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By focusing on those areas that have suf-
fered a high incidence of mosquito-borne dis-
eases, H.R. 4793 will provide the targeted fi-
nancial assistance needed by local commu-
nities to expand their mosquito spraying pro-
grams, purchase new equipment, or update
their laboratories. The CDC has recommended
mosquito control measures as one of the most
effective methods of West Nile prevention.
H.R. 4793 provides the federal assistance to
help local communities maintain and expand
those spraying programs. Mosquito control
programs also have the added benefit of pro-
tecting local communities from a host of other
diseases besides West Nile Virus, including
St. Louis encephalitis, La Crosse encephalitis,
and dengue fever.

For all of these reasons, | support the pas-
sage of H.R. 4793 and urge my colleagues to
support this measure as well. And | will con-
tinue to work with my colleagues to ensure
that adequate funding for these programs is
secured to safeguard our local communities
from this national public health threat.

Ms. JACKSON-LEE of Texas. Mr. Speaker,
| am a cosponsor and firm supporter of H.R.
4793, the Mosquito Abatement for Safety and
Health—or MASH—Act. We have a public
health emergency on our hands. What was
once an obscure African disease buried in the
back of medical school pathology books, has
the potential for turning into a full-blown epi-
demic if we do not make smart policy and
well-directed investments in prevention and
education.

So far this year 2,405 people have tested
positive for West Nile Virus in the United
States. The infection that starts with flu-like
symptoms can end in swelling of the brain,
and eventually death. There is no known cure
for, or vaccine against, West Nile Virus. Out of
the 2,405 infected this year, the virus has
killed 117 people. And the season is not near
over.

The 18th Congressional District of Texas
that | represent has not been spared this in-
sidious disease. Two months ago tragedy
struck Houston when one of my constituents
became the first Texan to die of complications
of West Nile infection. Two weeks later, |
walked the streets of her community, to check
on her neighbors, and to get information and
advice to those in need. | was accompanied
by West Nile experts from health departments
of every level—Texas, Harris County, and the
City of Houston.

Although | was pleased with the expertise
and dedication of those officials, | was struck
by two problems. One, was that there are too
many gaps in the funding and efforts to tackle
this problem at the state and local levels. For
example, although Harris County was playing
a huge and important role in monitoring dis-
ease spread and spraying insecticides to con-
trol the mosquitoes that carry the virus—the
county could not directly receive any money
directly form the Centers for Disease Control
and Prevention. They were forced to apply
through the city of Houston or through the
State Health Department, and then wait as
funds trickled down to them, hoping it would
get there in time to stem the tide of the en-
croaching epidemic.

This was unacceptable. | made calls and
wrote letters to extract funds from the CDC,
and ensured efficient flow of the funds down
to the local levels where they could actually be
put to work. But, this is not the way the sys-
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tem should have to work. The MASH Act ad-
dresses this problem, by providing for Mos-
quito Control Program Grants issued directly
to counties. The grants would provide $2 of
Federal funding for every $1 of local funding.
The Secretary could even waive the matching
portion in cases of extraordinary economic
conditions. This is how to get things done.

To ensure that funds are used effectively,
the MASH Act requires the counties conduct
assessments and surveys of the needs of the
county submit plan of attack, and, afterward, a
report that describes the effectiveness of the
program. West Nile Virus is probably here to
stay. These reports will enable us to hone our
national strategy for controlling the associated
disease.

The MASH Act also funds a one-time grant
of up to $10,000 to States to develop a plan
to coordinate programs within the State. This
will ensure good coordination and flow of infor-
mation throughout each affected state.

The other problem | notice during my walk
through the neighborhood in my district struck
by West Nile Virus, is that too many people
are still scared and confused. Some seemed
to feel like hostages in their homes. It is the
elderly who are most vulnerable to West Nile
Virus, and these seniors are being told to go
out in their yards and remove all standing
water, such as cement birdbaths and old tires.
They are told by public service announce-
ments and the news not to go without DEET-
containing mosquito repellent, but of course
they have to go outside to get to the drugstore
to buy some. And if they do find a way to get
to the drugstore to protect themselves, they
find that 56 percent of mosquito repellents that
contain DEET—do not have the word DEET
written anywhere on the label. | am continuing
my work with the EPA and industry leaders to
make sure that all DEET-containing product
are clearly labeled by next season, to cut
down on confusion and save lives. But, we
need some quick fixes to these other pressing
problems as well.

The MASH Act will provide funds directly to
the people who know the needs of the com-
munity. The funds will enable them to estab-
lish appropriate budgets to control mosqui-
toes—I| hope, by going straight out into the
communities, clearing out tires and stagnant
water, and delivering DEET with clear labels.
Most importantly, they need to get the word
out that West Nile Virus is a serious problem,
but with smart precautions, and a well-funded
and well-coordinated effort—it does not need
to become a national disaster.

| support the MASH Act and encourage my
colleagues to do the same.

Mr. JOHN. Mr. Speaker, I yield back
the balance of my time.

Mr. TAUZIN. Mr. Speaker, I yield
back the balance of my time.

The SPEAKER pro tempore (Mr.
B00ZMAN). The question is on the mo-
tion offered by the gentleman from
Louisiana (Mr. TAUZIN) that the House
suspend the rules and pass the bill,
H.R. 4793, as amended.

The question was taken; and (two-
thirds having voted in favor thereof)
the rules were suspended and the bill,
as amended, was passed.

A motion to reconsider was laid on
the table.
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HEALTH CARE SAFETY NET
IMPROVEMENT ACT

Mr. BILIRAKIS. Mr. Speaker, I move
to suspend the rules and pass the bill
(H.R. 3450) to amend the Public Health
Service Act to reauthorize and
strengthen the health centers program
and the National Health Service Corps,
and for other purposes.

The Clerk read as follows:

H.R. 3450

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.
(a) SHORT TITLE.—This Act may be cited as

the ‘‘Health Care Safety Net Improvement

Act”.

(b) TABLE OF CONTENTS.—The table of con-
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1997 TO $1,293,000,000 FOR FISCAL YEAR 2002.—
Section 330(1)(1) of the Public Health Service
Act (42 U.S.C. 254b(1(1))) is amended by strik-
ing “$802,124,000"’ and all that follows and in-
serting ‘‘$1,293,000,000 for fiscal year 2002, and
such sums as may be necessary for each of
the fiscal years 2003 through 2006.".

(b) ADDITIONAL AMENDMENTS.—Section 330
of the Public Health Service Act (42 U.S.C.
254Db) is amended—

(1) in subsection (b)(1)(A)—

(A) in clause (i)III)(bb), by striking
‘“‘screening for breast and cervical cancer”
and inserting ‘‘appropriate cancer screen-
ing’”:

(B) in clause (ii), by inserting ‘‘(including
specialty referral when medically indi-
cated)’’ after ‘‘medical services’’; and

(C) in clause (iii), by inserting ‘‘housing,”’
after ‘‘social,’;

(2) in subsection (b)(2)—

(A) by redesignating subparagraphs (A) and
(B) as subparagraphs (B) and (C), respec-
tively; and

(B) by inserting before subparagraph (B)
(as so redesignated) the following:

‘“(A) behavioral and mental health and sub-
stance abuse services;’’;

(3) in subsection (¢)(1)—

(A) in subparagraph (B)—

(i) in the heading, by striking ‘‘CoMm-
PREHENSIVE SERVICE DELIVERY” and inserting
“MANAGED CARE’’;

(ii) in the matter preceding clause (i), by
striking ‘‘network or plan’ and all that fol-
lows to the period and inserting ‘‘managed
care network or plan.”’; and

(iii) in the matter following clause (ii), by
striking ‘‘Any such grant may include’” and
all that follows through the period; and

(B) by adding at the end the following:

‘(C) PRACTICE MANAGEMENT NETWORKS.—
The Secretary may make grants to health
centers that receive assistance under this
section to enable the centers to plan and de-
velop practice management networks that
will enable the centers to—

‘‘(i) reduce costs associated with the provi-
sion of health care services;

‘“(ii) improve access to, and availability of,
health care services provided to individuals
served by the centers;

‘“(iii) enhance the quality and coordination
of health care services; or

‘“(iv) improve the health status of commu-
nities.

‘(D) USE OF FUNDS.—The activities for
which a grant may be made under subpara-
graph (B) or (C) may include the purchase or
lease of equipment, which may include data
and information systems (including paying
for the costs of amortizing the principal of,
and paying the interest on, loans for equip-
ment), the provision of training and tech-
nical assistance related to the provision of
health care services on a prepaid basis or
under another managed care arrangement,
and other activities that promote the devel-
opment of practice management or managed
care networks and plans.’’;

(4) in subsection (d)—

(A) by striking the subsection heading and
inserting ‘‘LLOAN GUARANTEE PROGRAM.—’’;

(B) in paragraph (1)—

(i) in subparagraph (A), by striking ‘‘the
principal and interest on loans’ and all that
follows through the period and inserting
‘“‘the principal and interest on loans made by
non-Federal lenders to health centers, fund-
ed under this section, for the costs of devel-
oping and operating managed care networks
or plans described in subsection (c¢)(1)(B), or
practice management networks described in
subsection (c¢)(1)(C), and for the costs of ac-
quiring or leasing buildings, or purchasing or
leasing equipment.’’;

(ii) in subparagraph (B)—

(I) in clause (i), by striking ‘“‘or’’;
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(IT) in clause (ii), by striking the period
and inserting ‘‘; or”’; and

(IIT) by adding at the end the following:

‘‘(iii) to refinance a loan to the center or
centers, if the Secretary determines that—

‘“(I) such refinancing will result in more fa-
vorable terms;

‘“(IT) the savings resulting from the refi-
nancing will be beneficial to both the center
(or centers) and the Government; and

‘“(IIT) the center (or centers) can dem-
onstrate an ability to repay the refinanced
loan equal to or greater than the ability of
the center (or centers) to repay the original
loan on the date the original loan was
made.”’; and

(iii) by adding at the end the following:

‘(D) PROVISION DIRECTLY TO NETWORKS OR
PLANS.—At the request of health centers re-
ceiving assistance under this section, loan
guarantees provided under this paragraph
may be made directly to networks or plans
that are at least majority controlled and, as
applicable, at least majority owned by those
health centers.”; and

(C)(1) by striking paragraphs (6) and (7);
and

(ii) by redesignating paragraph (8) as para-
graph (6);

(5) in subsection (e)—

(A) in paragraph (1), by adding at the end
the following:

¢“(C) OPERATION OF NETWORKS AND PLANS.—

‘(i) IN GENERAL.—The Secretary may make
grants to health centers that receive assist-
ance under this section, or at the request of
the health centers, directly to a network or
plan (as described in subparagraphs (B) and
(C) of subsection (c)(1)) that is at least ma-
jority controlled and, as applicable, at least
majority owned by such health centers re-
ceiving assistance under this section, for the
costs associated with the operation of such
network or plan, including the purchase or
lease of equipment (including the costs of
amortizing the principal of, and paying the
interest on, loans for equipment).

‘‘(ii) CERTAIN REQUIREMENTS.—Subsection
(j) applies with respect to grants under
clause (i) to the same extent and in the same
manner as such subsection applies with re-
spect to grants under subparagraph (A) or
(B), except to the extent that as applied to
clause (i) the Secretary waives any require-
ment under subsection (j) on the basis that
the requirement is not necessary with re-
spect to the purposes for which grants under
clause (i) are made.”’; and

(B) in paragraph (5)—

(i) in subparagraph (A), by inserting ‘‘sub-
paragraphs (A) and (B) of” after ‘‘any fiscal
year under’’;

(ii) by redesignating subparagraphs (B) and
(C) as subparagraphs (C) and (D), respec-
tively; and

(iii) by inserting after subparagraph (A)
the following:

‘“(B) NETWORKS AND PLANS.—The total
amount of grant funds made available for
any fiscal year under paragraph (1)(C) and
subparagraphs (B) and (C) of subsection (¢)(1)
to a health center shall be determined by the
Secretary, but may not exceed 2 percent of
the total amount appropriated under this
section for such fiscal year.”’;

(6) in subsection (h)—

(A) in paragraph (1), by striking ‘‘homeless
children and children at risk of homeless-
ness” and inserting ‘‘homeless children and
youth and children and youth at risk of
homelessness’’;

(B)(i) by redesignating paragraph (4) as
paragraph (5); and

(ii) by inserting after paragraph (3) the fol-
lowing:

‘“(4) TEMPORARY CONTINUED PROVISION OF
SERVICES TO CERTAIN FORMER HOMELESS INDI-
VIDUALS.—If any grantee under this sub-
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section has provided services described in
this section under the grant to a homeless
individual, such grantee may, notwith-
standing that the individual is no longer
homeless as a result of becoming a resident
in permanent housing, expend the grant to
continue to provide such services to the indi-
vidual for not more than 12 months.”’; and

(C) in paragraph (5)(C) (as redesignated by
subparagraph (B)), by striking ‘‘and residen-
tial treatment’” and inserting ‘‘, risk reduc-
tion, outpatient treatment, residential treat-
ment, and rehabilitation’;

(7) in subsection (j)(3)—

(A) in subparagraph (E)—

(i) in clause (i) —

(I) by striking ‘(i) and inserting *‘(i)(I)’’;

(IT) by striking ‘‘plan; or’” and inserting
“plan; and’’; and

(IIT) by adding at the end the following:

‘““(II) has or will have a contractual or
other arrangement with the State agency ad-
ministering the program under title XXI of
such Act (42 U.S.C. 1397aa et seq.) with re-
spect to individuals who are State children’s
health insurance program beneficiaries; or”’;
and

(ii) by striking clause (ii) and inserting the
following:

‘(ii) has made or will make every reason-
able effort to enter into arrangements de-
scribed in subclauses (I) and (II) of clause
1)

(B) in subparagraph (G)—

(i) in clause (ii)(II), by striking ‘‘; and’ and
inserting *‘;”’;

(ii) by redesignating clause (iii) as clause
(iv); and

(iii) by inserting after clause (ii) the fol-
lowing:

“(iii)(I) will assure that no patient will be
denied health care services due to an individ-
ual’s inability to pay for such services; and

“(IT) will assure that any fees or payments
required by the center for such services will
be reduced or waived to enable the center to
fulfill the assurance described in subclause
(D; and”’;

(C) in subparagraph (K)@ii), by striking
“and” after the semicolon at the end;

(D) in subparagraph (L), by striking the pe-
riod at the end and inserting ‘‘; and’’; and

(E) by adding at the end the following sub-
paragraph:

‘(M) the center encourages persons receiv-
ing or seeking health services from the cen-
ter to participate in any public or private
(including employer-offered) health pro-
grams or plans for which the persons are eli-
gible.”’;

(8) by striking subsection (k) and inserting
the following:

‘“‘(k) TECHNICAL ASSISTANCE.—The Sec-
retary shall establish a program through
which the Secretary shall provide technical
and other assistance to eligible entities to
assist such entities to meet the requirements
of paragraphs (2) and (3) of subsection (j) and
in developing plans for, and operating health
centers. Services provided through the pro-
gram may include necessary technical and
nonfinancial assistance, including fiscal and
program management assistance, training in
program management, operational and ad-
ministrative support, and the provision of in-
formation to the entities of the variety of re-
sources available under this title and how
those resources can be best used to meet the
health needs of the communities served by
the entities.”’;

(9)(A) in subsection (1) (as amended by sub-
section (a) of this section), by striking ‘(1)
AUTHORIZATION"’;

(B) by transferring such undesignated sub-
section to the end of the section;

(C) by redesignating subsections (m)
through (q) as subsections (1) through (p), re-
spectively; and
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(D) in the subsection transferred by sub-
paragraph (B), by inserting ‘‘(q) AUTHORIZA-
TION”’ before ‘‘OF APPROPRIATIONS.—’’; and

(10) in subsection (q) (as transferred and re-
designated by paragraph (9)), in paragraph
(2)—

(A) in subparagraph (A), by striking
“(H3)(G)(A1)” and inserting “(3)(3)(H)”’; and

(B) by striking subparagraph (B) and in-
serting the following:

‘(B) DISTRIBUTION OF GRANTS.—For fiscal
year 2002 and each of the following fiscal
years, the Secretary, in awarding grants
under this section, shall ensure that the pro-
portion of the amount made available under
each of subsections (g), (h), and (i), relative
to the total amount appropriated to carry
out this section for that fiscal year, is equal
to the proportion of the amount made avail-
able under that subsection for fiscal year
2001, relative to the total amount appro-
priated to carry out this section for fiscal
year 2001.”.

(c) TELEMEDICINE; INCENTIVE GRANTS RE-
GARDING COORDINATION AMONG STATES.—

(1) IN GENERAL.—The Secretary of Health
and Human Services may make grants to
State professional licensing boards to carry
out programs under which such licensing
boards of various States cooperate to develop
and implement State policies that will re-
duce statutory and regulatory barriers to
telemedicine.

(2) AUTHORIZATION OF APPROPRIATIONS.—
For the purpose of carrying out paragraph
(1), there are authorized to be appropriated
$10,000,000 for fiscal year 2002, and such sums
as may be necessary for each of the fiscal
years 2002 through 2006.

SEC. 102. MIGRATORY AND SEASONAL AGRICUL-
TURAL WORKERS.

Section 330(g) of the Public Health Service
Act (42 U.S.C. 254b(g)) is amended—

(1) in paragraph (2)—

(A) in subparagraph (A), by inserting ‘‘and
seasonal agricultural worker’ after ‘‘agricul-
tural worker’’; and

(B) in subparagraph (B), by striking ‘‘and
members of their families” and inserting
““and seasonal agricultural workers, and
members of their families,”’; and

(2) in paragraph (3)(A), by striking ‘“‘on a
seasonal basis”.

TITLE II—RURAL HEALTH

Subtitle A—Rural Health Care Services Out-

reach, Rural Health Network Development,

and Small Health Care Provider Quality

Improvement Grant Programs
SEC. 201. GRANT PROGRAMS.

Section 330A of the Public Health Service
Act (42 U.S.C. 254c) is amended to read as fol-
lows:

“SEC. 330A. RURAL HEALTH CARE SERVICES OUT-
REACH, RURAL HEALTH NETWORK
DEVELOPMENT, AND SMALL HEALTH
CARE PROVIDER QUALITY IMPROVE-
MENT GRANT PROGRAMS.

‘‘(a) PURPOSE.—The purpose of this section
is to provide grants for expanded delivery of
health care services in rural areas, for the
planning and implementation of integrated
health care networks in rural areas, and for
the planning and implementation of small
health care provider quality improvement
activities.

““(b) DEFINITIONS.—

‘(1) DIRECTOR.—The term ‘Director’ means
the Director specified in subsection (d).

‘(2) FEDERALLY QUALIFIED HEALTH CENTER;
RURAL HEALTH CLINIC.—The terms ‘Federally
qualified health center’ and ‘rural health
clinic’ have the meanings given the terms in
section 1861(aa) of the Social Security Act
(42 U.S.C. 1395x(aa)).

‘(3) HEALTH PROFESSIONAL SHORTAGE
AREA.—The term ‘health professional short-
age area’ means a health professional short-
age area designated under section 332.
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‘(4) MEDICALLY UNDERSERVED COMMU-
NITY.—The term ‘medically underserved
community’ has the meaning given the term
in section 799B.

“(6) MEDICALLY UNDERSERVED  POPU-
LATION.—The term ‘medically underserved
population’ has the meaning given the term
in section 330(b)(3).

‘“(c) PROGRAM.—The Secretary shall estab-
lish, under section 301, a small health care
provider quality improvement grant pro-
gram.

““(d) ADMINISTRATION.—

‘(1) PROGRAMS.—The rural health care
services outreach, rural health network de-
velopment, and small health care provider
quality improvement grant programs estab-
lished under section 301 shall be adminis-
tered by the Director of the Office of Rural
Health Policy of the Health Resources and
Services Administration, in consultation
with State offices of rural health or other
appropriate State government entities.

““(2) GRANTS.—

‘““(A) IN GENERAL.—In carrying out the pro-
grams described in paragraph (1), the Direc-
tor may award grants under subsections (e),
(f), and (g) to expand access to, coordinate,
and improve the quality of essential health
care services, and enhance the delivery of
health care, in rural areas.

‘(B) TYPES OF GRANTS.—The Director may
award the grants—

‘(1) to promote expanded delivery of health
care services in rural areas under subsection
(e);

“‘(ii) to provide for the planning and imple-
mentation of integrated health care net-
works in rural areas under subsection (f);
and

‘(iii) to provide for the planning and im-
plementation of small health care provider
quality improvement activities under sub-
section (g).

‘“(e) RURAL HEALTH CARE SERVICES OUT-
REACH GRANTS.—

‘(1) GRANTS.—The Director may award
grants to eligible entities to promote rural
health care services outreach by expanding
the delivery of health care services to in-
clude new and enhanced services in rural
areas. The Director may award the grants
for periods of not more than 3 years.

‘“(2) ELIGIBILITY.—To be eligible to receive
a grant under this subsection for a project,
an entity—

‘“(A) shall be a rural public or private enti-
ty;
‘““(B) shall represent a consortium com-
posed of members—

‘(i) that include 3 or more health care pro-
viders; and

‘‘(i1) that may be nonprofit or for-profit en-
tities; and

‘(C) shall not previously have received a
grant under this subsection for the same or
a similar project, unless the entity is pro-
posing to expand the scope of the project or
the area that will be served through the
project.

‘“(3) APPLICATIONS.—To be eligible to re-
ceive a grant under this subsection, an eligi-
ble entity, in consultation with the appro-
priate State office of rural health or another
appropriate State entity, shall prepare and
submit to the Secretary an application, at
such time, in such manner, and containing
such information as the Secretary may re-
quire, including—

‘““(A) a description of the project that the
eligible entity will carry out using the funds
provided under the grant;

‘“(B) a description of the manner in which
the project funded under the grant will meet
the health care needs of rural underserved
populations in the local community or re-
gion to be served;
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‘(C) a description of how the local commu-
nity or region to be served will be involved
in the development and ongoing operations
of the project;

‘(D) a plan for sustaining the project after
Federal support for the project has ended;
and

‘““(E) a description of how the project will
be evaluated.

*“(f) RURAL HEALTH NETWORK DEVELOPMENT
GRANTS.—

‘(1) GRANTS.—

‘“(A) IN GENERAL.—The Director may award
rural health network development grants to
eligible entities to promote, through plan-
ning and implementation, the development
of integrated health care networks that have
combined the functions of the entities par-
ticipating in the networks in order to—

‘(i) achieve efficiencies;

‘‘(ii) expand access to, coordinate, and im-
prove the quality of essential health care
services; and

‘‘(iii) strengthen the rural health care sys-
tem as a whole.

‘(B) GRANT PERIODS.—The Director may
award such a rural health network develop-
ment grant for implementation activities for
a period of 3 years. The Director may also
award such a rural health network develop-
ment grant for planning activities for a pe-
riod of 1 year, to assist in the development of
an integrated health care network, if the
proposed participants in the network do not
have a history of collaborative efforts and a
3-year grant would be inappropriate.

‘(2) BELIGIBILITY.—To be eligible to receive
a grant under this subsection, an entity—

‘“(A) shall be a rural public or private enti-
ty;

‘(B) shall represent a network composed of
participants—

‘(i) that include 3 or more health care pro-
viders; and

¢(ii) that may be nonprofit or for-profit en-
tities; and

‘(C) shall not previously have received a
grant under this subsection (other than a
grant for planning activities) for the same or
a similar project.

‘“(3) APPLICATIONS.—To be eligible to re-
ceive a grant under this subsection, an eligi-
ble entity, in consultation with the appro-
priate State office of rural health or another
appropriate State entity, shall prepare and
submit to the Secretary an application, at
such time, in such manner, and containing
such information as the Secretary may re-
quire, including—

““(A) a description of the project that the
eligible entity will carry out using the funds
provided under the grant;

‘“(B) an explanation of the reasons why
Federal assistance is required to carry out
the project;

“(C) a description of—

‘(i) the history of collaborative activities
carried out by the participants in the net-
work;

‘“(ii) the degree to which the participants
are ready to integrate their functions; and

‘‘(iii) how the local community or region
to be served will benefit from and be in-
volved in the activities carried out by the
network;

‘(D) a description of how the local commu-
nity or region to be served will experience
increased access to quality health care serv-
ices across the continuum of care as a result
of the integration activities carried out by
the network;

‘““(E) a plan for sustaining the project after
Federal support for the project has ended;
and

‘““(F) a description of how the project will
be evaluated.

‘(g) SMALL HEALTH CARE PROVIDER QUAL-
ITY IMPROVEMENT GRANTS.—
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‘(1) GRANTS.—The Director may award
grants to provide for the planning and imple-
mentation of small health care provider
quality improvement activities. The Direc-
tor may award the grants for periods of 1 to
3 years.

‘(2) ELIGIBILITY.—To be eligible for a grant
under this subsection, an entity—

““(A)() shall be a rural public or rural non-
profit private health care provider or pro-
vider of health care services, such as a crit-
ical access hospital or a rural health clinic;
or

‘‘(ii) shall be another rural provider or net-
work of small rural providers identified by
the Secretary as a key source of local care;
and

‘(B) shall not previously have received a
grant under this subsection for the same or
a similar project.

‘“(3) APPLICATIONS.—To be eligible to re-
ceive a grant under this subsection, an eligi-
ble entity, in consultation with the appro-
priate State office of rural health, another
appropriate State entity, or a hospital asso-
ciation, shall prepare and submit to the Sec-
retary an application, at such time, in such
manner, and containing such information as
the Secretary may require, including—

““(A) a description of the project that the
eligible entity will carry out using the funds
provided under the grant;

‘“(B) an explanation of the reasons why
Federal assistance is required to carry out
the project;

‘“(C) a description of the manner in which
the project funded under the grant will as-
sure continuous quality improvement in the
provision of services by the entity;

‘(D) a description of how the local commu-
nity or region to be served will experience
increased access to quality health care serv-
ices across the continuum of care as a result
of the activities carried out by the entity;

‘“(E) a plan for sustaining the project after
Federal support for the project has ended;
and

‘“(F) a description of how the project will
be evaluated.

‘‘(4) EXPENDITURES FOR SMALL HEALTH CARE
PROVIDER QUALITY IMPROVEMENT GRANTS.—In
awarding a grant under this subsection, the
Director shall ensure that the funds made
available through the grant will be used to
provide services to residents of rural areas.
The Director shall award not less than 50
percent of the funds made available under
this subsection to providers located in and
serving rural areas.

“‘(h) GENERAL REQUIREMENTS.—

‘(1) PROHIBITED USES OF FUNDS.—An entity
that receives a grant under this section may
not use funds provided through the grant—

‘“(A) to build or acquire real property; or

‘“(B) for construction, except that such
funds may be expended for minor renova-
tions relating to the installation of equip-
ment.

¢“(2) COORDINATION WITH OTHER AGENCIES.—
The Secretary shall coordinate activities
carried out under grant programs described
in this section, to the extent practicable,
with Federal and State agencies and non-
profit organizations that are operating simi-
lar grant programs, to maximize the effect of
public dollars in funding meritorious pro-
posals.

‘“(3) PREFERENCE.—In awarding grants
under this section, the Secretary shall give
preference to entities that—

““(A) are located in health professional
shortage areas or medically underserved
communities, or serve medically underserved
populations; or

‘“(B) propose to develop projects with a
focus on primary care, and wellness and pre-
vention strategies.
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‘(1) REPORT.—Not later than September 30,
2005, the Secretary shall prepare and submit
to the appropriate committees of Congress a
report on the progress and accomplishments
of the grant programs described in sub-
sections (e), (f), and (g).

“(j) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated to
carry out this section $40,000,000 for fiscal
year 2002, and such sums as may be necessary
for each of fiscal years 2003 through 2006.”".

Subtitle B—Telehealth Grant Consolidation
SEC. 211. SHORT TITLE.

This subtitle may be cited as the ‘‘Tele-
health Grant Consolidation Act of 2001”°.

SEC. 212. CONSOLIDATION AND REAUTHORIZA-
TION OF PROVISIONS.

Subpart I of part D of title III of the Public
Health Service Act (42 U.S.C. 254b et seq) is
amended by adding at the end the following:
“SEC. 330I. TELEHEALTH NETWORK AND TELE-

HEALTH RESOURCE CENTERS
GRANT PROGRAMS.

‘‘(a) DEFINITIONS.—In this section:

‘(1) DIRECTOR; OFFICE.—The terms ‘Direc-
tor’ and ‘Office’ mean the Director and Office
specified in subsection (c).

“(2) FEDERALLY QUALIFIED HEALTH CENTER
AND RURAL HEALTH CLINIC.—The term ‘Feder-
ally qualified health center’ and ‘rural
health clinic’ have the meanings given the
terms in section 1861(aa) of the Social Secu-
rity Act (42 U.S.C. 139%x(aa)).

¢“(3) FRONTIER COMMUNITY.—The term ‘fron-
tier community’ means an area with fewer
than 6 residents per square mile, based on
the latest population data published by the
Bureau of the Census.

‘“(4) MEDICALLY UNDERSERVED AREA.—The
term ‘medically underserved area’ has the
meaning given the term ‘medically under-
served community’ in section 799B.

“(6) MEDICALLY UNDERSERVED  POPU-
LATION.—The term ‘medically underserved
population’ has the meaning given the term
in section 330(b)(3).

‘(6) TELEHEALTH SERVICES.—The term
‘telehealth services’ means services provided
through telehealth technologies.

“(7T) TELEHEALTH TECHNOLOGIES.—The term
‘telehealth technologies’ means technologies
relating to the use of electronic information,
and telecommunications technologies, to
support and promote, at a distance, health
care, patient and professional health-related
education, health administration, and public
health.

“(b) PROGRAMS.—The Secretary shall es-
tablish, under section 301, telehealth net-
work and telehealth resource centers grant
programs.

““(c) ADMINISTRATION.—

‘(1) ESTABLISHMENT.—There is established
in the Health and Resources and Services
Administration an Office for the Advance-
ment of Telehealth. The Office shall be head-
ed by a Director.

‘“(2) DUTIES.—The telehealth network and
telehealth resource centers grant programs
established under section 301 shall be admin-
istered by the Director, in consultation with
the State offices of rural health, State of-
fices concerning primary care, or other ap-
propriate State government entities.

“(d) GRANTS.—

‘(1) TELEHEALTH NETWORK GRANTS.—The
Director may, in carrying out the telehealth
network grant program referred to in sub-
section (b), award grants to eligible entities
for projects to demonstrate how telehealth
technologies can be used through telehealth
networks in rural areas, frontier commu-
nities, and medically underserved areas, and
for medically underserved populations, to—

“(A) expand access to, coordinate, and im-
prove the quality of health care services;

‘“(B) improve and expand the training of
health care providers; and
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‘“(C) expand and improve the quality of
health information available to health care
providers, and patients and their families,
for decisionmaking.

‘(2) TELEHEALTH RESOURCE CENTERS
GRANTS.—The Director may, in carrying out
the telehealth resource centers grant pro-
gram referred to in subsection (b), award
grants to eligible entities for projects to
demonstrate how telehealth technologies
can be used in the areas and communities,
and for the populations, described in para-
graph (1), to establish telehealth resource
centers.

‘‘(e) GRANT PERIODS.—The Director may
award grants under this section for periods
of not more than 4 years.

*“(f) ELIGIBLE ENTITIES.—

‘(1) TELEHEALTH NETWORK GRANTS.—

‘““(A) GRANT RECIPIENT.—To be eligible to
receive a grant under subsection (d)(1), an
entity shall be a nonprofit entity.

*(B) TELEHEALTH NETWORKS.—

‘(i) IN GENERAL.—To0 be eligible to receive
a grant under subsection (d)(1), an entity
shall demonstrate that the entity will pro-
vide services through a telehealth network.

‘‘(ii) NATURE OF ENTITIES.—Each entity
participating in the telehealth network may
be a nonprofit or for-profit entity.

‘‘(iii) COMPOSITION OF NETWORK.—The tele-
health network shall include at least 2 of the
following entities (at least 1 of which shall
be a community-based health care provider):

“(I) Community or migrant health centers
or other Federally qualified health centers.

‘‘(IT) Health care providers, including phar-
macists, in private practice.

‘‘(IITI) Entities operating clinics, including
rural health clinics.

‘(IV) Local health departments.

(V) Nonprofit hospitals, including com-
munity access hospitals.

‘(VI) Other publicly funded health or so-
cial service agencies.

‘(VII) Long-term care providers.

‘(VIII) Providers of health care services in
the home.

“(IX) Providers of outpatient mental
health services and entities operating out-
patient mental health facilities.

“(X) Local or regional emergency health
care providers.

“(XI) Institutions of higher education.

“(XII) Entities operating dental clinics.

‘(2) TELEHEALTH RESOURCE CENTERS
GRANTS.—To be eligible to receive a grant
under subsection (d)(2), an entity shall be a
nonprofit entity.

‘(g) APPLICATIONS.—To be eligible to re-
ceive a grant under subsection (d), an eligi-
ble entity, in consultation with the appro-
priate State office of rural health or another
appropriate State entity, shall prepare and
submit to the Secretary an application, at
such time, in such manner, and containing
such information as the Secretary may re-
quire, including—

‘(1) a description of the project that the el-
igible entity will carry out using the funds
provided under the grant;

‘“(2) a description of the manner in which
the project funded under the grant will meet
the health care needs of rural or other popu-
lations to be served through the project, or
improve the access to services of, and the
quality of the services received by, those
populations;

‘“(3) evidence of local support for the
project, and a description of how the areas,
communities, or populations to be served
will be involved in the development and on-
going operations of the project;

‘“(4) a plan for sustaining the project after
Federal support for the project has ended;

¢(6) information on the source and amount
of non-Federal funds that the entity will pro-
vide for the project;
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‘(6) information demonstrating the long-
term viability of the project, and other evi-
dence of institutional commitment of the en-
tity to the project; and

“(7T) in the case of an application for a
project involving a telehealth network, in-
formation demonstrating how the project
will promote the integration of telehealth
technologies into the operations of health
care providers, to avoid redundancy, and im-
prove access to and the quality of care.

““(h) TERMS; CONDITIONS; MAXIMUM AMOUNT
OF ASSISTANCE.—The Secretary shall estab-
lish the terms and conditions of each grant
program described in subsection (b) and the
maximum amount of a grant to be awarded
to an individual recipient for each fiscal year
under this section. The Secretary shall pub-
lish, in a publication of the Health Resources
and Services Administration, notice of the
application requirements for each grant pro-
gram described in subsection (b) for each fis-
cal year.

‘(1) PREFERENCES.—

‘(1) TELEHEALTH NETWORKS.—In awarding
grants under subsection (d)(1) for projects in-
volving telehealth networks, the Secretary
shall give preference to an eligible entity
that meets at least 1 of the following re-
quirements:

‘‘(A) ORGANIZATION.—The eligible entity is
a rural community-based organization or an-
other community-based organization.

‘“(B) SERVICES.—The eligible entity pro-
poses to use Federal funds made available
through such a grant to develop plans for, or
to establish, telehealth networks that pro-
vide mental health, public health, long-term
care, home care, preventive, or case manage-
ment services.

‘(C) COORDINATION.—The eligible entity
demonstrates how the project to be carried
out under the grant will be coordinated with
other relevant federally funded projects in
the areas, communities, and populations to
be served through the grant.

‘(D) NETWORK.—The eligible entity dem-
onstrates that the project involves a tele-
health network that includes an entity
that—

‘(i) provides clinical health care services,
or educational services for health care pro-
viders and for patients or their families; and

“(i1) is—

“(I) a public school;

‘“(IT) a public library;

‘(III) an institution of higher education; or

“(IV) a local government entity.

‘““(E) CONNECTIVITY.—The eligible entity
proposes a project that promotes local
connectivity within areas, communities, or
populations to be served through the project.

‘“(F) INTEGRATION.—The eligible entity
demonstrates that health care information
has been integrated into the project.

‘(2) TELEHEALTH RESOURCE CENTERS.—In
awarding grants under subsection (d)(2) for
projects involving telehealth resource cen-
ters, the Secretary shall give preference to
an eligible entity that meets at least 1 of the
following requirements:

“(A) PROVISION OF SERVICES.—The eligible
entity has a record of success in the provi-
sion of telehealth services to medically un-
derserved areas or medically underserved
populations.

“(B) COLLABORATION AND SHARING OF EX-
PERTISE.—The eligible entity has a dem-
onstrated record of collaborating and shar-
ing expertise with providers of telehealth
services at the national, regional, State, and
local levels.

‘(C) BROAD RANGE OF TELEHEALTH SERV-
ICES.—The eligible entity has a record of pro-
viding a broad range of telehealth services,
which may include—

‘(i) a variety of clinical specialty services;

‘‘(ii) patient or family education;
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‘“(iii) health care professional education;
and

“(iv) rural residency support programs.

““(j) DISTRIBUTION OF FUNDS.—

‘(1) IN GENERAL.—In awarding grants under
this section, the Director shall ensure, to the
greatest extent possible, that such grants
are equitably distributed among the geo-
graphical regions of the United States.

‘(2) TELEHEALTH NETWORKS.—In awarding
grants under subsection (d)(1) for a fiscal
year, the Director shall ensure that—

‘“(A) not less than 50 percent of the funds
awarded shall be awarded for projects in
rural areas; and

‘“(B) the total amount of funds awarded for
such projects for that fiscal year shall be not
less than the total amount of funds awarded
for such projects for fiscal year 2001 under
section 330A (as in effect on the day before
the date of enactment of the Health Care
Safety Net Improvement Act).

“(k) USE OF FUNDS.—

‘(1) TELEHEALTH NETWORK PROGRAM.—The
recipient of a grant under subsection (d)(1)
may use funds received through such grant
for salaries, equipment, and operating or
other costs, including the cost of—

‘““(A) developing and delivering clinical
telehealth services that enhance access to
community-based health care services in
rural areas, frontier communities, or medi-
cally underserved areas, or for medically un-
derserved populations;

‘“(B) developing and acquiring, through
lease or purchase, computer hardware and
software, audio and video equipment, com-
puter network equipment, interactive equip-
ment, data terminal equipment, and other
equipment that furthers the objectives of the
telehealth network grant program;

‘(C)(i) developing and providing distance
education, in a manner that enhances access
to care in rural areas, frontier communities,
or medically underserved areas, or for medi-
cally underserved populations; or

‘(i) mentoring, precepting, or supervising
health care providers and students seeking
to become health care providers, in a manner
that enhances access to care in the areas and

communities, or for the populations, de-
scribed in clause (i);
‘(D) developing and acquiring instruc-

tional programming;

‘(E)(1) providing for transmission of med-
ical data, and maintenance of equipment;
and

‘‘(ii) providing for compensation (including
travel expenses) of specialists, and referring
health care providers, who are providing
telehealth services through the telehealth
network, if no third party payment is avail-
able for the telehealth services delivered
through the telehealth network;

“(F) developing projects to use telehealth
technology to facilitate collaboration be-
tween health care providers;

‘(@) collecting and analyzing usage statis-
tics and data to document the cost-effective-
ness of the telehealth services; and

‘““(H) carrying out such other activities as
are consistent with achieving the objectives
of this section, as determined by the Sec-
retary.

‘(2) TELEHEALTH RESOURCE CENTERS.—The
recipient of a grant under subsection (d)(2)
may use funds received through such grant
for salaries, equipment, and operating or
other costs for—

““(A) providing technical assistance, train-
ing, and support, and providing for travel ex-
penses, for health care providers and a range
of health care entities that provide or will
provide telehealth services;

‘(B) disseminating information and re-
search findings related to telehealth serv-
ices;
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‘“(C) promoting effective collaboration
among telehealth resource centers and the
Office;

‘(D) conducting evaluations to determine
the best utilization of telehealth tech-
nologies to meet health care needs;

‘(E) promoting the integration of the tech-
nologies used in clinical information sys-
tems with other telehealth technologies;

‘““(F) fostering the use of telehealth tech-
nologies to provide health care information
and education for health care providers and
consumers in a more effective manner; and

“(G) implementing special projects or
studies under the direction of the Office.

(1) PROHIBITED USES OF FUNDS.—An entity
that receives a grant under this section may
not use funds made available through the
grant—

‘(1) to acquire real property;

‘(2) for expenditures to purchase or lease
equipment, to the extent that the expendi-
tures would exceed 40 percent of the total
grant funds;

‘“(3) in the case of a project involving a
telehealth network, to purchase or install
transmission equipment (such as laying
cable or telephone lines, or purchasing or in-
stalling microwave towers, satellite dishes,
amplifiers, or digital switching equipment);

‘“(4) to pay for any equipment or trans-
mission costs not directly related to the pur-
poses for which the grant is awarded;

‘() to purchase or install general purpose
voice telephone systems;

‘“(6) for comstruction, except that such
funds may be expended for minor renova-
tions relating to the installation of equip-
ment; or

“(7) for expenditures for indirect costs (as
determined by the Secretary), to the extent
that the expenditures would exceed 10 per-
cent of the total grant funds.

‘‘(m) COLLABORATION.—In providing serv-
ices under this section, an eligible entity
shall collaborate, if feasible, with entities
that—

“(1)(A) are private or public organizations,
that receive Federal or State assistance; or

‘(B) are public or private entities that op-
erate centers, or carry out programs, that
receive Federal or State assistance; and

‘“(2) provide telehealth services or related
activities.

‘“(n) COORDINATION WITH OTHER AGEN-
CIES.—The Secretary shall coordinate activi-
ties carried out under grant programs de-
scribed in subsection (b), to the extent prac-
ticable, with Federal and State agencies and
nonprofit organizations that are operating
similar programs, to maximize the effect of
public dollars in funding meritorious pro-
posals.

‘“(0) OUTREACH ACTIVITIES.—The Secretary
shall establish and implement procedures to
carry out outreach activities to advise po-
tential end users of telehealth services in
rural areas, frontier communities, medically
underserved areas, and medically under-
served populations in each State about the
grant programs described in subsection (b).

‘‘(p) TELEHEALTH.—It is the sense of Con-
gress that, for purposes of this section,
States should develop reciprocity agree-
ments so that a provider of services under
this section who is a licensed or otherwise
authorized health care provider under the
law of 1 or more States, and who, through
telehealth technology, consults with a 1li-
censed or otherwise authorized health care
provider in another State, is exempt, with
respect to such consultation, from any State
law of the other State that prohibits such
consultation on the basis that the first
health care provider is not a licensed or au-
thorized health care provider under the law
of that State.

“(a0) REPORT.—Not later than September 30,
2005, the Secretary shall prepare and submit
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to the appropriate committees of Congress a

report on the progress and accomplishments

of the grant programs described in sub-

section (b).

“(r) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated to
carry out this section—

‘(1) for grants under subsection (d)(1),
$40,000,000 for fiscal year 2002, and such sums
as may be necessary for each of fiscal years
2003 through 2006; and

“(2) for grants under subsection (d)(2),
$20,000,000 for fiscal year 2002, and such sums
as may be necessary for each of fiscal years
2003 through 2006.”’.

Subtitle C—Mental Health Services Tele-
health Program and Rural Emergency Med-
ical Service Training and Equipment As-
sistance Program

SEC. 221. PROGRAMS.

Subpart I of part D of title III of the Public
Health Service Act (42 U.S.C. 254b et seq.) (as
amended by section 212) is further amended
by adding at the end the following:

“SEC. 330J. RURAL EMERGENCY MEDICAL SERV-

ICE TRAINING AND EQUIPMENT AS-
SISTANCE PROGRAM.

““(a) GRANTS.—The Secretary, acting
through the Administrator of the Health Re-
sources and Services Administration (re-
ferred to in this section as the ‘Secretary’)
shall award grants to eligible entities to en-
able such entities to provide for improved
emergency medical services in rural areas.

““(b) ELIGIBILITY.—To be eligible to receive
a grant under this section, an entity shall—

“(1) be—

“(A) a State emergency medical services
office;

‘“(B) a State emergency medical services
association;

‘(C) a State office of rural health;

‘(D) a local government entity;

“(BE) a State or local ambulance provider;
or

‘“(F) any other entity determined appro-
priate by the Secretary; and

‘(2) prepare and submit to the Secretary
an application at such time, in such manner,
and containing such information as the Sec-
retary may require, that includes—

‘“(A) a description of the activities to be
carried out under the grant; and

‘“(B) an assurance that the eligible entity
will comply with the matching requirement
of subsection (e).

‘““(c) USE oF FUNDS.—An entity shall use
amounts received under a grant made under
subsection (a), either directly or through
grants to emergency medical service squads
that are located in, or that serve residents
of, a nonmetropolitan statistical area, an
area designated as a rural area by any law or
regulation of a State, or a rural census tract
of a metropolitan statistical area (as deter-
mined under the most recent Goldsmith
Modification, originally published in a no-
tice of availability of funds in the Federal
Register on February 27, 1992, 57 Fed. Reg.
6725), to—

‘(1) recruit emergency medical service per-
sonnel;

‘(2) recruit volunteer emergency medical
service personnel;

‘(3) train emergency medical service per-
sonnel in emergency response, injury preven-
tion, safety awareness, and other topics rel-
evant to the delivery of emergency medical
services;

‘“(4) fund specific training to meet Federal
or State certification requirements;

‘“(6) develop new ways to educate emer-
gency health care providers through the use
of technology-enhanced educational methods
(such as distance learning);

‘(6) acquire emergency medical services
equipment, including cardiac defibrillators;
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‘(7)) acquire personal protective equipment
for emergency medical services personnel as
required by the Occupational Safety and
Health Administration; and

‘“(8) educate the public concerning
cardiopulmonary resuscitation, first aid, in-
jury prevention, safety awareness, illness
prevention, and other related emergency pre-
paredness topics.

‘“(d) PREFERENCE.—In awarding grants
under this section the Secretary shall give
preference to—

“(1) applications that reflect a collabo-
rative effort by 2 or more of the entities de-
scribed in subparagraphs (A) through (F) of
subsection (b)(1); and

‘“(2) applications submitted by entities
that intend to use amounts provided under
the grant to fund activities described in any
of paragraphs (1) through (5) of subsection
(c).

‘“(e) MATCHING REQUIREMENT.—The Sec-
retary may not award a grant under this sec-
tion to an entity unless the entity agrees
that the entity will make available (directly
or through contributions from other public
or private entities) non-Federal contribu-
tions toward the activities to be carried out
under the grant in an amount equal to 25
percent of the amount received under the
grant.

“(fy EMERGENCY MEDICAL SERVICES.—In
this section, the term ‘emergency medical
services'—

‘(1) means resources used by a qualified
public or private nonprofit entity, or by any
other entity recognized as qualified by the
State involved, to deliver medical care out-
side of a medical facility under emergency
conditions that occur—

““(A) as a result of the condition of the pa-
tient; or

‘(B) as a result of a natural disaster or
similar situation; and

‘“(2) includes services delivered by an emer-
gency medical services provider (either com-
pensated or volunteer) or other provider rec-
ognized by the State involved that is li-
censed or certified by the State as an emer-
gency medical technician or its equivalent
(as determined by the State), a registered
nurse, a physician assistant, or a physician
that provides services similar to services
provided by such an emergency medical serv-
ices provider.

¢‘(g) AUTHORIZATION OF APPROPRIATIONS.—

‘(1) IN GENERAL.—There are authorized to
be appropriated to carry out this section
such sums as may be necessary for each of
fiscal years 2002 through 2006.

““(2) ADMINISTRATIVE COSTS.—The Secretary
may use not more than 10 percent of the
amount appropriated under paragraph (1) for
a fiscal year for the administrative expenses
of carrying out this section.

“SEC. 330K. MENTAL HEALTH SERVICES DELIV-
ERED VIA TELEHEALTH.

‘‘(a) DEFINITIONS.—In this section:

‘(1) ELIGIBLE ENTITY.—The term ‘eligible
entity’ means a public or nonprofit private
telehealth provider network that offers serv-
ices that include mental health services pro-
vided by qualified mental health providers.

‘(2) QUALIFIED MENTAL HEALTH PROFES-
SIONALS.—The term ‘qualified mental health
professionals’ refers to providers of mental
health services reimbursed under the medi-
care program carried out under title XVIII of
the Social Security Act (42 U.S.C. 1395 et
seq.) who have additional training in the
treatment of mental illness in children and
adolescents or who have additional training
in the treatment of mental illness in the el-
derly.

‘“(3) SPECIAL POPULATIONS.—The term ‘spe-
cial populations’ refers to the following 2 dis-
tinct groups:
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‘‘(A) Children and adolescents in mental
health underserved rural areas or in mental
health underserved urban areas.

‘““(B) Elderly individuals located in long-
term care facilities in mental health under-
served rural areas or in mental health under-
served urban areas.

‘“(4) TELEHEALTH.—The term ‘telehealth’
means the use of electronic information and
telecommunications technologies to support
long distance clinical health care, patient
and professional health-related education,
public health, and health administration.

““(b) PROGRAM AUTHORIZED.—

‘(1 IN GENERAL.—The Secretary, acting
through the Director of the Office for the Ad-
vancement of Telehealth of the Health Re-
sources and Services Administration, shall
award grants to eligible entities to establish
demonstration projects for the provision of
mental health services to special populations
as delivered remotely by qualified mental
health professionals using telehealth and for
the provision of education regarding mental
illness as delivered remotely by qualified
mental health professionals and qualified
mental health education professionals using
telehealth.

‘“(2) POPULATIONS SERVED.—The Secretary
shall award the grants under paragraph (1) in
a manner that distributes the grants so as to
serve equitably the populations described in
subparagraphs (A) and (B) of subsection
(a)4).

““(c) USE OF FUNDS.—

‘(1 IN GENERAL.—An eligible entity that
receives a grant under this section shall use
the grant funds—

““(A) for the populations described in sub-
section (a)(3)(A)—

‘(i) to provide mental health services, in-
cluding diagnosis and treatment of mental
illness, in public elementary and public sec-
ondary schools as delivered remotely by
qualified mental health professionals using
telehealth; and

‘“(ii) to collaborate with local public health
entities to provide the mental health serv-
ices; and

‘(B) for the populations described in sub-
section (a)(3)(B)—

‘(i) to provide mental health services, in-
cluding diagnosis and treatment of mental
illness, in long-term care facilities as deliv-
ered remotely by qualified mental health
professionals using telehealth; and

‘‘(ii) to collaborate with local public health
entities to provide the mental health serv-
ices.

‘‘(2) OTHER USES.—An eligible entity that
receives a grant under this section may also
use the grant funds to—

‘“(A) pay telecommunications costs; and

‘“(B) pay qualified mental health profes-
sionals on a reasonable basis as determined
by the Secretary for services rendered.

‘“(3) PROHIBITED USES.—An eligible entity
that receives a grant under this section shall
not use the grant funds to—

‘““(A) purchase or install transmission
equipment (other than such equipment used
by qualified mental health professionals to
deliver mental health services using tele-
health under the project involved); or

“(B) build upon or acquire real property.

‘“(d) EQUITABLE DISTRIBUTION.—In awarding
grants under this section, the Secretary
shall ensure, to the greatest extent possible,
that such grants are equitably distributed
among geographical regions of the United
States.

‘‘(e) APPLICATION.—AnN entity that desires a
grant under this section shall submit an ap-
plication to the Secretary at such time, in
such manner, and containing such informa-
tion as the Secretary determines to be rea-
sonable.
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““(f) REPORT.—Not later than 4 years after
the date of enactment of the Health Care
Safety Net Improvement Act, the Secretary
shall prepare and submit to the appropriate
committees of Congress a report that shall
evaluate activities funded with grants under
this section.

‘(g) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated to
carry out this section, $20,000,000 for fiscal
year 2002 and such sums as may be necessary
for fiscal years 2003 through 2006."".

TITLE III—NATIONAL HEALTH SERVICE

CORPS PROGRAM
SEC. 301. NATIONAL HEALTH SERVICE CORPS.

(a) IN GENERAL.—Section 331 of the Public
Health Service Act (42 U.S.C. 254d) is amend-
ed—

(1) by adding at the end of subsection (a)(3)
the following:

‘“(E)(i) The term ‘behaviorial and mental
health professionals’ means health service
psychologists, licensed clinical social work-
ers, licensed professional counselors, mar-
riage and family therapists, psychiatric
nurse specialists, and psychiatrists.

‘“(ii) The term ‘graduate program of behav-
ioral and mental health’ means a program
that trains behavorial and mental health
professionals.’’;

(2) in subsection (b)—

(A) in paragraph (1), by striking ‘‘health
professions’ and inserting ‘‘health profes-
sions, including schools at which graduate
programs of behavioral and mental health
are offered,’’; and

(B) in paragraph (2), by inserting ‘‘behav-
ioral and mental health professionals,” after
“‘dentists,”’; and

(3) by striking subsection (c¢) and inserting
the following:

“(¢)(1) The Secretary may reimburse an ap-
plicant for a position in the Corps (including
an individual considering entering into a
written agreement pursuant to section 338D)
for the actual and reasonable expenses in-
curred in traveling to and from the appli-
cant’s place of residence to an eligible site to
which the applicant may be assigned under
section 333 for the purpose of evaluating such
site with regard to being assigned at such
site. The Secretary may establish a max-
imum total amount that may be paid to an
individual as reimbursement for such ex-
penses.

‘(2) The Secretary may also reimburse the
applicant for the actual and reasonable ex-
penses incurred for the travel of 1 family
member to accompany the applicant to such
site. The Secretary may establish a max-
imum total amount that may be paid to an
individual as reimbursement for such ex-
penses.

““(3) In the case of an individual who has
entered into a contract for obligated service
under the Scholarship Program or under the
Loan Repayment Program, the Secretary
may reimburse such individual for all or part
of the actual and reasonable expenses in-
curred in transporting the individual to the
site of the individual’s assignment under sec-
tion 333. The Secretary may establish a max-
imum total amount that may be paid to an
individual as reimbursement for such ex-
penses.”’.

(b) DEMONSTRATION PROJECTS.—Section 331
of the Public Health Service Act (42 U.S.C.
2564d) is amended—

(1) by redesignating subsection (i) as sub-
section (j); and

(2) by inserting after subsection (h) the fol-
lowing:

“(1)(1) In carrying out subpart III, the Sec-
retary may, in accordance with this sub-
section, carry out demonstration projects in
which individuals who have entered into a
contract for obligated service under the
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Loan Repayment Program receive waivers
under which the individuals are authorized
to satisfy the requirement of obligated serv-
ice through providing clinical service that is
not full-time.

‘“(2) A waiver described in paragraph (1)
may be provided by the Secretary only if—

‘“(A) the entity for which the service is to
be performed—

‘(i) has been approved under section 333A
for assignment of a Corps member; and

‘“(ii) has requested in writing assignment
of a health professional who would serve less
than full time;

‘(B) the Secretary has determined that as-
signment of a health professional who would
serve less than full time would be appro-
priate for the area where the entity is lo-
cated;

‘(C) a Corps member who is required to
perform obligated service has agreed in writ-
ing to be assigned for less than full-time
service to an entity described in subpara-
graph (A);

‘(D) the entity and the Corps member
agree in writing that the less than full-time
service provided by the Corps member will
not be less than 16 hours of clinical service
per week;

‘“(E) the Corps member agrees in writing
that the period of obligated service pursuant
to section 338B will be extended so that the
aggregate amount of less than full-time serv-
ice performed will equal the amount of serv-
ice that would be performed through full-
time service under section 338C; and

‘(F) the Corps member agrees in writing
that if the Corps member begins providing
less than full-time service but fails to begin
or complete the period of obligated service,
the method stated in 338E(c) for determining
the damages for breach of the individual’s
written contract will be used after con-
verting periods of obligated service or of
service performed into their full-time
equivalents.”.

SEC. 302. DESIGNATION OF HEALTH PROFES-
SIONAL SHORTAGE AREAS.

(a) IN GENERAL.—Section 332 of the Public
Health Service Act (42 U.S.C. 254e) is amend-
ed—

(1) in subsection (a)—

(A) in paragraph (1), by inserting after the
first sentence the following: ‘‘All Federally
qualified health centers and rural health
clinics, as defined in section 1861(aa) of the
Social Security Act (42 U.S.C. 1395x(aa)),
that meet the requirements of section 334
shall be automatically designated as having
such a shortage. Not earlier than 6 years
after such date of enactment, and every 6
years thereafter, each such center or clinic
shall demonstrate that the center or clinic
meets the applicable requirements of the
Federal regulations, issued after the date of
enactment of this Act, that revise the defini-
tion of a health professional shortage area
for purposes of this section.”’; and

(B) in paragraph (3), by striking 340(r))
may be a population group’” and inserting
¢330(h)(4)), seasonal agricultural workers (as
defined in section 330(g2)(3)) and migratory
agricultural workers (as so defined)), and
residents of public housing (as defined in sec-
tion 3(b)(1) of the United States Housing Act
of 1937 (42 U.S.C. 1437a(b)(1))) may be popu-
lation groups’’;

(2) in subsection (b)(2), by striking ‘‘with
special consideration to the indicators of”
and all that follows through ‘‘services.” and
inserting a period; and

(3) in subsection (c)(2)(B), by striking
“XVIII or XIX” and inserting “‘XVIII, XIX,
or XXI”.

(b) REGULATIONS.—

(1) REPORT.—

(A) IN GENERAL.—The Secretary shall sub-
mit the report described in subparagraph (B)
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if the Secretary, acting through the Admin-
istrator of the Health Resources and Serv-
ices Administration, issues—

(i) a regulation that revises the definition
of a health professional shortage area for
purposes of section 332 of the Public Health
Service Act (42 U.S.C. 254e); or

(ii) a regulation that revises the standards
concerning priority of such an area under
section 333A of that Act (42 U.S.C. 254f-1).

(B) REPORT.—On issuing a regulation de-
scribed in subparagraph (A), the Secretary
shall prepare and submit to the Committee
on Energy and Commerce of the House of
Representatives and the Committee on
Health, Education, Labor, and Pensions of
the Senate a report that describes the regu-
lation.

(2) EFFECTIVE DATE.—Each regulation de-
scribed in paragraph (1)(A) shall take effect
180 days after the committees described in
paragraph (1)(B) receive a report referred to
in paragraph (1)(B) describing the regulation.

(c) SCHOLARSHIP AND LOAN REPAYMENT
PROGRAMS.—The Secretary of Health and
Human Services, in consultation with orga-
nizations representing individuals in the
dental field and organizations representing
publicly funded health care providers, shall
develop and implement a plan for increasing
the participation of dentists and dental hy-
gienists in the National Health Service Corps
Scholarship Program under section 338A of
the Public Health Service Act (42 U.S.C. 2541)
and the Loan Repayment Program under sec-
tion 338B of such Act (42 U.S.C. 2541-1).

(d) SITE DESIGNATION PROCESS.—

(1) IMPROVEMENT OF DESIGNATION PROC-
ESS.—The Administrator of the Health Re-
sources and Services Administration, in con-
sultation with appropriate State and terri-
torial dental directors, dental societies, and
other interested parties, shall revise the cri-
teria on which the designations of dental
health professional shortage areas are based
so that such criteria provide a more accurate
reflection of oral health care need, particu-
larly in rural areas.

(2) PUBLIC HEALTH SERVICE ACT.—Section
332 of the Public Health Service Act (42
U.S.C. 254e) is amended by adding at the end
the following:

‘(i) DISSEMINATION.—The Administrator of
the Health Resources and Services Adminis-
tration shall disseminate information con-
cerning the designation criteria described in
subsection (b) to—

‘(1) the Governor of each State;

‘(2) the representative of any area, popu-
lation group, or facility selected by any such
Governor to receive such information;

‘“(3) the representative of any area, popu-
lation group, or facility that requests such
information; and

‘“(4) the representative of any area, popu-
lation group, or facility determined by the
Administrator to be likely to meet the cri-
teria described in subsection (b).”.

(e) GAO STUDY.—Not later than February
1, 2005, the Comptroller General of the
United States shall submit to the Congress a
report on the appropriateness of the criteria,
including but not limited to infant mortality
rates, access to health services taking into
account the distance to primary health serv-
ices, the rate of poverty and ability to pay
for health services, and low birth rates, es-
tablished by the Secretary of Health and
Human Services for the designation of health
professional shortage areas and whether the
deeming of Federally qualified health cen-
ters and rural health clinics as such areas is
appropriate and necessary.

SEC. 303. ASSIGNMENT OF CORPS PERSONNEL.

Section 333 of the Public Health Service
Act (42 U.S.C. 254f) is amended—

(1) in subsection (a)—
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(A) in paragraph (1)—

(i) in the matter before subparagraph (A),
by striking ‘‘(specified in the agreement de-
scribed in section 334)’;

(ii) in subparagraph (A), by striking ‘‘non-
profit’’; and

(iii) by striking subparagraph (C) and in-
serting the following:

‘(C) the entity agrees to comply with the
requirements of section 334; and’’; and

(B) in paragraph (3), by adding at the end
“In approving such applications, the Sec-
retary shall give preference to applications
in which a nonprofit entity or public entity
shall provide a site to which Corps members
may be assigned.”’; and

(2) in subsection (d)—

(A) in paragraphs (1), (2), and (4), by strik-
ing ‘“‘nonprofit’”’ each place it appears; and

(B) in paragraph (1)—

(i) in the second sentence—

(I) in subparagraph (C), by striking ‘‘and”
at the end; and

(IT) by striking the period and inserting °,
and (E) developing long-term plans for ad-
dressing health professional shortages and
improving access to health care.”’; and

(ii) by adding at the end the following:
“The Secretary shall encourage entities that
receive technical assistance under this para-
graph to communicate with other commu-
nities, State Offices of Rural Health, State
Primary Care Associations and Offices, and
other entities concerned with site develop-
ment and community needs assessment.”’.
SEC. 304. PRIORITIES IN ASSIGNMENT OF CORPS

PERSONNEL.

Section 333A of the Public Health Service
Act (42 U.S.C. 254f-1) is amended—

(1) in subsection (a)(1)(A), by striking ‘¢, as
determined in accordance with subsection
)

(2) by striking subsection (b);

(3) in subsection (c), by striking the second
sentence;

(4) in subsection (d)—

(A) Dby redesignating paragraphs (1)
through (3) as paragraphs (2) through (4), re-
spectively;

(B) by inserting before paragraph (2) (as re-
designated by subparagraph (A)) the fol-
lowing:

‘(1) PROPOSED LIST.—The Secretary shall
prepare and publish a proposed list of health
professional shortage areas and entities that
would receive priority under subsection
(a)(1) in the assignment of Corps members.
The list shall contain the information de-
scribed in paragraph (2), and the relative
scores and relative priorities of the entities
submitting applications under section 333, in
a proposed format. All such entities shall
have 30 days after the date of publication of
the list to provide additional data and infor-
mation in support of inclusion on the list or
in support of a higher priority determination
and the Secretary shall reasonably consider
such data and information in preparing the
final list under paragraph (2).”’;

(C) in paragraph (2) (as redesignated by
subparagraph (A)), in the matter before sub-
paragraph (A)—

(i) by striking ‘‘paragraph (2)”’ and insert-
ing ‘“‘paragraph (3)’’;

(ii) by striking ‘‘prepare a list of health
professional shortage areas’ and inserting
‘“‘prepare and, as appropriate, update a list of
health professional shortage areas and enti-
ties’’; and

(iii) by striking ‘‘for the period applicable
under subsection (f)’’;

(D) by striking paragraph (3) (as redesig-
nated by subparagraph (A)) and inserting the
following:

““(3) NOTIFICATION OF AFFECTED PARTIES.—

‘““(A) ENTITIES.—Not later than 30 days
after the Secretary has added to a list under
paragraph (2) an entity specified as described
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in subparagraph (A) of such paragraph, the
Secretary shall notify such entity that the
entity has been provided an authorization to
receive assignments of Corps members in the
event that Corps members are available for
the assignments.

‘(B) INDIVIDUALS.—In the case of an indi-
vidual obligated to provide service under the
Scholarship Program, not later than 3
months before the date described in section
338C(b)(5), the Secretary shall provide to
such individual the names of each of the en-
tities specified as described in paragraph
(2)(B)(i) that is appropriate for the individ-
ual’s medical specialty and discipline.”; and

(E) by striking paragraph (4) (as redesig-
nated by subparagraph (A)) and inserting the
following:

‘“(4) REVISIONS.—If the Secretary proposes
to make a revision in the list under para-
graph (2), and the revision would adversely
alter the status of an entity with respect to
the list, the Secretary shall notify the entity
of the revision. Any entity adversely affected
by such a revision shall be notified in writ-
ing by the Secretary of the reasons for the
revision and shall have 30 days to file a writ-
ten appeal of the determination involved
which shall be reasonably considered by the
Secretary before the revision to the list be-
comes final. The revision to the list shall be
effective with respect to assignment of Corps
members beginning on the date that the re-
vision becomes final.”’;

(5) by striking subsection (e) and inserting
the following:

‘“‘(e) LIMITATION ON NUMBER OF ENTITIES
OFFERED AS ASSIGNMENT CHOICES IN SCHOL-
ARSHIP PROGRAM.—

‘(1) DETERMINATION OF AVAILABLE CORPS
MEMBERS.—By April 1 of each calendar year,
the Secretary shall determine the number of
participants in the Scholarship Program who
will be available for assignments under sec-
tion 333 during the program year beginning
on July 1 of that calendar year.

‘(2) DETERMINATION OF NUMBER OF ENTI-
TIES.—At all times during a program year,
the number of entities specified under sub-
section (c)(2)(B)(i) shall be—

‘“(A) not less than the number of partici-
pants determined with respect to that pro-
gram year under paragraph (1); and

‘“(B) not greater than twice the number of
participants determined with respect to that
program year under paragraph (1).”’;

(6) by striking subsection (f); and

(7) by redesignating subsections (c), (d),
and (e) as subsections (b), (¢), and (d) respec-
tively.

SEC. 305. COST-SHARING.

Subpart II of part D of title III of the Pub-
lic Health Service Act (42 U.S.C. 254d et seq.)
is amended by striking section 334 and in-
serting the following:

“SEC. 334. CHARGES FOR SERVICES BY ENTITIES
USING CORPS MEMBERS.

“(a) AVAILABILITY OF SERVICES REGARD-
LESS OF ABILITY TO PAY OR PAYMENT
SOURCE.—An entity to which a Corps mem-
ber is assigned shall not deny requested
health care services, and shall not discrimi-
nate in the provision of services to an indi-
vidual—

‘(1) because the individual is unable to pay
for the services; or

‘“(2) because payment for the services
would be made under—

‘“(A) the medicare program under title
XVIII of the Social Security Act (42 U.S.C.
1395 et seq.);

‘“(B) the medicaid program under title XIX
of such Act (42 U.S.C. 1396 et seq.); or

“(C) the State children’s health insurance
program under title XXI of such Act (42
U.S.C. 1397aa et seq.).

“(b) CHARGES FOR SERVICES.—The fol-
lowing rules shall apply to charges for health
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care services provided by an entity to which
a Corps member is assigned:

(1) IN GENERAL.—

‘“(A) SCHEDULE OF FEES OR PAYMENTS.—EX-
cept as provided in paragraph (2), the entity
shall prepare a schedule of fees or payments
for the entity’s services, consistent with lo-
cally prevailing rates or charges and de-
signed to cover the entity’s reasonable cost
of operation.

‘(B) SCHEDULE OF DISCOUNTS.—Except as
provided in paragraph (2), the entity shall
prepare a corresponding schedule of dis-
counts (including, in appropriate cases, waiv-
ers) to be applied to such fees or payments.
In preparing the schedule, the entity shall
adjust the discounts on the basis of a pa-
tient’s ability to pay.

‘“(C) USE OF SCHEDULES.—The entity shall
make every reasonable effort to secure from
patients fees and payments for services in
accordance with such schedules, and fees or
payments shall be sufficiently discounted in
accordance with the schedule described in
subparagraph (B).

¢“(2) SERVICES TO BENEFICIARIES OF FEDERAL
AND FEDERALLY ASSISTED PROGRAMS.—In the
case of health care services furnished to an
individual who is a beneficiary of a program
listed in subsection (a)(2), the entity—

“‘(A) shall accept an assignment pursuant
to section 1842(b)(3)(B)(ii) of the Social Secu-
rity Act (42 U.S.C. 1395u(b)(3)(B)(ii)) with re-
spect to an individual who is a beneficiary
under the medicare program; and

‘‘(B) shall enter into an appropriate agree-
ment with—

‘(i) the State agency administering the
program under title XIX of such Act with re-
spect to an individual who is a beneficiary
under the medicaid program; and

‘“(ii) the State agency administering the
program under title XXI of such Act with re-
spect to an individual who is a beneficiary
under the State children’s health insurance
program.

¢“(3) COLLECTION OF PAYMENTS.—The entity
shall take reasonable and appropriate steps
to collect all payments due for health care
services provided by the entity, including
payments from any third party (including a
Federal, State, or local government agency
and any other third party) that is respon-
sible for part or all of the charge for such
services.”.

SEC. 306. ELIGIBILITY FOR FEDERAL FUNDS.

Section 335(e)(1)(B) of the Public Health
Service Act (42 TU.S.C. 254h(e)(1)(B)) is
amended by striking ‘“XVIII or XIX’ and in-
serting “XVIII, XIX, or XXI".

SEC. 307. FACILITATION OF EFFECTIVE PROVI-
SION OF CORPS SERVICES.

(a) HEALTH PROFESSIONAL SHORTAGE
AREAS.—Section 336 of the Public Health
Service Act (42 U.S.C. 254h-1) is amended—

(1) in subsection (c), by striking ‘‘health
manpower’’ and inserting ‘‘health profes-
sional’’; and

(2) in subsection (f)(1), by striking ‘‘health

manpower’’ and inserting ‘‘health profes-
sional”.
(b) TECHNICAL AMENDMENT.—Section

336A(8) of the Public Health Service Act (42
U.S.C. 254i(8)) is amended by striking ‘‘agree-
ments under’’.
SEC. 308. AUTHORIZATION OF APPROPRIATIONS.

Section 338(a) of the Public Health Service
Act (42 U.S.C. 254k(a)) is amended—

(1) by striking ‘(1) For” and inserting
“For”’;

(2) by striking ‘1991 through 2000’ and in-
serting ‘2002 through 2006”’; and

(3) by striking paragraph (2).
SEC. 309. NATIONAL HEALTH SERVICE CORPS

SCHOLARSHIP PROGRAM.

Section 338A of the Public Health Service

Act (42 U.S.C. 254]) is amended—
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(1) in subsection (a)(1), by inserting ‘‘be-
havioral and mental health professionals,”
after ‘‘dentists,”’;

(2) in subsection (b)(1)(B), by inserting *‘,
or an appropriate degree from a graduate
program of behavioral and mental health”
after ‘‘other health profession’’;

(3) in subsection (¢)(1)—

(A) in subparagraph (A), by striking ‘338D’
and inserting ‘‘338E’’; and

(B) in subparagraph (B), by striking ‘‘338C’’
and inserting ‘‘338D’;

(4) in subsection (d)(1)—

(A) in subparagraph (A), by striking ‘“‘and”
at the end;

(B) by redesignating subparagraph (B) as
subparagraph (C); and

(C) by inserting after subparagraph (A) the
following:

‘“(B) the Secretary, in considering applica-
tions from individuals accepted for enroll-
ment or enrolled in dental school, shall con-
sider applications from all individuals ac-
cepted for enrollment or enrolled in any ac-
credited dental school in a State; and’’;

(5) in subsection (f)—

(A) in paragraph (1)(B)—

(i) in clause (iii), by striking ‘‘and” after
the semicolon;

(ii) by redesignating clause (iv) as clause
(v); and

(iii) by inserting after clause (iii) the fol-
lowing new clause:

‘“(iv) if pursuing a degree from a school of
medicine or osteopathic medicine, to com-
plete a residency in a specialty that the Sec-
retary determines is consistent with the
needs of the Corps; and’’; and

(B) in paragraph (3), by striking ‘338D’
and inserting ‘‘338E’’; and

(6) by striking subsection (i).

SEC. 310. NATIONAL HEALTH SERVICE CORPS
LOAN REPAYMENT PROGRAM.

Section 338B of the Public Health Service
Act (42 U.S.C. 2541-1) is amended—

(1) in subsection (a)—

(A) in paragraph (1), by inserting ‘‘behav-
ioral and mental health professionals,” after
‘“dentists,”’; and

(B) in paragraph (2), by striking ‘‘(includ-
ing mental health professionals)’’;

(2) in subsection (b)(1), by striking sub-
paragraph (A) and inserting the following:

‘““(A) have a degree in medicine, osteo-
pathic medicine, dentistry, or another health
profession, or an appropriate degree from a
graduate program of behavioral and mental
health, or be certified as a nurse midwife,
nurse practitioner, or physician assistant;’’;

(3) in subsection (e), by striking ‘(1) IN
GENERAL.—’’; and

(4) by striking subsection (i).

SEC. 311. OBLIGATED SERVICE.

Section 338C of the Public Health Service
Act (42 U.S.C. 254m) is amended—

(1) in subsection (b)—

(A) in paragraph (1), in the matter pre-
ceding subparagraph (A), by striking ‘‘sec-
tion 338A(H)(1)(B)(iv)” and inserting ‘‘section
338A(DH(L)(B)(v)”’; and

(B) in paragraph (5)—

(1) by striking all that precedes subpara-
graph (C) and inserting the following:

““(6)(A) In the case of the Scholarship Pro-
gram, the date referred to in paragraphs (1)
through (4) shall be the date on which the in-
dividual completes the training required for
the degree for which the individual receives
the scholarship, except that—

‘(i) for an individual receiving such a de-
gree after September 30, 2000, from a school
of medicine or osteopathic medicine, such
date shall be the date the individual com-
pletes a residency in a specialty that the
Secretary determines is consistent with the
needs of the Corps; and

‘‘(ii) at the request of an individual, the
Secretary may, consistent with the needs of
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the Corps, defer such date until the end of a
period of time required for the individual to
complete advanced training (including an in-
ternship or residency).”’;

(ii) by striking subparagraph (D);

(iii) by redesignating subparagraphs (C)
and (E) as subparagraphs (B) and (C), respec-
tively; and

(iv) in clause (i) of subparagraph (C) (as re-
designated by clause (iii)) by striking ‘‘sub-
paragraph (A), (B), or (D)” and inserting
“‘subparagraph (A)”’; and

(2) by striking subsection (e).

SEC. 312. PRIVATE PRACTICE.

Section 338D of the Public Health Service
Act (42 U.S.C. 254n) is amended by striking
subsection (b) and inserting the following:

““(b)(1) The written agreement described in
subsection (a) shall—

‘“(A) provide that, during the period of pri-
vate practice by an individual pursuant to
the agreement, the individual shall comply
with the requirements of section 334 that
apply to entities; and

‘(B) contain such additional provisions as
the Secretary may require to carry out the
objectives of this section.

‘“(2) The Secretary shall take such action
as may be appropriate to ensure that the
conditions of the written agreement pre-
scribed by this subsection are adhered to.”.
SEC. 313. BREACH OF SCHOLARSHIP CONTRACT

OR LOAN REPAYMENT CONTRACT.

(a) IN GENERAL.—Section 338E of the Public
Health Service Act (42 U.S.C. 25640) is amend-
ed—

(1) in subsection (a)(1)—

(A) in subparagraph (A), by striking the
comma and inserting a semicolon;

(B) in subparagraph (B), by striking the
comma and inserting ‘‘; or’’;

(C) in subparagraph (C), by striking ‘‘or”’
at the end; and

(D) by striking subparagraph (D);

(2) in subsection (b)—

(A) in paragraph (1)(A)—

(i) by striking ‘338F(d)”’
€338G(d)”’;

(ii) by striking ‘‘either’’;

(iii) by striking ‘338D or’’ and inserting
¢338D,”’; and

(iv) by inserting ‘‘or to complete a required

and inserting

residency as specified in section
338A(HH(1)(B)({v),” before “the United
States’’; and

(B) by adding at the end the following new
paragraph:

‘“(3) The Secretary may terminate a con-
tract with an individual under section 338A
if, not later than 30 days before the end of
the school year to which the contract per-
tains, the individual—

‘“(A) submits a written request for such
termination; and

‘(B) repays all amounts paid to, or on be-
half of, the individual under section
338A(g).”";

(3) in subsection (c)—

(A) in paragraph (1)—

(i) in the matter preceding subparagraph
(A), by striking ‘‘338F(d)” and inserting
¢338G(d)”’; and

(ii) by striking subparagraphs (A) through
(C) and inserting the following:

‘“(A) the total of the amounts paid by the
United States under section 338B(g) on behalf
of the individual for any period of obligated
service not served;

‘(B) an amount equal to the product of the
number of months of obligated service that
were not completed by the individual, multi-
plied by $7,500; and

“(C) the interest on the amounts described
in subparagraphs (A) and (B), at the max-
imum legal prevailing rate, as determined by
the Treasurer of the United States, from the
date of the breach;
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except that the amount the United States is
entitled to recover under this paragraph
shall not be less than $31,000.”;

(B) by striking paragraphs (2) and (3) and
inserting the following:

‘(2) The Secretary may terminate a con-
tract with an individual under section 338B
if, not later than 45 days before the end of
the fiscal year in which the contract was en-
tered into, the individual—

““(A) submits a written request for such
termination; and

‘“(B) repays all amounts paid on behalf of
the individual under section 338B(g).”’; and

(C) by redesignating paragraph (4) as para-
graph (3);

(4) in subsection (d)(3)(A), by striking
“only if such discharge is granted after the
expiration of the five-year period” and in-
serting ‘‘only if such discharge is granted
after the expiration of the 7-year period’’;
and

(5) by adding at the end the following new
subsection:

‘‘(e) Notwithstanding any other provision
of Federal or State law, there shall be no
limitation on the period within which suit
may be filed, a judgment may be enforced, or
an action relating to an offset or garnish-
ment, or other action, may be initiated or
taken by the Secretary, the Attorney Gen-
eral, or the head of another Federal agency,
as the case may be, for the repayment of the
amount due from an individual under this
section.”.

(b) EFFECTIVE DATE.—The amendment
made by subsection (a)(4) shall apply to any
obligation for which a discharge in bank-
ruptcy has not been granted before the date
that is 31 days after the date of enactment of
this Act.

SEC. 314. AUTHORIZATION OF APPROPRIATIONS.

Section 338H of the Public Health Service
Act (42 U.S.C. 254q) is amended to read as fol-
lows:

“SEC. 338H. AUTHORIZATION OF APPROPRIA-
TIONS.

‘‘(a) AUTHORIZATION OF APPROPRIATIONS.—
For the purposes of carrying out this sub-
part, there are authorized to be appropriated
$146,250,000 for fiscal year 2002, and such sums
as may be necessary for each of fiscal years
2003 through 2006.

““(b) SCHOLARSHIPS AND LOAN REPAY-
MENTS.—With respect to certification as a
nurse practitioner, nurse midwife, or physi-
cian assistant, the Secretary shall, from
amounts appropriated under subsection (a)
for a fiscal year, obligate not less than a
total of 10 percent for contracts for both
scholarships under the Scholarship Program
under section 338A and loan repayments
under the Loan Repayment Program under
section 338B to individuals who are entering
the first year of a course of study or program
described in section 338A(b)(1)(B) that leads
to such a certification or individuals who are
eligible for the loan repayment program as
specified in section 338B(b) for a loan related
to such certification.”.

SEC. 315. GRANTS TO STATES FOR LOAN REPAY-
MENT PROGRAMS.

Section 3381 of the Public Health Service
Act (42 U.S.C. 2540-1) is amended—

(1) in subsection (a), by striking paragraph
(1) and inserting the following:

‘(1) AUTHORITY FOR GRANTS.—The Sec-
retary, acting through the Administrator of
the Health Resources and Services Adminis-
tration, may make grants to States for the
purpose of assisting the States in operating
programs described in paragraph (2) in order
to provide for the increased availability of
primary health care services in health pro-
fessional shortage areas. The National Advi-
sory Council established under section 337
shall advise the Administrator regarding the
program under this section.’’;
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(2) in subsection (e), by striking paragraph
(1) and inserting the following:

‘(1) to submit to the Secretary such re-
ports regarding the States loan repayment
program, as are determined to be appropriate
by the Secretary; and’’; and

(3) in subsection (i), by striking paragraph
(1) and inserting the following:

‘(1) IN GENERAL.—For the purpose of mak-
ing grants under subsection (a), there are au-
thorized to be appropriated $12,000,000 for fis-
cal year 2002 and such sums as may be nec-
essary for each of fiscal years 2003 through
2006.".

SEC. 316. DEMONSTRATION GRANTS TO STATES
FOR COMMUNITY SCHOLARSHIP
PROGRAMS.

Section 338L of the Public Health Service
Act (42 U.S.C. 254t) is repealed.

TITLE IV—ADDITIONAL PROVISIONS

SEC. 401. COMMUNITY ACCESS DEMONSTRATION
PROGRAM.

Part D of title IIT of the Public Health
Service Act (42 U.S.C. 254b et seq.) is amend-
ed by inserting after subpart IV the fol-
lowing new subpart:

“Subpart V—Community Access
Demonstration Program

“SEC. 340. GRANTS TO STRENGTHEN EFFECTIVE-
NESS, EFFICIENCY, AND COORDINA-
TION OF SERVICES FOR THE UNIN-
SURED AND UNDERINSURED.

‘“‘(a) IN GENERAL.—

‘(1) GRANTS.—The Secretary may make
not more than 35 grants for the purpose of
carrying out demonstration projects to im-
prove the effectiveness, efficiency, and co-
ordination of services for uninsured and
underinsured individuals.

‘“(2) PROJECT PERIOD.—A demonstration
project under this section may not receive
funding under this section for more than
three fiscal years.

‘“(b) ELIGIBLE ENTITIES.—To be eligible to
receive a grant under this section, an entity
must—

‘(1) be an entity that is a public or private
entity such as—

‘“(A) a Federally qualified health center (as
defined under section 1861(aa)(4) of the Social
Security Act);

‘(B) a hospital that meets the require-
ments of section 340B(a)(4)(L) (or, if none are
available in the area, a hospital that is a
provider of a substantial volume of non-
emergency health services to uninsured indi-
viduals and families without regard to their
ability to pay) without regard to 340B
(a)(9)(L)(iii); or

‘(C) a public health department; or

‘(2) represent a consortium of providers
and, as appropriate, related agencies or enti-
ties—

‘“(A) whose principal purpose is to provide
a broad range of coordinated health care
services in a geographic area defined in the
entity’s grant application;

‘“(B) that includes health care providers
that serve such geographic area and that
have traditionally provided care (beyond
emergency services) to uninsured and under-
insured individuals without regard to the in-
dividuals’ ability to pay; and

‘(C) that may include other health care
providers and related agencies and organiza-
tions;
except that preference may be given to appli-
cants that are health care providers identi-
fied in paragraph (1).

‘“(c) APPLICATIONS.—To be eligible to re-
ceive a grant under this section, an eligible
entity shall submit to the Secretary an ap-
plication, in such form and manner as the
Secretary shall prescribe, that shall—

‘(1) define a geographic area of uninsured
and underinsured individuals;

‘“(2) identify the providers who will partici-
pate in the consortium’s program under the
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grant, and specify each one’s contribution to
the care of uninsured and underinsured indi-
viduals in such geographic area, including
the volume of care it provides to medicare
and medicaid beneficiaries, to individuals
served by the program under title XXI of the
Social Security Act (relating to SCHIP), and
to privately paid patients;

‘“(38) describe the activities that the appli-
cant and the consortium propose to perform
under the grant to further the purposes of
this section;

‘“(4) demonstrate the consortium’s ability
to build on the current system for serving
uninsured and underinsured individuals by
involving providers who have traditionally
provided a significant volume of care for
that community;

‘“(5) demonstrate the consortium’s ability
to develop coordinated systems of care that
either directly provide or ensure the prompt
provision of a broad range of high-quality,
accessible services, including, as appro-
priate, primary, secondary, and tertiary
services, as well as substance abuse treat-
ment and mental health services in a manner
which assures continuity of care in the com-
munity;

‘“(6) provide evidence of community in-
volvement in the development, implementa-
tion, and direction of the program that it
proposes to operate;

‘“(7) demonstrate the consortium’s ability
to ensure that individuals participating in
the program are enrolled in public insurance
programs for which they are eligible (or
know of private insurance options available
to them, if any);

‘(8) present a plan for leveraging other
sources of revenue, which may include State
and local sources and private grant funds,
and integrating current and proposed new
funding sources in a way to assure long-term
sustainability;

‘“(9) describe a plan for evaluation of the
activities carried out under the grant, in-
cluding measurement of progress toward the
goals and objectives of the program;

‘(10) demonstrate fiscal responsibility
through the use of appropriate accounting
procedures and appropriate management sys-
tems;

‘“(11) include such other information as the
Secretary may prescribe; and

‘“(12) demonstrate the commitment to
serve individuals in the geographic area
without regard to the ability of the indi-
vidual or family to pay by arranging for or
providing free or reduced charge care for the
poor.

‘“(d) PRIORITIES.—In awarding grants under
this section, the Secretary may accord pri-
ority to applicants—

‘(1) whose consortium includes public hos-
pitals, Federally qualified health centers (as
defined in section 1905(1)(2)(B) of the Social
Security Act), and other providers that are
covered entities as defined by section
340B(a)(4) of this Act (or that would be cov-
ered entities as so defined but for subpara-
graph (L)(iii) of such section);

‘(2) that identify a geographic area has a
high or increasing percentage of individuals
who are uninsured;

““(3) whose consortium includes other
health care providers that have a tradition
of serving uninsured individuals and under-
insured individuals in the community;

‘“(4) who show evidence that the program
would expand utilization of preventive and
primary care services for uninsured and
underinsured individuals and families in the
community, including mental health serv-
ices or substance abuse services;

‘“(6) whose proposed program would im-
prove coordination between health care pro-
viders and appropriate social service pro-
viders, including local and regional human
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services agencies, school systems, and agen-
cies on aging;

‘(6) that demonstrate collaboration with
State and local governments;

“(7) that make use of non-Federal con-
tributions to the greatest extent possible; or

‘(8) that demonstrate a significant likeli-
hood that the proposed program will con-
tinue after support under this section ceases.

““(e) USE OF FUNDS.—

‘(1) USE BY GRANTEES.—

‘““(A) IN GENERAL.—Except as provided in
paragraphs (2) and (3), a grantee may use
amounts provided under this section only
for—

‘‘(i) direct expenses associated with oper-
ating the greater integration of a health care
delivery system so that it either directly
provides or ensures the provision of a broad
range of services, as appropriate, including
primary, secondary, and tertiary services, as
well as substance abuse treatment and men-
tal health services; and

‘“(ii) direct patient care and service expan-
sions to fill identified or documented gaps
within an integrated delivery system.

‘“(B) SPECIFIC USES.—The following are ex-
amples of purposes for which a grantee may
use grant funds, when such use meets the
conditions stated in subparagraph (A):

‘(i) Increase in outreach activities.

“(ii) Improvements to case management.

‘“(iii) Development of provider networks.

‘‘(iv) Recruitment, training, and compensa-
tion of necessary personnel.

‘(v) Acquisition of technology for the pur-
pose of coordinating health care.

“‘(vi) Identifying and closing gaps in health
care services being provided.

‘(vii) Improvements to provider commu-
nication, including implementation of
shared information systems or shared clin-
ical systems.

‘‘(viii) Other activities that may be appro-
priate to a community that would increase
access to the uninsured.

‘‘(2) RESERVATION OF FUNDS FOR NATIONAL
PROGRAM PURPOSES.—The Secretary may use
not more than 3 percent of funds appro-
priated to carry out this section for tech-
nical assistance to grantees, obtaining as-
sistance of experts and consultants, meet-
ings, dissemination of information, evalua-
tion, and activities that will extend the ben-
efits of funded programs to communities
other than the one funded.

‘“(f) MAINTENANCE OF EFFORT.—With re-
spect to activities for which a grant under
this section is authorized, the Secretary may
award such a grant only if the recipient of
the grant and each of the participating pro-
viders agree that each one will maintain its
expenditures of non-Federal funds for such
activities at a level that is not less than the
level of such expenditures during the year
immediately preceding the fiscal year for
which the applicant is applying to receive
such grant.

‘(g) REPORTS TO THE SECRETARY.—The re-
cipient of a grant under this section shall re-
port to the Secretary annually regarding—

‘(1) progress in meeting the goals stated in
its grant application; and

‘“(2) such additional information as the

Secretary may require.
The Secretary may not renew an annual
grant under this section unless the Secretary
is satisfied that the consortium has made
reasonable and demonstrable progress in
meeting the goals set forth in its grant ap-
plication for the preceding year.

““(h) AupiTs.—Each entity which receives a
grant under this section shall provide for an
independent annual financial audit of all
records that relate to the disposition of
funds received through this grant.

‘(1) TECHNICAL ASSISTANCE.—The Sec-
retary may, either directly or by grant or
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contract, provide any funded entity with
technical and other non-financial assistance
necessary to meet the requirements of this
section.

“(j) REPORT.—Not later than September 30,
2005, the Secretary shall submit to the Con-
gress a report describing the extent to which
demonstration projects under this section
have been successful in improving the effec-
tiveness, efficiency, and coordination of
services for uninsured and underinsured indi-
viduals in the geographic areas served by
such projects, including providing better
quality health care for such individuals, and
at lower costs, than would have been the
case in the absence of such projects.

“(K) AUTHORIZATION OF APPROPRIATIONS.—
For the purpose of carrying out this section,
there are authorized to be appropriated
$40,000,000 for fiscal year 2002, and such sums
as may be necessary for each of fiscal years
2003 through 2006.”".

SEC. 402. EXPANDING AVAILABILITY OF DENTAL
SERVICES.

Part D of title III of the Public Health
Service Act (42 U.S.C. 254b et seq.) is amend-
ed by adding at the end the following:

“Subpart X—Primary Dental Programs
“SEC. 340F. DESIGNATED DENTAL HEALTH PRO-
FESSIONAL SHORTAGE AREA.

“In this subpart, the term ‘designated den-
tal health professional shortage area’ means
an area, population group, or facility that is
designated by the Secretary as a dental
health professional shortage area under sec-
tion 332 or designated by the applicable
State as having a dental health professional
shortage.

“SEC. 340G. GRANTS FOR INNOVATIVE PRO-
GRAMS.

‘(a) GRANT PROGRAM AUTHORIZED.—The
Secretary, acting through the Administrator
of the Health Resources and Services Admin-
istration, is authorized to award grants to
States for the purpose of helping States de-
velop and implement innovative programs to
address the dental workforce needs of des-
ignated dental health professional shortage
areas in a manner that is appropriate to the
States’ individual needs.

“(b) STATE ACTIVITIES.—A State receiving
a grant under subsection (a) may use funds
received under the grant for—

‘(1) loan forgiveness and repayment pro-
grams for dentists who—

‘“(A) agree to practice in designated dental
health professional shortage areas;

‘“(B) are dental school graduates who agree
to serve as public health dentists for the
Federal, State, or local government; and

‘(C) agree to—

‘(i) provide services to patients regardless
of such patients’ ability to pay; and

‘(i) use a sliding payment scale for pa-
tients who are unable to pay the total cost of
services;

‘(2) dental recruitment and retention ef-
forts;

“(3) grants and low-interest or no-interest
loans to help dentists who participate in the
medicaid program under title XIX of the So-
cial Security Act (42 U.S.C. 1396 et seq.) to
establish or expand practices in designated
dental health professional shortage areas by
equipping dental offices or sharing in the
overhead costs of such practices;

‘‘(4) the establishment or expansion of den-
tal residency programs in coordination with
accredited dental training institutions in
States without dental schools;

‘“(6) programs developed in consultation
with State and local dental societies to ex-
pand or establish oral health services and fa-
cilities in designated dental health profes-
sional shortage areas, including services and
facilities for children with special needs,
such as—
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‘“(A) the expansion or establishment of a
community-based dental facility, free-stand-
ing dental clinic, consolidated health center
dental facility, school-linked dental facility,
or United States dental school-based facil-
ity;

‘“(B) the establishment of a mobile or port-
able dental clinic; and

‘“(C) the establishment or expansion of pri-
vate dental services to enhance capacity
through additional equipment or additional
hours of operation;

‘“(6) placement and support of dental stu-
dents, dental residents, and advanced den-
tistry trainees;

‘(T continuing dental education, including
distance-based education;

‘“(8) practice support through teledentistry
conducted in accordance with State laws;

‘“(9) community-based prevention services
such as water fluoridation and dental sealant
programs;

‘“(10) coordination with local educational
agencies within the State to foster programs
that promote children going into oral health
or science professions;

‘(11) the establishment of faculty recruit-
ment programs at accredited dental training
institutions whose mission includes commu-
nity outreach and service and that have a
demonstrated record of serving underserved
States;

‘“(12) the development of a State dental of-
ficer position or the augmentation of a State
dental office to coordinate oral health and
access issues in the State; and

‘(13) any other activities determined to be
appropriate by the Secretary.

“‘(c) APPLICATION.—

‘(1) IN GENERAL.—Each State desiring a
grant under this section shall submit an ap-
plication to the Secretary at such time, in
such manner, and containing such informa-
tion as the Secretary may reasonably re-
quire.

‘“(2) ASSURANCES.—The application shall
include assurances that the State will meet
the requirements of subsection (d) and that
the State possesses sufficient infrastructure
to manage the activities to be funded
through the grant and to evaluate and report
on the outcomes resulting from such activi-
ties.

“(d) MATCHING REQUIREMENT.—The Sec-
retary may not make a grant to a State
under this section unless that State agrees
that, with respect to the costs to be incurred
by the State in carrying out the activities
for which the grant was awarded, the State
will provide non-Federal contributions in an
amount equal to not less than 40 percent of
Federal funds provided under the grant. The
State may provide the contributions in cash
or in kind, fairly evaluated, including plant,
equipment, and services and may provide the
contributions from State, local, or private
sources.

‘‘(e) REPORT.—Not later than 5 years after
the date of enactment of the Health Care
Safety Net Improvement Act, the Secretary
shall prepare and submit to the appropriate
committees of Congress a report containing
data relating to whether grants provided
under this section have increased access to
dental services in designated dental health
professional shortage areas.

“(f) AUTHORIZATION OF APPROPRIATIONS.—
There is authorized to be appropriated to
carry out this section, $50,000,000 for the 5-
fiscal year period beginning with fiscal year
2002.”.

SEC. 403. STUDY REGARDING BARRIERS TO PAR-
TICIPATION OF FARMWORKERS IN
HEALTH PROGRAMS.

(a) IN GENERAL.—The Secretary shall con-
duct a study of the problems experienced by
farmworkers (including their families) under
Medicaid and SCHIP. Specifically, the Sec-
retary shall examine the following:
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(1) BARRIERS TO ENROLLMENT.—Barriers to
their enrollment, including a lack of out-
reach and outstationed eligibility workers,
complicated applications and eligibility de-
termination procedures, and linguistic and
cultural barriers.

(2) LACK OF PORTABILITY.—The lack of port-
ability of Medicaid and SCHIP coverage for
farmworkers who are determined eligible in
one State but who move to other States on
a seasonal or other periodic basis.

(3) POSSIBLE SOLUTIONS.—The development
of possible solutions to increase enrollment
and access to benefits for farmworkers, be-
cause, in part, of the problems identified in
paragraphs (1) and (2), and the associated
costs of each of the possible solution de-
scribed in subsection (b).

(b) POSSIBLE SOLUTIONS.—Possible solu-
tions to be examined shall include each of
the following:

(1) INTERSTATE COMPACTS.—The use of
interstate compacts among States that es-
tablish portability and reciprocity for eligi-
bility for farmworkers under the Medicaid
and SCHIP and potential financial incentives
for States to enter into such compacts.

(2) DEMONSTRATION PROJECTS.—The use of
multi-state demonstration waiver projects
under section 1115 of the Social Security Act
(42 U.S.C. 1315) to develop comprehensive mi-
grant coverage demonstration projects.

(3) USE OF CURRENT LAW FLEXIBILITY.—Use
of current law Medicaid and SCHIP State
plan provisions relating to coverage of resi-
dents and out-of-State coverage.

(4) NATIONAL MIGRANT FAMILY COVERAGE.—
The development of programs of national mi-
grant family coverage in which States could
participate.

() PUBLIC-PRIVATE PARTNERSHIPS.—The
provision of incentives for development of
public-private partnerships to develop pri-
vate coverage alternatives for farmworkers.

(6) OTHER POSSIBLE SOLUTIONS.—Such other
solutions as the Secretary deems appro-
priate.

(c) CONSULTATIONS.—In conducting the
study, the Secretary shall consult with the
following:

(1) Farmworkers affected by the lack of
portability of coverage under the Medicaid
program or the State children’s health insur-
ance program (under titles XIX and XXI of
the Social Security Act).

(2) Individuals with expertise in providing
health care to farmworkers, including des-
ignees of national and local organizations
representing migrant health centers and
other providers.

(3) Resources with expertise in health care
financing.

(4) Representatives of foundations and
other nonprofit entities that have conducted
or supported research on farmworker health
care financial issues.

(5) Representatives of Federal agencies
which are involved in the provision or fi-
nancing of health care to farmworkers, in-
cluding the Health Care Financing Adminis-
tration and the Health Research and Serv-
ices Administration.

(6) Representatives of State governments.

(7) Representatives from the farm and agri-
cultural industries.

(8) Designees of labor organizations rep-
resenting farmworkers.

(d) DEFINITIONS.—For purposes of this sec-
tion:

(1) FARMWORKER.—The term ‘‘farmworker’’
means a migratory agricultural worker or
seasonal agricultural worker, as such terms
are defined in section 330(g)(3) of the Public
Health Service Act (42 U.S.C. 254¢(g)(3)), and
includes a family member of such a worker.

(2) MEDICAID.—The term ‘‘Medicaid’ means
the program under title XIX of the Social
Security Act.
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(3) SCHIP.—The term ‘‘SCHIP”’ means the
State children’s health insurance program
under title XXI of the Social Security Act.

(e) REPORT.—Not later than one year after
the date of the enactment of this Act, the
Secretary shall transmit a report to the
President and the Congress on the study con-
ducted under this section. The report shall
contain a detailed statement of findings and
conclusions of the study, together with its
recommendations for such legislation and
administrative actions as the Secretary con-
siders appropriate.

SEC. 404. ELIGIBILITY OF CERTAIN ENTITIES FOR
GRANTS.

If under a program established in this Act
(other than section 401), or if pursuant to an
amendment made by this Act, a private enti-
ty that is not a nonprofit entity is eligible
for an award of a grant, contract, or coopera-
tive agreement, such an award may not be
made to such private entity unless the enti-
ty is the only available provider of quality
health services in the geographic area in-
volved.

SEC. 405. CONFORMING AMENDMENTS.

(a) HOMELESS PROGRAMS.—Subsections
()M(@)(H1), (kK)(2), and (n)(1)(C) of section
224, and sections 317A(a)(2), 317E(c), 318A(e),
332(a)(2)(C), 340D(c)(5), T99B(6)(B), 1313, and
2652(2) of the Public Health Service Act (42
U.S.C. 233, 247b-1(a)(2), 247b-6(c), 24T7c-1(e),
2564e(a)(2)(C), 256d(c)(b), 295p(6)(B), 300e-12,
and 300ff-52(2)) are amended by striking
€340’ and inserting ‘‘330(h)’’.

(b) HOMELESS INDIVIDUAL.—Section 534(2) of
the Public Health Service Act (42 U.S.C.
290cc-34(2)) is amended by striking ‘340(r)”
and inserting ‘330(h)(5)”’.

The SPEAKER pro tempore. Pursu-
ant to the rule, the gentleman from
Florida (Mr. BILIRAKIS) and the gen-
tleman from Texas (Mr. GREEN) each
will control 20 minutes.

The Chair recognizes the gentleman
from Florida (Mr. BILIRAKIS).

GENERAL LEAVE

Mr. BILIRAKIS. Mr. Speaker, I ask
unanimous consent that all Members
may have 5 legislative days within
which to revise and extend their re-
marks on this legislation, and to insert
extraneous material on the bill.

The SPEAKER pro tempore. Is there
objection to the request of the gen-
tleman from Florida?

There was no objection.

Mr. BILIRAKIS. Mr. Speaker, I yield
myself such time as I may consume.

Mr. Speaker, I rise in strong support
of H.R. 3450, the Health Care Safety
Net Improvement Act. This bill reau-
thorizes our Nation’s key health care
delivery systems and creates addi-
tional efficiencies. Specifically, this
bill reauthorizes the Community
Health Center program, the National
Health Service Corps and rural out-
reach grants. Each of these programs
ensures that both the uninsured and
the underinsured have access to qual-
ity health care services.

Since 1965, America’s health centers
have delivered comprehensive services
to people who otherwise would face
major barriers to obtaining quality, af-
fordable health care. Health centers
serve those who are hardest to reach
and are required by law to make their
services accessible to everyone, regard-
less of their ability to pay.

Our legislation increases the funding
authorization for health centers to
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$1.293 billion. We have included lan-
guage allowing health centers to pro-
vide behavioral, mental health, and
substance abuse services if they
choose. The legislation also creates a
new program for practice management
networks. These networks will improve
access to care and reduce costs of deliv-
ering the high-quality care that health
centers provide.

Many community health centers are
located in America’s inner cities, iso-
lated rural areas, and migrant farm
worker communities, which often lack
adequate numbers of health profes-
sionals. H.R. 3450 ensures that health
centers will have an easier process for
becoming designated as a health pro-
fessional shortage area. The HPSA des-
ignation is important because it will
help health centers access health pro-
fessionals through other Federal pro-
grams.

One of the most important programs
for ensuring an adequate supply of
health professionals is the National
Health Service Corps. The National
Health Service Corps recruits, trains,
and places primary care providers in
both urban and rural health care short-
age areas. Program participants are
health professionals who receive edu-
cational assistance in return for a pe-
riod of obligated service.

Our legislation reauthorizes this
vital program, which serves as a pipe-
line for health care facilities that have
trouble attracting health professionals.
The bill strengthens the service obliga-
tion requirements of the National
Health Service Corps. By strengthening
this provision, health care facilities
using program graduates can be certain
that health corps personnel will fulfill
their entire service contract, some-
thing I have been concerned with for
years and years.

H.R. 3450 also recognizes the impor-
tance of oral health care and author-
izes the inclusion of primary dental
care education. The bill creates flexi-
bility for the HHS Secretary in admin-
istering the program to ensure that re-
sources are maXximized between the
loan repayment and the scholarship
programs.

Another area of focus in the Safety
Net Improvement Act is in the rural
health arena. Often rural communities
have trouble developing capacity and
maintaining health care facilities. Our
bill includes programs that will help
rural providers develop new service ca-
pacity and integrated health delivery
networks. It will help rural facilities
implement quality improvement initia-
tives.

A concern for many rural commu-
nities is the delivery of adequate spe-
cialty care and mental health services.
Our bill consolidates programs within
the Office of Telehealth to build on
them to deliver services via teletech-
nologies. We authorize funding for the
creation of programs that will expand
access to, coordinate, and improve the
quality of health services. These pro-
grams will also improve and expand the
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training of health care providers and
the quality of health information
available to underserved communities.

Mr. Speaker, I believe using tele-
health technologies is an effective and
efficient way to expand access to care
for those in the most remote locations
of our country. H.R. 3450 authorizes for
the first time a demonstration program
to coordinate the care that individuals
receive in a particular geographic area.
I believe that programs like this may
help reduce duplicative services and
lead to greater efficiencies within our
systems, and I anxiously await the
GAO study on this program so we may
better evaluate its overall effective-
ness.

As health care delivery becomes
more complex, we must be sure that we
have the trained professionals and the
necessary infrastructure to address the
increasing demand for health care serv-
ices.

Mr. Speaker, given recent events and
news of increasing numbers of unin-
sured, it is vitally important that we
keep our safety net strong. I believe
this bill is a good start, and I am cer-
tain it will improve services for our
most vulnerable populations. I urge
Members to support H.R. 3450, the
Health Care Safety Net Improvement
Act.

Mr. Speaker, I reserve the balance of
my time.

Mr. GREEN of Texas. Mr. Speaker, 1
yield myself such time as I may con-
sume.

Mr. Speaker, I rise today in support
of H.R. 3450, the Health Care Safety
Net Improvement Act, and I thank the
gentleman from Florida (Mr. BILI-
RAKIS) and the gentleman from Ohio
(Mr. BROWN) for bringing this impor-
tant legislation to the floor today. I
would also like to thank the gentleman
from Louisiana (Chairman TAUZIN) and
the ranking member, the gentleman
from Michigan (Mr. DINGELL), for their
efforts to improve access to quality
preventive and primary health care for
the millions of medically underserved
Americans who rely on these programs.

This important legislation strength-
ens our health care safety net by reau-
thorizing the Consolidated Health Cen-
ters program, the National Health
Services Corps, certain rural health
programs, and creating a new Commu-
nity Access Demonstration Program.

This legislation could not come at a
better time. The U.S. Census Bureau
announced on Sunday that the number
of uninsured people in the United
States increased by 1.4 million in 2001
to more than 41 million Americans.

With the decline in the economy and
escalating health care costs, the ranks
of the uninsured will continue to grow.
We must act now to ensure that our
health care safety net is prepared for
the flood of newly uninsured individ-
uals. These programs ensure that all
Americans have access to health care,
regardless of their ability to pay.

I would like to take a moment to
talk about the Community Access Pro-
gram, or CAP program, as this is an
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issue I have been working on for a
number of years. The CAP program was
launched as a demonstration project in
fiscal year 2000, providing grants to 23
communities across the country. This
program has expanded in fiscal year
2001 to 77 communities, and again in
fiscal year 2002 to a total of 136 commu-
nities.

The CAP program provides grants to
help agencies coordinate preventive
and primary care for that 41 million
Americans without insurance. The un-
insured and underinsured tend to be
more expensive to treat, often because
they fall through the cracks in our
health care system. Instead of getting
checkups and having small problems
looked at, the uninsured often ignore
the symptoms of what might be larger
problems because they simply cannot
afford to go to the doctor. CAP can
help fill the gaps in our health care
safety net by improving infrastructure
and communication among the agen-
cies to ensure that care is continuous.

With better information, agencies
can provide preventive, primary, and
emergency clinical health services in
an integrated and coordinated manner.

I am particularly proud of the CAP
program in Houston, Texas, which has
been operating for the past 2 years.
Using Federal CAP funds, the Harris
County Community Access Collabo-
rative was able to grow into an organi-
zation consisting of 78 member and af-
filiate groups working together to co-
ordinate and improve access to health
care. In just the last year, over 9,000
persons have been assisted during the
15,000 interventions to procure access
to care through navigation services.

And after-hours telephone service
called Ask Your Nurse has been opened
that is designed to provide health care
information to 20,000 callers per year as
an alternative to emergency rooms.
The collaborative is also supporting
the redesign of existing safety net serv-
ices in order to assist them to use their
resources more efficiently resulting in
the increase of services to 18,000 to
24,000 additional persons. This kind of
program not only helps ease some of
the burdens on our health care system,
but makes a tremendous difference in
the quality of life for many of these pa-
tients. That is why I am pleased to sup-
port H.R. 3450, including a 3-year dem-
onstration program for the CAP pro-
gram.

However, I am concerned that H.R.
3450 limits the number of grants na-
tionally to 35 and that the initial au-
thorization level in the bill will not
adequately support the program or pro-
vide for its growth.

Given that there are currently 136
grantees and many more prospective
CAP participants, I support efforts to
achieve the strongest CAP provisions
possible as the bill moves forward. It is
my hope in the closing days of the
107th Congress, we are able to work out
the differences and produce a strong
and effective CAP program.

Mr. Speaker, I reserve the balance of
my time.
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Mr. BILIRAKIS. Mr. Speaker, I yield
myself such time as I may consume.

Mr. Speaker, I want to acknowledge
the work of the gentleman from Texas
(Mr. GREEN) on the entire issue of the
Safety Net Community Health Centers,
and particularly the CAP program. It
sounds like a terrific concept, and we
are continuing to talk on it and hope-
fully improve on what we have in this
legislation insofar as that area is con-
cerned. But it is important also that
we have oversight, and take a look at
how it is working and is it working, as
we hope and dream that it is working.

Mr. Speaker, I yield such time as he
may consume to the gentleman from
Illinois (Mr. SHIMKUS).

(Mr. SHIMKUS asked and was given
permission to revise and extend his re-
marks.)
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Mr. SHIMKUS. Mr. Speaker, as a co-
sponsor of the bill and as a proud mem-
ber of the Committee on Energy and
Commerce, I would like to commend
the distinguished gentleman from Flor-
ida (Mr. BILIRAKIS), the Commerce Sub-
committee on Health and all those who
have worked to bring this legislation
to the floor. This bill will improve ac-
cess to quality preventative and pri-
mary health care for the medically un-
derserved, including the millions of
Americans, many who reside in Illi-
nois, without health insurance cov-
erage.

First and foremost, H.R. 3450 would
reauthorize the critically important
Community Health Centers Program
for another 5 years, including reaffir-
mation that health centers be located
in high-need areas; provide comprehen-
sive preventive and primary health
care services; governed by community
boards made up of a majority of cur-
rent health care center patients to as-
sure responsiveness to local needs; and
open to everyone in the communities
they serve, regardless of ability to pay.

I have been in love with community
health centers since I have been in-
volved here in Washington. They are
meeting a great need. That is why I
wholeheartedly support what we are
doing here.

This legislation also authorizes for
the very first time the Community Ac-
cess Program, the CAP program as has
been talked about earlier before me,
which supports the development of
communitywide networks to organize
and improve access to health care in
low-income and uninsured populations.
The CAP program has proven success-
ful in improving health care access, re-
ducing emergency room use and saving
money through shared resources and
economies of scale.

I have had the opportunity to observe
the benefits of this important program
up close when I visited Macoupin Coun-
ty Health Department and the Spring-
field and Sangamon County Com-
prehensive Community Health Initia-
tive, two innovative CAP projects in
my district. I am proud to report that
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these two projects have helped tremen-
dously to both expand and strengthen
the health care safety net in the com-
munities I represent.

I am pleased that H.R. 3450 includes a
5-year authorization for the CAP pro-
gram. However, as has been stated by
the chairman and the gentleman from
Texas, H.R. 3450 limits the number of
grants nationally to 35. Given that
there are currently 136 grantees and
many more prospective CAP partici-
pants, I strongly support efforts to
achieve the strongest CAP provisions
possible as the bill moves forward,
most importantly the elimination of
the bill’s limit on the number of CAP
grantees.

Again, I am pleased to support pas-
sage of H.R. 3450, and I stand ready to
work with my esteemed colleagues to
ensure that the Health Care Safety Net
Improvement Act is enacted into law. I
look forward to working with the gen-
tleman from Florida (Mr. BILIRAKIS)
and the gentleman from Texas (Mr.
GREEN) in the future.

Mr. GREEN of Texas. Mr. Speaker, 1
yield 4 minutes to the gentleman from
Illinois (Mr. DAVIS).

Mr. DAVIS of Illinois. I thank the
gentleman from Texas for yielding me
this time and also for his outstanding
work on this legislation.

Mr. Speaker, as a cosponsor of the
bill, former president of the National
Association of Community Health Cen-
ters, cochair of the Health Center Cau-
cus, former employee of two commu-
nity health centers, and with 26 com-
munity health centers in my district, I
rise to add my strong support for H.R.
3450, the Health Care Safety Net Im-
provement Act. I would like to com-
mend the distinguished gentleman
from Florida (Mr. BILIRAKIS), chairman
of the House Energy and Commerce
Subcommittee on Health, and the dis-
tinguished gentleman from Ohio (Mr.
BROWN), ranking member of the House
Energy and Commerce Subcommittee
on Health, for bringing this important
legislation to the floor today. I would
also like to commend the distinguished
gentleman from Louisiana (Mr. TAU-
ZIN), chairman of the Committee on
Energy and Commerce and the distin-
guished gentleman from Michigan (Mr.
DINGELL), the ranking member, for
their efforts to improve access to qual-
ity preventative and primary health
care for the medically underserved, in-
cluding the millions of Americans
without health insurance coverage.

The Federal Health Centers Program
was designed as a unique public-private
partnership, with Federal resources
provided directly to community orga-
nizations for the development and op-
eration of local health care systems.
Under program rules, a majority of the
membership on the policy boards of the
local health centers must consist of in-
dividuals who receive their health care
at the local center and who represent
the community being served. In this
way communities in need are given the
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resources to address their most press-
ing health problems, and they are held
responsible for doing so.

Mr. Speaker, community health cen-
ters are truly integral threads of Amer-
ica’s health care safety net. That is
why I am pleased to support reauthor-
ization of this critically important pro-
gram for another 5 years.

Most importantly, H.R. 3450 strongly
reaffirms the four foundations of the
health centers programs that, one,
health centers be located in high-need
areas; two, provide comprehensive pre-
ventive and primary health care serv-
ices; three, be governed by community
boards made up of a majority of cur-
rent health center patients to assure
responsiveness to local needs; and,
four, be open to everyone in the com-
munities they serve, regardless of abil-
ity to pay. It is these requirements of
the Health Centers Program that have
made it a model of health care delivery
for more than 30 years, providing high-
quality, cost-effective primary and pre-
ventive health care to all who need it.

I am pleased, Mr. Speaker, that H.R.
3450 reauthorizes the Health Centers
Program so that these centers can con-
tinue their proven record of attacking
some of the most challenging health
problems that exist. One example of
this program’s effectiveness is the te-
nacity with which health centers have
addressed the racial and ethnic dispari-
ties in health care, a growing issue
highlighted by the Institute of Medi-
cine’s March 2002 report entitled ‘‘Un-
equal Treatment: Confronting Racial
and Ethnic Disparities in Health Care.”
This report found overwhelming evi-
dence that minorities in America gen-
erally receive poor health care even
when income, insurance and medical
conditions are similar. The report iden-
tified a number of causes for racial
health disparities, including language
barriers, inadequate coverage, provider
bias, and lack of minority doctors. For
most of us, this is not new.

This bill also expands the avail-
ability of dental health services at
community health centers, which is so
greatly and vitally needed even for sen-
ior citizens who have Medicare and
still cannot get dental services.

Mr. Speaker, this is an outstanding
program. I commend all of those who
continue to make it happen.

Mr. BILIRAKIS. Mr. Speaker, I, too,
thank the gentleman for his kind re-
marks and endorse his remarks.

Mr. Speaker, I yield such time as he
may consume to the gentleman from
Florida (Mr. FOLEY).

Mr. FOLEY. Mr. Speaker, let me
thank, first of all, the gentleman from
Florida (Mr. BILIRAKIS), who is known
as Mr. Health in the Florida delegation
for his timely passage of H.R. 3450, and
urge adoption. Coming from Florida,
many people think of us as a very large
urban regional center. They think of
Palm Beach, they think of Tampa,
they think of St. Petersburg, Jackson-
ville. They do not recognize the small
agrarian rural counties that are con-
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tained in 67 counties in the great State
of Florida.

I happen to represent communities
that go from the east coast to the west
coast, and they include such impover-
ished communities as Glades and
Henry, where average, hard-working
families have absolutely no access to
quality health care. Fortunately, due
to the work of the gentleman from
Florida (Mr. BILIRAKIS) and the Com-
mittee on Energy and Commerce, we
have seen an outpouring and a growth,
if you will, of community health cen-
ters throughout these areas.

Five years ago most of these families
would have had to travel to Lee County
to gain any type of health care at all.
Oftentimes doctors were not even
available in the communities. You
could not attract or recruit them. This
bill goes a long way to ensuring not
only do we have a quality work force of
doctors, but trained professionals to
assist.

The gentleman from Illinois just
mentioned another important provi-
sion in this bill, which is dental health.
Dental health is part of the physical
being. If we do not adequately care for
the dentures, the teeth, the jaws and
gums of the individuals we serve, they
will have a decline, if you will, of qual-
ity of life.

The mental health coverage provided
in this bill is expanded, and it brings
about new innovations.

We mentioned again about providing
help to migratory and seasonal agricul-
tural workers. Oftentimes if we can
catch their illnesses early, we can ac-
tually save society a great deal of
money. The sicker a person becomes,
whether it is pneumonia or some other
disease, the more expensive it is and
typically will be treated in an emer-
gency room where the cost is that
much greater for Medicaid and some of
the other delivery services. Some of
the hospitals in my district are going
uncompensated for the care of some of
these individuals.

This is the underpinnings of this very
well-crafted legislation, that it reaches
out and not only provides a safety net
for our communities, but actually
strengthens the communities through
a delivery system of quality health
care. Every citizen in this country is
entitled to quality health care regard-
less of their ability to pay and regard-
less of their ability to speak English,
because oftentimes they are the hard-
est working among us.

Again, I commend and salute the
chairman, the ranking member, and
the gentleman from Texas for his hard
work on this issue. I urge all colleagues
to strongly support H.R. 3450.

Mr. BARR of Georgia. Mr. Speaker, since its
creation in 1972, the National Health Service
Corps (NHSC) has made a significant impact
both in improving the distribution of health
care providers (physicians, physician assist-
ants, nurse practitioners and dentists) in the
underserved areas of our country and increas-
ing primary care access for at-risk populations.

The NHSC operates two programs to help
meet the needs of underserved communities:
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the scholarship program and the loan repay-
ment program. The scholarship program pro-
vides funds to students for educational living
expenses during health care practitioner train-
ing. The loan repayment program provides fi-
nancial assistance to help newly graduated
practitioners repay their educational loans. For
each year of NHSC scholarship or loan repay-
ment support, participants are obligated to
provide one year of medical care in under-
served communities.

Noteworthy research comparing the effec-
tiveness of the NHSC scholarship and loan re-
payment programs was conducted by The
Cecil G. Sheps Center at UNC Chapel Hill,
NC and Mathematica Policy Research—"Eval-
uation of the Effectiveness of the National
Health Service Corps” HRSA Contract No.
240-95-0038, May 31, 2000. This research
confirmed that only 20.7 percent of NHSC
scholarship recipients stayed at least one
month beyond their service obligation, com-
pared to 57.2 percent of NHSC loan repay-
ment recipients.

In addition, the General Accounting Office
(GAO), in a 1995 report entitled, “National
Health Service Corp: Opportunities to Stretch
Scarce Dollars and Improve Provider Place-
ment,” concluded that the NHSC scholarship
program was significantly more expensive
than the NHSC loan repayment program. The
report stated that “loan repayment recipients
cost the federal government one-half to one-
third less than scholarship recipients and . . .
the loan repayment program offers a better
long term investment of limited federal dol-
lars.”

Given this information from both the Sheps
Center/Mathematica study and the GAO re-
port, | am a strong advocate for removing the
current 30 percent set aside for NHSC schol-
arships. The legislation before us today, H.R.
3450, does not include a 30 percent set aside
for NHSC scholarships. Instead, the legislation
leaves the division of resources between the
scholarship and loan repayment programs up
to the experts at the Health Resources Serv-
ices Administration (HRSA). This way HRSA
officials can look at all of the data collected on
these programs and determine the best use of
taxpayer money.

We all want to see America’'s safety net of
community health care centers, rural health
care clinics, and providers for underserved
areas grow stronger and more stable. The
NHSC loan repayment program has proven its
effectiveness in this area and | am proud to
say that the House-version of this legislation
will enable the fullest possible support of that
program.

Mr. BROWN of Ohio. Mr. Speaker, | want to
thank the Chairman of the Energy and Com-
merce Health Subcommittee, Mr. BILIRAKIS, for
his hard work on this bill. And a special thanks
to staff members Steve Tilton, Erin Okunzzi,
and Pat Morissey, on the Republican side,
and David Nelson and John Ford on ours.

Community Health Centers and the National
Health Service Corps provide health care to
an underserved and uninsured population. A
population that faces poverty, hunger, poor liv-
ing conditions—all of which exacerbate the
need for health care and all but guarantee dis-
enfranchisement from the private health insur-
ance system so many of us take for granted.

Community Health Centers and the National
Health Service Corps serve populations that
otherwise would fall through the cracks of our
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patch-work public/private healthcare system.
In Ohio, over 217,000 patients receive serv-
ices through Community Health Centers. Life-
saving services like treatment for dehydration
and for exposure to extreme heat and cold.
Services as fundamental—and fundamentally
important—as immunizations, child health
exams, and breast and cervical cancer
screening. And services as sophisticated as
treatment for heart disease, diabetes, asthma
and mental illness.

Since 1972, the National Health Service Act
has reach millions of Americans living in areas
where health care is scarce. The Corps has
encouraged health professionals to go where
other health professionals would not, providing
access to health care and working to eliminate
health disparities in underserved areas. Reau-
thorization of the Corps will only make this
public program stronger.

Health centers and the National Health
Service Corps continue to improve the quality
of life for so many uninsured families. | urge
my colleagues to support this popular bill.

While the committee did not report the bill,
| have discussed interpretation of certain pro-
visions with the Chairman, and the explanation
follows.

We recognize the critically important role
that translation and interpretation services, as
well as health care services provided in a cul-
turally competent manner, play in ensuring the
delivery of appropriate health care services to
patients who have limited ability to speak
English, and applaud the efforts of health cen-
ters to deliver linguistically and culturally ap-
propriate care.

We recognize that health centers serve in-
creasing numbers of patients speaking a vari-
ety of languages and representing a variety of
racial and ethnic backgrounds.

We also recognize that the particular com-
munity health centers that serve limited
English proficient populations bear a dis-
proportionate financial, administrative and clin-
ical burden above and beyond costs associ-
ated with providing health services and other
general enabling services.

It is our expectation that the Secretary will
work with health centers to enable them to
provide, to the maximum extent feasible, ap-
propriate translation and interpretation serv-
ices for all of the patients they serve.

Mr. CAPUANO. Mr. Speaker, | rise today in
support of H.R. 3450, the Health Care Safety
Net Improvement Act. As a cosponsor of this
bill and Co-Chair of the Community Health
Center Caucus I'd like to thank Mr. BILIRAKIS
and Mr. BROWN for their leadership in bringing
this legislation to the floor today.

As you know, health centers were estab-
lished over 35 years ago to provide access to
quality preventive and primary health care for
the medically underserved—including the mil-
lions of Americans without health insurance,
low income working families, members of mi-
nority groups, residents of rural areas, home-
less persons, and agricultural farmworkers.
Since their inception, health centers have
served as a prototype for effective public-pri-
vate partnerships, demonstrating an ability to
meet pressing local health needs while being
held accountable for meeting national perform-
ance standards.

H.R. 3450 would reauthorize the National
Health Service Corps program and authorize
the Community Access Program. According to
the Department of Health and Human Serv-
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ices, over 50 million people do not have a reg-
ular health care provider, including millions
with public or private health insurance cov-
erage. This legislation is vital in light of this
data, including yesterday’'s Census Bureau
study reporting the number of Americans who
lack health coverage has increased again after
a two-year decline. Specifically, one-third of
Latinos lack coverage, far more than any other
racial or ethnic group. More than 4 in 10 resi-
dents who are not citizens are uninsured, and
more than one-quarter of high school dropouts
have no insurance.

Health Centers focus their efforts on these
underserved and uninsured populations. H.R.
3450 continues to reaffirm the principles of
health centers, by focusing on high-need
areas while ensuring care to all, regardless of
their ability to pay. Health centers across the
nation have begun a five-year effort to expand
services to millions more underserved pa-
tients. My District has over twenty-five health
centers and my constituents rely on the dedi-
cated staff to provide health care services to
them and their families. We cannot jeopardize
the extraordinary work of the health centers
because of a lack of federal authorization.

Mr. Speaker, | urge all Members of the
House to support this bill and to ensure its
passage and enactment this year. The House
must move quickly to ensure that health cen-
ters can continue to provide high quality health
care services to vulnerable populations in un-
derserved communities across America.

Ms. PELOSI. Mr. Speaker, | rise in strong
support of H.R. 3450, the Health Care Safety
Net Improvement Act. By reauthorizing the
Community Health Centers program and the
National Health Service Corps, this important
legislation will preserve and expand access to
culturally and linguistically appropriate primary
health care services for the millions of unin-
sured and underinsured Americans who rely
on these programs.

Just this week, the Census Bureau released
figures showing that the number of uninsured
Americans increased by 1.4 million last year to
a total of 41.2 million, or 14.6 percent of the
total population. Community Health Centers
create a cost-effective alternative to the emer-
gency room for those without adequate access
to health care by providing comprehensive pri-
mary and preventive care to 12 million people
each year, including 5 million uninsured Amer-
icans, in more than 3400 urban and rural com-
munities. H.R. 3450 will expand the availability
of cancer screening and housing service at
Health Centers, and create new grants to in-
crease access to health services in rural
areas.

Existing shortages in the health professions,
especially in nursing, have strained all aspects
of the health care system. The National Health
Services Corps helps increase the number of
trained health professionals available to meet
the personnel needs of safety net providers by
providing scholarship and loan repayment sup-
port to 2500 health professionals, who then
agree to serve in Community Health Centers
and other locations in underserved commu-
nities.

H.R. 3450 also authorizes the Healthy Com-
munities Access Program, which has dem-
onstrated ability to strengthen our health care
safety net through improved information sys-
tems, telecommunication, integrated networks,
and better care management. Coordination of
care is an issue that is consistently raised as
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one of the challenges associated with reduc-
ing the number of uninsured Americans. The
Healthy Communities Access Program is the
only federal program designed to address this
need, and today’s legislation will ensure that it
is preserved.

In my district, the San Francisco Community
Clinics Consortium has used these funds to
build a system that will link community health
centers to each other and to family planning
clinics, Ryan White grantees, and all of our
city’s providers that serve uninsured San Fran-
ciscans. The result is a cohesive system of
care that includes a common registration sys-
tem, installation of electronic medical record
software, standardization of referral systems,
and integration of behavioral health care with
primary care.

Expanding access to quality health care is
one of our most important responsibilities in
Congress. | urge my colleagues to vote in
support of H.R. 3450.

Mr. DINGELL. Mr. Speaker, | support H.R.
3450, the “Health Care Safety Net Improve-
ment Act,” an important piece of legislation. Its
progress has been delayed for nearly a year
by a Republican leadership that was willing to
jeopardize a bill of vital importance to millions
of Americans by attempting to attach an ex-
tremely controversial, yet completely non-re-
lated, amendment to this bill. Thankfully we
now have an opportunity, though long over-
due, to pass this legislation.

H.R. 3450 will reauthorize the National
Health Service Corps (NHSC), the Community
Health Centers program, and will establish a
Community Access demonstration program
(CAP). H.R. 3450 is vital to providing health
care services to the uninsured and under-in-
sured. Health centers are located in more than
3,400 communities in all 50 states and often
are the only available source of care for unin-
sured and medically under served individuals.

Health centers provide primary health care
services to more than 12 million people per
year—nearly five million of whom have no
health insurance coverage. Currently, there
are over 41 million uninsured Americans and
untold numbers of under-insured. Due to the
slowing economy, this number is increasing
rapidly. As a result, demand for health care
services has increased drastically, forcing
risky delays for important primary and preven-
tive health care services.

Health centers are effective and efficient
providers of care to millions of our country’s
most vulnerable people. Ensuring access to
primary and preventive care, regardless of in-
surance status or income, is an important
component of H.R. 3450.

While health centers provide quality care to
the uninsured for nearly one dollar per patient
per day, they cannot continue to expand care
to the growing number of uninsured who seek
their care without a significant increase in their
appropriations. This legislation is valuable be-
cause it authorizes such appropriations as
may be necessary for community health cen-
ters for FY 2003 through FY 2006 so that
these centers may continue to serve the public
and the communities that depend on them for
reliable, quality health care services. We
should be passing legislation that would dou-
ble these programs now, but this bill author-
izes needed funding to community health cen-
ters and we should therefore support its pas-
sage.

This bill, however, has two noteworthy
shortcomings. The Administration has chosen
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to minimize the CAP program that permits
local communities to coordinate the use of
scarce healthcare dollars, event though where
implemented that program that has been
praised by local officials. Secondly, all author-
izations for construction of the physical facili-
ties have been struck from the bill, because
the Republican leadership has refused to
allow vote on a bill that provides the basic
labor protections found in the Davis-Bacon Act
for all direct Federal construction projects.
Such protections would pass if a vote were al-
lowed, and needed construction could begin.

Though this bill is far from perfect, | urge all
of my colleagues to join me in support of H.R.
3450, the “Health Care Safety Net Improve-
ment Act.” This is an important piece of legis-
lation and its passage is long overdue.

Mr. BEREUTER. Mr. Speaker, as a cospon-
sor of the bill, this Member wishes to add his
strong support for H.R. 3450, the Health Care
Safety Net Improvement Act. Furthermore, this
Member would like to commend the distin-
guished gentleman from Florida [Mr. BILI-
RAKIS], the Chairman of the House Energy and
Commerce Subcommittee on Health, and the
distinguished gentleman from Ohio [Mr.
BROWN], the ranking member of the House
Energy and Commerce Subcommittee on
Health, for bringing this important legislation to
the House Floor today. This Member would
also like to commend the distinguished gen-
tleman from Louisiana [Mr. TAuziN], Chairman
of the House Energy and Commerce Com-
mittee, and the distinguished gentleman from
Michigan [Mr. DINGELL], the ranking member of
the House Energy and Commerce Committee,
for their efforts to improve access to quality
preventive and primary health care for the
medically underserved—including the millions
of Americans without health insurance cov-
erage.

The Health Care Safety Net Improvement
Act would:

(1) reauthorize the critically important Com-
munity Health Centers program for another
five years, including reaffirmation that Health
Centers should be: located in high-need
areas; provide comprehensive preventive and
primary health care services; governed by
community boards made up of a majority of
current health center patients to assure re-
sponsiveness to local needs; and, open to ev-
eryone in the communities they serve, regard-
less of ability to pay; and

(2) reauthorize the important Telehealth Pro-
grams, as well as the Rural Health Outreach
and the Rural Health Network Development. In
addition, H.R. 3450 would authorize a new
Small Health Care Provider Quality Improve-
ment Program. These programs would go a
long way to facilitate the provision of care to
vulnerable populations living in rural areas all
across the country.

This Member is particularly pleased that lan-
guage is included in H.R. 3450 that would pro-
vide automatic designation to Federally Quali-
fied Health Centers (FQHC) and Federally
Certified Rural Health Clinics as Health Pro-
fessional Shortage Areas (HPSA) facilities for
a period of six years. This Member recognizes
that the National Health Service Corps plays a
critical role in providing care for underserved
populations by placing clinicians in urban and
rural areas. However, it has come to this
Member's attention that health centers and
rural clinics must obtain Health Professional
Shortage Area designation to become eligible
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for the placement of Nation Health Service
Corps personnel. While this Member is
pleased to see that H.R. 3450 would improve
on the current HPSA designation process, he
would have preferred that the bill include per-
manent automatic designation, which would
have guaranteed that FQHCs and rural health
clinics would not have to return to the current,
cumbersome HPSA designation process. This
is a process that certainly seems unnecessary
and duplicative, and which in some cases may
result in delays in the placement of needed
practitioners at high-need health centers and
rural health clinics. Last year, this Member
sent a letter, along with several colleagues, to
the Chairman of the Energy and Commerce
Subcommittee on Health requesting this
change on a permanent basis and greatly ap-
preciates the inclusion of the provision—even
in the short term.

In closing, Mr. Speaker, this Member looks
forward to working with the Committee and
Subcommittee leadership, as earlier noted, on
this important issue and this important bill as
H.R. 3450 moves foward.

Mr. GREEN of Texas. Mr. Speaker, 1
have no further requests for time, and
I yield back the balance of my time.

Mr. BILIRAKIS. Mr. Speaker, I have
no further requests for time, and I
yield back the balance of my time.

The SPEAKER pro tempore (Mr.
B00ZMAN). The question is on the mo-
tion offered by the gentleman from
Florida (Mr. BILIRAKIS) that the House
suspend the rules and pass the bill,
H.R. 3450.

The question was taken; and (two-
thirds having voted in favor thereof)
the rules were suspended and the bill
was passed.

A motion to reconsider was laid on
the table.

————

RECOGNIZING THE DEVASTATING
IMPACT OF FRAGILE X

Mr. SHIMKUS. Mr. Speaker, I move
to suspend the rules and agree to the
resolution (H. Res. 398) recognizing the
devastating impact of fragile X, urging
increased funding for research on frag-
ile X, and commending the goals of Na-
tional Fragile X Research Day, and for
other purposes.

The Clerk read as follows:

H. RES. 398

Whereas fragile X is the most common in-
herited cause of mental retardation, affect-
ing people of every race, income level, and
nationality;

Whereas 1 in every 267 women is a carrier
of the fragile X;

Whereas children born with fragile X typi-
cally require a lifetime of special care at a
cost of over $2,000,000 each;

Whereas fragile X frequently remains un-
detected because the defect was relatively
recently discovered and there is a lack of
awareness about the disease, even within the
medical community;

Whereas the gene causing fragile X has
been discovered and is easily identified by
testing:;

Whereas inquiry into fragile X is a power-
ful research model for neuropsychiatric dis-
orders, such as autism, schizophrenia, perva-
sive developmental disorders, and other
forms of X-chromosome-linked mental retar-
dation;
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Whereas individuals with fragile X can pro-
vide a homogeneous research population for
advancing the understanding of
neuropsychiatric disorders;

Whereas with concerted research efforts, a
cure for fragile X may be developed;

Whereas fragile X research, both basic and
applied, has been vastly underfunded despite
the prevalence of the disorder, the potential
for the development of a cure, the estab-
lished benefits of available treatments and
interventions, and the significance that frag-
ile X research has for related disorders;

Whereas Members of Congress are in
unique positions to help raise public aware-
ness about the need for increased funding for
research and early diagnosis and treatment
for fragile X; and

Whereas throughout the United States,
families and friends of individuals with frag-
ile X have designated October 5 as National
Fragile X Research Day to promote efforts
to find a treatment and cure for fragile X:
Now, therefore, be it

Resolved, That the House of Representa-
tives—

(1) recognizes the devastating impact of
fragile X on thousands of people in the
United States and their families;

(2) calls on the National Institutes of
Health, the Centers for Disease Control and
Prevention, and other sources of Federal and
private research funds to enhance and in-
crease their efforts and commitments to
fragile X research;

(3) calls on medical schools and other
health educators, medical societies and asso-
ciations, and Federal, State, and local health
care facilities to promote research that will
lead to a treatment and cure for fragile X;
and

(4) commends the goals and ideals of a Na-
tional Fragile X Research Day and supports
interested groups in conducting appropriate
ceremonies, activities, and programs to dem-
onstrate support for such a day.

The SPEAKER pro tempore. Pursu-
ant to the rule, the gentleman from Il-
linois (Mr. SHIMKUS) and the gentleman
from Texas (Mr. GREEN) each will con-
trol 20 minutes.

The Chair recognizes the gentleman
from Illinois (Mr. SHIMKUS).

GENERAL LEAVE

Mr. SHIMKUS. Mr. Speaker, I ask
unanimous consent that all Members
may have b5 legislative days within
which to revise and extend their re-
marks on this legislation and to insert
extraneous material on the resolution.

The SPEAKER pro tempore. Is there
objection to the request of the gen-
tleman from Illinois?

There was no objection.

Mr. SHIMKUS. Mr. Speaker, I yield
myself such time as I may consume.

Mr. Speaker, I am pleased that today
the House is considering House Resolu-
tion 398 introduced by the gentleman
from Oklahoma (Mr. WATKINS) to rec-
ognize the impact of fragile X on thou-
sands of people in the United States
and their families. The Committee on
Energy and Commerce approved this
resolution unanimously last week, and
I encourage my colleagues to adopt the
resolution today on the floor.

Fragile X syndrome is the most com-
mon genetically inherited form of men-
tal retardation. Patients diagnosed
with fragile X may experience mental
impairments that range from mild
learning disabilities and hyperactivity
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