the entity who are eli-
gible for medical assistance under the State
plan under this title, including enrollees and
potential enrollees who are blind, deaf, dis-
abled, or cannot read or understand the
English language.

‘“(B) INFORMATION TO HEALTH CARE PRO-
VIDERS, ENROLLEES, AND POTENTIAL ENROLL-
EES.—Each medicaid managed care organiza-
tion shall—

‘(i) upon request, make the information
described in section 1945(e)(1)(A)available to
enrollees and potential enrollees in the orga-
nization’s service area; and

‘‘(ii) provide to enrollees and potential en-
rollees information regarding all items and
services that are available to enrollees under
the contract between the State and the orga-
nization that are covered either directly or
through a method of referral and prior au-
thorization.

‘“(e) SPECIAL NEEDS INDIVIDUALS DE-
SCRIBED.—In this part, the term ‘special
needs individual’ means any of the following
individuals:

‘(1) SPECIAL NEEDS CHILD.—An individual
who is under 19 years of age who—

““(A) is eligible for supplemental security
income under title XVI;

‘(B) is described under section 501(a)(1)(D);

“(C) is a child described in section
1902(e)(3);

‘(D) is receiving services under a program
under part B or part E of title IV; or

‘““(E) is not described in any preceding sub-
paragraph but is otherwise considered a child
with special health care needs who is adopt-
ed, in foster care, or otherwise in an out-of-
home placement.

¢“(2) HOMELESS INDIVIDUALS.—An individual
who is homeless (without regard to whether
the individual is a member of a family), in-
cluding—

‘“(A) an individual whose primary residence
during the night is a supervised public or pri-
vate facility that provides temporary living
accommodations; or

‘(B) an individual who is a resident in
transitional housing.

“(3) MIGRANT AGRICULTURAL WORKERS.—A
migratory agricultural worker or a seasonal
agricultural worker (as such terms are de-
fined in section 330(g)(3) of the Public Health
Service Act), or the spouse or dependent of
such a worker.

‘“(4) INDIANS.—An Indian (as defined in sec-
tion 4(c) of the Indian Health Care Improve-
ment Act (25 U.S.C. 1603(c))).

‘“(5) MEDICARE BENEFICIARIES.—A qualified
medicare beneficiary (as defined in section
1905(p)(1)) or an individual otherwise eligible
for benefits under title XVIII.
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‘“(6) DISABLED INDIVIDUALS.—Individuals
who are disabled (as determined under sec-
tion 1614(a)(3)).

“(T) PERSONS WITH AIDS OR HIV INFECTION.—
An individual with acquired immune defi-
ciency syndrome (AIDS) or who has been de-
termined to be infected with the HIV virus.
“SEC. 1942. BENEFICIARY ACCESS TO SERVICES

GENERALLY.

‘‘(a) ACCESS TO SERVICES.—

‘(1) IN GENERAL.—Each managed care enti-
ty shall provide or arrange for the provision
of all medically necessary medical assistance
under this title which is specified in the con-
tract entered into between such entity and
the State under section 1941(a)(1)(B) for en-
rollees who are eligible for medical assist-
ance under the State plan under this title.

“(2) PRIMARY-CARE-PROVIDER-TO-ENROLLEE
RATIO AND MAXIMUM TRAVEL TIME.—Each such
entity shall assure adequate access to pri-
mary care services by meeting standards, es-
tablished by the Secretary, relating to the
maximum ratio of enrollees under this title
to full-time-equivalent primary care pro-
viders available to serve such enrollees and
to maximum travel time for such enrollees
to access such providers. The Secretary may
permit such a maximum ratio to vary de-
pending on the area and population served.
Such standards shall be based on standards
commonly applied in the commercial mar-
ket, commonly used in accreditation of man-
aged care organizations, and standards used
in the approval of waiver applications under
section 1115, and shall be consistent with the
requirements under section 1876(c)(4)(A).

“(b) OBSTETRICAL AND GYNECOLOGICAL
CARE.—

‘(1) IN GENERAL.—A managed care entity
may not require prior authorization by the
individual’s primary care provider or other-
wise restrict the individual’s access to gyne-
cological and obstetrical care provided by a
participating provider who specializes in ob-
stetrics and gynecology to the extent such
care is otherwise covered, and may treat the
ordering of other obstetrical and gyneco-
logical care by such a participating provider
as the prior authorization of the primary
care provider with respect to such care under
the coverage.

““(2) CONSTRUCTION.—Nothing in paragraph
(1)(B)(ii) shall waive any requirements of
coverage relating to medical necessity or ap-
propriateness with respect to coverage of
gynecological care so ordered.

““(c) SPECIALTY CARE.—

‘(1) REFERRAL TO SPECIALTY CARE FOR EN-
ROLLEES REQUIRING TREATMENT BY SPECIAL-
ISTS.—

‘“(A) IN GENERAL.—In the case of an en-
rollee under a managed care entity and who
has a condition or disease of sufficient seri-
ousness and complexity to require treatment
by a specialist, the entity shall make or pro-
vide for a referral to a specialist who is
available and accessible to provide the treat-
ment for such condition or disease.

‘“(B) SPECIALIST DEFINED.—For purposes of
this subsection, the term ‘specialist’ means,
with respect to a condition, a health care
practitioner, facility, or center (such as a
center of excellence) that has adequate ex-
pertise through appropriate training and ex-
perience (including, in the case of a child, an
appropriate pediatric specialist) to provide
high quality care in treating the condition.

‘“(C) CARE UNDER REFERRAL.—Care provided
pursuant to such referral under subpara-
graph (A) shall be—

‘(i) pursuant to a treatment plan (if any)
developed by the specialist and approved by
the entity, in consultation with the des-
ignated primary care provider or specialist
and the enrollee (or the enrollee’s designee),
and
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‘“(ii) in accordance with applicable quality
assurance and utilization review standards of
the entity.

Nothing in this subsection shall be construed
as preventing such a treatment plan for an
enrollee from requiring a specialist to pro-
vide the primary care provider with regular
updates on the specialty care provided, as
well as all necessary medical information.

‘(D) REFERRALS TO PARTICIPATING PRO-
VIDERS.—An entity is not required under sub-
paragraph (A) to provide for a referral to a
specialist that is not a participating pro-
vider, unless the entity does not have an ap-
propriate specialist that is available and ac-
cessible to treat the enrollee’s condition and
that is a participating provider with respect
to such treatment.

“(E) TREATMENT OF NONPARTICIPATING PRO-
VIDERS.—If an entity refers an enrollee to a
nonparticipating specialist, services pro-
vided pursuant to the approved treatment
plan shall be provided at no additional cost
to the enrollee beyond what the enrollee
would otherwise pay for services received by
such a specialist that is a participating pro-
vider.

‘“(2) SPECIALISTS AS PRIMARY CARE PRO-
VIDERS.—

‘“‘(A) IN GENERAL.—A managed care entity
shall have a procedure by which a new en-
rollee upon enrollment, or an enrollee upon
diagnosis, with an ongoing special condition
(as defined in subparagraph (C)) may receive
a referral to a specialist for such condition
who shall be responsible for and capable of
providing and coordinating the enrollee’s
primary and specialty care. If such an enroll-
ee’s care would most appropriately be co-
ordinated by such a specialist, the entity
shall refer the enrollee to such specialist.

‘(B) TREATMENT AS PRIMARY CARE PRO-
VIDER.—Such specialist shall be permitted to
treat the enrollee without a referral from
the enrollee’s primary care provider and may
authorize such referrals, procedures, tests,
and other medical services as the enrollee’s
primary care provider would otherwise be
permitted to provide or authorize, subject to
the terms of the treatment plan (referred to
in paragraph (1)(C)(i)).

¢“(C) ONGOING SPECIAL CONDITION DEFINED.—
In this paragraph, the term ‘special condi-
tion’ means a physical and mental condition
or disease that—

‘(i) is life-threatening,
disabling, and

‘“(ii) requires specialized medical care over
a prolonged period of time.

‘(D) TERMS OF REFERRAL.—The provisions
of subparagraphs (C) through (E) of para-
graph (1) shall apply with respect to referrals
under subparagraph (A) of this paragraph in
the same manner as they apply to referrals
under paragraph (1)(A).

‘“(3) STANDING REFERRALS.—

‘““(A) IN GENERAL.—A managed care entity
shall have a procedure by which an enrollee
who has a condition that requires ongoing
care from a specialist may receive a standing
referral to such specialist for treatment of
such condition. If the issuer, or the primary
care provider in consultation with the med-
ical director of the entity and the specialist
(if any), determines that such a standing re-
ferral is appropriate, the entity shall make
such a referral to such a specialist.

‘(B) TERMS OF REFERRAL.—The provisions
of subparagraphs (C) through (E) of para-
graph (1) shall apply with respect to referrals
under subparagraph (A) of this paragraph in
the same manner as they apply to referrals
under paragraph (1)(A).

‘(d) TIMELY DELIVERY OF SERVICES.—Each
managed care entity shall respond to re-
quests from enrollees for the delivery of
medical assistance in a manner which—

degenerative, or
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‘(1) makes such assistance—

““(A) available and accessible to each such
individual, within the area served by the en-
tity, with reasonable promptness and in a
manner which assures continuity; and

‘“(B) when medically necessary, available
and accessible 24 hours a day and 7 days a
week; and

‘“(2) with respect to assistance provided to
such an individual other than through the
entity, or without prior authorization, in the
case of a primary care case management pro-
vider, provides for reimbursement to the in-
dividual (if applicable under the contract be-
tween the State and the entity) if—

“‘(A) the services were medically necessary
and immediately required because of an un-
foreseen illness, injury, or condition and
meet the requirements of section 1943; and

‘(B) it was not reasonable given the cir-
cumstances to obtain the services through
the entity, or, in the case of a primary care
case management provider, with prior au-
thorization.

‘“(e) INTERNAL GRIEVANCE PROCEDURE.—
Each medicaid managed care organization
shall establish an internal grievance proce-
dure under which an enrollee who is eligible
for medical assistance under the State plan
under this title, or a provider on behalf of
such an enrollee, may challenge the denial of
coverage of or payment for such assistance.

‘“(f) INFORMATION ON BENEFIT CARVE
OuTs.—Each managed care entity shall in-
form each enrollee, in a written and promi-
nent manner, of any benefits to which the
enrollee may be entitled to medical assist-
ance under this title but which are not made
available to the enrollee through the entity.
Such information shall include information
on where and how such enrollees may access
benefits not made available to the enrollee
through the entity.

‘‘(g) DUE PROCESS REQUIREMENTS FOR MAN-
AGED CARE ENTITIES.—

‘(1) DENIAL OF OR UNREASONABLE DELAY IN
DETERMINING COVERAGE AS GROUNDS FOR
HEARING.—If a managed care entity (or enti-
ty acting an agreement with a managed care
entity)—

‘““(A) denies coverage of or payment for
medical assistance with respect to an en-
rollee who is eligible for such assistance
under the State plan under this title; or

‘“(B) fails to make any eligibility or cov-
erage determination sought by an enrollee
or, in the case of a medicaid managed care
organization, by a participating health care
provider or enrollee, in a timely manner, de-
pending upon the urgency of the situation,

the enrollee or the health care provider fur-
nishing such assistance to the enrollee (as
applicable) may obtain a fair hearing before,
and shall be provided a timely decision by,
the State agency administering the State
plan under this title in accordance with sec-
tion 1902(a)(3). Such decisions shall be ren-
dered as soon as possible in accordance with
the medical exigencies of the cases, and in no
event later than 72 hours in the case of hear-
ings on decisions regarding urgent care and 5
days in the case of all other hearings.

‘(2) COMPLETION OF INTERNAL GRIEVANCE
PROCEDURE.—Nothing in this subsection shall
require completion of an internal grievance
procedure if the procedure does not provide
for timely review of health needs considered
by the enrollee’s health care provider to be
of an urgent nature or is not otherwise con-
sistent with the requirements for such proce-
dures under section 1876(c).

“(h) DEMONSTRATION OF ADEQUATE CAPAC-
ITY AND SERVICES.—

‘(1) IN GENERAL.—Subject to paragraph (3),
each medicaid managed care organization
shall provide the State and the Secretary
with adequate assurances (as determined by
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the Secretary) that the organization, with
respect to a service area—

““(A) has the capacity to serve the expected
enrollment in such service area;

‘(B) offers an appropriate range of services
for the population expected to be enrolled in
such service area, including transportation
services and translation services consisting
of the principal languages spoken in the
service area;

‘“(C) maintains a sufficient number, mix,
and geographic distribution of providers of
services included in the contract with the
State to ensure that services are available to
individuals receiving medical assistance and
enrolled in the organization to the same ex-
tent that such services are available to indi-
viduals enrolled in the organization who are
not recipients of medical assistance under
the State plan under this title;

‘(D) maintains extended hours of oper-
ation with respect to primary care services
that are beyond those maintained during a
normal business day;

‘‘(E) provides preventive and primary care
services in locations that are readily acces-
sible to members of the community;

‘“(F) provides information concerning edu-
cational, social, health, and nutritional serv-
ices offered by other programs for which en-
rollees may be eligible; and

‘(G) complies with such other require-
ments relating to access to care as the Sec-
retary or the State may impose.

¢“(2) PROOF OF ADEQUATE PRIMARY CARE CA-
PACITY AND SERVICES.—Subject to paragraph
(3), a medicaid managed care organization
that contracts with a reasonable number of
primary care providers (as determined by the
Secretary) and whose primary care member-
ship includes a reasonable number (as so de-
termined) of the following providers will be
deemed to have satisfied the requirements of
paragraph (1):

‘“(A) Rural health clinics, as defined in sec-
tion 1905(1)(1).

‘“(B) Federally-qualified health centers, as
defined in section 1905(1)(2)(B).

‘“(C) Clinics which are eligible to receive
payment for services provided under title X
of the Public Health Service Act.

¢“(3) SUFFICIENT PROVIDERS OF SPECIALIZED
SERVICES.—Notwithstanding paragraphs (1)
and (2), a medicaid managed care organiza-
tion may not be considered to have satisfied
the requirements of paragraph (1) if the orga-
nization does not have a sufficient number
(as determined by the Secretary) of providers
of specialized services, including perinatal
and pediatric specialty care, to ensure that
such services are available and accessible.

‘(1) COMPLIANCE WITH CERTAIN MATERNITY
AND MENTAL HEALTH REQUIREMENTS.—Each
medicaid managed care organization shall
comply with the requirements of subpart 2 of
part A of title XXVII of the Public Health
Service Act insofar as such requirements
apply with respect to a health insurance
issuer that offers group health insurance
coverage.

““(j) TREATMENT OF CHILDREN WITH SPECIAL
HEALTH CARE NEEDS.—

‘(1) IN GENERAL.—In the case of an enrollee
of a managed care entity who is a child de-
scribed in section 1941(e)(1) or who has spe-
cial health care needs (as defined in para-
graph (3))—

“(A) if any medical assistance specified in
the contract with the State is identified in a
treatment plan prepared for the enrollee by
a program described in subsection (c)(1) or
paragraph (3), the managed care entity shall
provide (or arrange to be provided) such as-
sistance in accordance with the treatment
plan either—

‘(i) by referring the enrollee to a pediatric
health care provider who is trained and expe-
rienced in the provision of such assistance
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and who has a contract with the managed
care entity to provide such assistance; or

‘‘(ii) if appropriate services are not avail-
able through the managed care entity, per-
mitting such enrollee to seek appropriate
specialty services from pediatric health care
providers outside of or apart from the man-
aged care entity; and

‘(B) the managed care entity shall require
each health care provider with whom the
managed care entity has entered into an
agreement to provide medical assistance to
enrollees to furnish the medical assistance
specified in such enrollee’s treatment plan to
the extent the health care provider is able to
carry out such treatment plan.

‘(2) PRIOR AUTHORIZATION.—An enrollee re-
ferred for treatment wunder paragraph
(1)(A)(1), or permitted to seek treatment out-
side of or apart from the managed care enti-
ty under paragraph (1)(A)(ii) shall be deemed
to have obtained any prior authorization re-
quired by the entity.

‘(3) CHILD WITH SPECIAL HEALTH CARE
NEEDS.—For purposes of paragraph (1), a
child has special health care needs if the
child is receiving services under—

‘““(A) a program administered under part B
or part H of the Individuals with Disabilities
Education Act; or

‘“(B) any other program for children with
special health care needs identified by the
Secretary.

“SEC. 1943. BENEFICIARY
GENCY CARE.

‘‘(a) PROHIBITION OF CERTAIN RESTRICTIONS
ON COVERAGE OF EMERGENCY SERVICES.—

‘(1) IN GENERAL.—If a managed care entity
provides any benefits under a State plan
with respect to emergency services (as de-
fined in paragraph (2)(B)), the entity shall
cover emergency services furnished to an en-
rollee—

‘“(A) without the need for any prior author-
ization determination,

‘“(B) subject to paragraph (3), whether or
not the physician or provider furnishing such
services is a participating physician or pro-
vider with respect to such services, and

‘“(C) subject to paragraph (3), without re-
gard to any other term or condition of such
coverage (other than an exclusion of bene-
fits).

¢“(2) EMERGENCY SERVICES; EMERGENCY MED-
ICAL CONDITION.—For purposes of this sec-
tion—

““(A) EMERGENCY MEDICAL CONDITION BASED
ON PRUDENT LAYPERSON.—The term ‘emer-
gency medical condition’ means a medical
condition manifesting itself by acute symp-
toms of sufficient severity (including severe
pain) such that a prudent layperson, who
possesses an average knowledge of health
and medicine, could reasonably expect the
absence of immediate medical attention to
result in—

‘(i) placing the health of the individual
(or, with respect to a pregnant woman, the
health of the woman or her unborn child) in
serious jeopardy,

‘‘(ii) serious impairment to bodily func-
tions, or

‘“(iii) serious dysfunction of any bodily
organ or part.

‘(B) EMERGENCY SERVICES.—The
‘emergency services’ means—

‘(i) a medical screening examination (as
required under section 1867) that is within
the capability of the emergency department
of a hospital, including ancillary services
routinely available to the emergency depart-
ment, to evaluate an emergency medical
condition (as defined in subparagraph (A)),
and

‘“(ii) within the capabilities of the staff and
facilities available at the hospital, such fur-
ther medical examination and treatment as
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are required under section 1867 to stabilize
the patient.

¢(C) TRAUMA AND BURN CENTERS.—The pro-
visions of clause (ii) of subparagraph (B)
apply to a trauma or burn center, in a hos-
pital, that—

‘(i) is designated by the State, a regional
authority of the State, or by the designee of
the State, or

‘‘(ii) is in a State that has not made such
designations and meets medically recognized
national standards.

‘“(3) APPLICATION OF NETWORK RESTRICTION
PERMITTED IN CERTAIN CASES.—

‘““(A) IN GENERAL.—Except as provided in
subparagraph (B), if a managed care entity
in relation to benefits provided under this
title denies, limits, or otherwise differen-
tiates in benefits or payment for benefits
other than emergency services on the basis
that the physician or provider of such serv-
ices is a nonparticipating physician or pro-
vider, the entity may deny, limit, or dif-
ferentiate in coverage or payment for emer-
gency services on such basis.

“(B) NETWORK RESTRICTIONS NOT PERMITTED
IN CERTAIN EXCEPTIONAL CASES.—The denial
or limitation of, or differentiation in, cov-
erage or payment of benefits for emergency
services under subparagraph (A) shall not
apply in the following cases:

‘(1) CIRCUMSTANCES BEYOND CONTROL OF EN-
ROLLEE.—The enrollee is unable to go to a
participating hospital for such services due
to circumstances beyond the control of the
enrollee (as determined consistent with
guidelines and subparagraph (C)).

“(ii) LIKELIHOOD OF AN ADVERSE HEALTH
CONSEQUENCE BASED ON LAYPERSON’S JUDG-
MENT.—A prudent layperson possessing an
average knowledge of health and medicine
could reasonably believe that, under the cir-
cumstances and consistent with guidelines,
the time required to go to a participating
hospital for such services could result in any
of the adverse health consequences described
in a clause of subsection (a)(2)(A).

““(iii) PHYSICIAN REFERRAL.—A partici-
pating physician or other person authorized
by the plan refers the enrollee to an emer-
gency department of a hospital and does not
specify an emergency department of a hos-
pital that is a participating hospital with re-
spect to such services.

“(C) APPLICATION OF °‘BEYOND CONTROL’
STANDARDS.—For purposes of applying sub-
paragraph (B)(i), receipt of emergency serv-
ices from a nonparticipating hospital shall
be treated under the guidelines as being ‘due
to circumstances beyond the control of the
enrollee’ if any of the following conditions
are met:

‘(i) UNcoNscioUs.—The enrollee was un-
conscious or in an otherwise altered mental
state at the time of initiation of the serv-
ices.

‘(i) AMBULANCE DELIVERY.—The enrollee
was transported by an ambulance or other
emergency vehicle directed by a person other
than the enrollee to the nonparticipating
hospital in which the services were provided.

‘‘(iii) NATURAL DISASTER.—A natural dis-
aster or civil disturbance prevented the en-
rollee from presenting to a participating
hospital for the provision of such services.

“(iv) NO GOOD FAITH EFFORT TO INFORM OF
CHANGE IN PARTICIPATION DURING A CONTRACT
YEAR.—The status of the hospital changed
from a participating hospital to a non-
participating hospital with respect to emer-
gency services during a contract year and
the entity failed to make a good faith effort
to notify the enrollee involved of such
change.

‘“(v) OTHER CONDITIONS.—There were other
factors (such as those identified in guide-
lines) that prevented the enrollee from con-
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trolling selection of the hospital in which
the services were provided.

“(b) ASSURING COORDINATED COVERAGE OF
MAINTENANCE CARE AND POST-STABILIZATION
CARE.—

‘(1) IN GENERAL.—In the case of an indi-
vidual who is enrolled with a managed care
entity and who has received emergency serv-
ices pursuant to a screening evaluation con-
ducted (or supervised) by a treating physi-
cian at a hospital that is a nonparticipating
provider with respect to emergency services,
if—

‘“(A) pursuant to such evaluation, the phy-
sician identifies post-stabilization care (as
defined in paragraph (3)(B)) that is required
by the enrollee,

‘“(B) the coverage through the entity under
this title provides benefits with respect to
the care so identified and the coverage re-
quires (but for this subsection) an affirma-
tive prior authorization determination as a
condition of coverage of such care, and

‘(C) the treating physician (or another in-
dividual acting on behalf of such physician)
initiates, not later than 30 minutes after the
time the treating physician determines that
the condition of the enrollee is stabilized, a
good faith effort to contact a physician or
other person authorized by the entity (by
telephone or other means) to obtain an af-
firmative prior authorization determination
with respect to the care,

then, without regard to terms and conditions
specified in paragraph (2) the entity shall
cover maintenance care (as defined in para-
graph (3)(A)) furnished to the enrollee during
the period specified in paragraph (4) and
shall cover post-stabilization care furnished
to the enrollee during the period beginning
under paragraph (5) and ending under para-
graph (6).

‘(2) TERMS AND CONDITIONS WAIVED.—The
terms and conditions (of coverage) described
in this paragraph that are waived under
paragraph (1) are as follows:

““(A) The need for any prior authorization
determination.

‘(B) Any limitation on coverage based on
whether or not the physician or provider fur-
nishing the care is a participating physician
or provider with respect to such care.

‘(C) Any other term or condition of the
coverage (other than an exclusion of benefits
and other than a requirement relating to
medical necessity for coverage of benefits).

‘(3) MAINTENANCE CARE AND POST-STA-
BILIZATION CARE DEFINED.—In this subsection:

‘“(A) MAINTENANCE CARE.—The term ‘main-
tenance care’ means, with respect to an indi-
vidual who is stabilized after provision of
emergency services, medically necessary
items and services (other than emergency
services) that are required by the individual
to ensure that the individual remains sta-
bilized during the period described in para-
graph (4).

“(B) POST-STABILIZATION CARE.—The term
‘post-stabilization care’ means, with respect
to an individual who is determined to be sta-
ble pursuant to a medical screening exam-
ination or who is stabilized after provision of
emergency services, medically necessary
items and services (other than emergency
services and other than maintenance care)
that are required by the individual.

‘(4) PERIOD OF REQUIRED COVERAGE OF
MAINTENANCE CARE.—The period of required
coverage of maintenance care of an indi-
vidual under this subsection begins at the
time of the request (or the initiation of the
good faith effort to make the request) under
paragraph (1)(C) and ends when—

‘“(A) the individual is discharged from the
hospital;

‘““(B) a physician (designated by the man-
aged care entity involved) and with privi-

S5449

leges at the hospital involved arrives at the
emergency department of the hospital and
assumes responsibility with respect to the
treatment of the individual; or

‘(C) the treating physician and the entity
agree to another arrangement with respect
to the care of the individual.

‘() WHEN POST-STABILIZATION CARE RE-
QUIRED TO BE COVERED.—

“(A) WHEN TREATING PHYSICIAN UNABLE TO
COMMUNICATE REQUEST.—If the treating phy-
sician or other individual makes the good
faith effort to request authorization under
paragraph (1)(C) but is unable to commu-
nicate the request directly with an author-
ized person referred to in such paragraph
within 30 minutes after the time of initiating
such effort, then post-stabilization care is re-
quired to be covered under this subsection
beginning at the end of such 30-minute pe-
riod.

‘(B) WHEN ABLE TO COMMUNICATE REQUEST,
AND NO TIMELY RESPONSE.—

‘(i) IN GENERAL.—If the treating physician
or other individual under paragraph (1)(C) is
able to communicate the request within the
30-minute period described in subparagraph
(A), the post-stabilization care requested is
required to be covered under this subsection
beginning 30 minutes after the time when
the entity receives the request unless a per-
son authorized by the entity involved com-
municates (or makes a good faith effort to
communica