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STATE OF NEW YORK

9508

| N SENATE

July 22, 2022

Introduced by Sen. COONEY -- read twi ce and ordered printed, and when
printed to be conmtted to the Committee on Rul es

AN ACT to anend the social services law, in relation to the basic health
program (Part A); to amend the financial services law, in relation to
cost contai nnent and consuner protection; to amend the civil practice
law and rules, in relation to inconme execution; and to repeal certain
provi sions of the financial services law relating thereto (Part B); to
anend the public health law and the insurance law, in relation to the
chroni c di sease denonstration program (Part C; to anend the public
health law, in relation to addressing health equity through safety net
hospital support (Part D); and to amend the public health law, in
relation to providing that the comm ssioner of health nmay require any
health <care provider or third-party payer to report additional claim
or price information not already reported pursuant to section 2816 of
such law to analyze all health care expenditures in the state from
public and private sources (Part E)

The People of the State of New York, represented in Senate and Assem
bly, do enact as foll ows:

Section 1. Short title. This act shall be known and may be cited as
the "health equity, affordability, and reformact".

§ 2. This act enacts into | aw conponents of legislation relating to
the health equity, affordability, and reform act. Each conponent is
whol |y contained within a Part identified as Parts A through E. The
effective date for each particul ar provision contained within such part
is set forth in the |ast section of such Part. Any provision in any
section contained wthin a Part, including the effective date of the
Part, which makes reference to a section "of this act", when wused in
connection wth that particular conponent, shall be deenmed to nmean and
refer to the corresponding section of the Part in which it is found.
Section three of this act sets forth the general effective date of this
act .

PART A
EXPLANATI ON--Matter in italics (underscored) is new, matter in brackets

[-] is oldlawto be omtted
LBD15220-03-2
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Section 1. Section 369-gg of the social services l|law, as added by
section 51 of part C of chapter 60 of the laws of 2014, paragraph (c) of
subdi vision 1 as separately anended by sections 4 of part BBB of chapter
56 and part P of chapter 57 of the laws of 2022, paragraph (e) of subdi-
vision 1, and subdivisions 5 and 7 as anended by section 2 of part H of
chapter 57 of the laws of 2021, subdivision 2 as anended and subdi vi sion
9 as added by section 28-a, subdivision 6 as added by section 28 and
subdivision 8 as anended by section 46 of part B of chapter 57 of the
| aws of 2015, paragraph (d) of subdivision 3 as anended by section 2 and
paragraph (b) of subdivision 5 as amended by section 7-a of part BBB of
chapter 56 of the | aws of 2022, is anended to read as foll ows:

8 369-gg. Basic health program 1. Definitions. For purposes of this
section:

(a) "Eligible organization" neans an insurer |licensed pursuant to
article thirty-two or forty-two of the insurance |aw, a corporation or
an organi zation under article forty-three of the insurance law, or an
organi zation certified wunder article forty-four of the public health
law, including providers certified wunder section forty-four hundred
three-e of the public health I aw,

(b) "Approved organi zati on" neans an eligi ble organization approved by
the comm ssioner to underwite a basic health insurance plan pursuant to
this title;

(c) "Health care services" neans (i) the services and supplies as
defined by the commissioner in consultation with the superintendent of
financial services, and shall be consistent with and subject to the
essential health benefits as defined by the comm ssioner in accordance
with the provisions of the patient protection and affordable care act
(P.L. 111-148) and consistent with the benefits provided by the refer-
ence plan selected by the commi ssioner for the purposes of defining such
benefits, and shall include coverage of and access to the services of
any national cancer institute-designated cancer center licensed by the
department of health within the service area of the approved organiza-
tion that is willing to agree to provide cancer-related inpatient,
outpatient and nedical services to all enrollees in approved organi za-
tions' plans in such cancer center's service area under the prevailing
terns and conditions that the approved organi zation requires of other
simlar providers to be included in the approved organi zation's network,
provided that such terms shall include rei mbursenent of such center at
no less than the fee-for-service nedicaid paynent rate and net hodol ogy
applicable to the center's inpatient and outpatient services; (ii)
dental and vision services as defined by the comm ssioner, and (iii) as
defined by the conm ssioner and subject to federal approval, certain
services and supports provided to enrollees eligible pursuant to subpar-
agraph one of paragraph (g) of subdivision one of section three hundred
sixty-six of this article who have functional linitations and/ or chronic
illnesses that have the primary purpose of supporting the ability of the
enrollee to live or work in the setting of their choice, which nay
include the individual's hone, a worksite, or a provider-owned or
controll ed residential setting;

(d) "Qualified health plan" nmeans a health plan that neets the crite-
ria for «certification described in § 1311(c) of the Patient Protection
and Affordable Care Act (P.L. 111-148), and is offered to individuals
t hrough the health insurance exchange narketpl ace; [ and]

(e) "Basic health insurance plan" neans a standard heal th plan provid-
ing health <care services, separate and apart fromqualified health
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plans, that is issued by an approved organization and certified in
accordance with this section[-] .

(f) "Eligible small group” nmeans any enployer, or trustee or trustees
of a fund established by an enployer, nenbers of a trade association
| abor union, fund established or participated in by two or nore enpl oy-
ers or by one or nore |abor unions, association, or a trustee or trus-
tees of a fund established, created or nmintained for the benefit of
nenbers of one or nore associations, church, or any entity that may be
eligible to purchase group coverage under the insurance |aw, provided
that any of the foregoing groups identified enploy, represent, or cover
one hundred or | ess individuals:

(g) "Qualified dependents" nean the spouse, and any dependent children
of an individual seeking coverage through the basic health program buy-
in; and

(h) "Fanmily coverage" neans the cost to buy-in to the basic health
program for an individual and any eligible partner or qualified depen-
dents based on the per nenber, per nonth cost applicable.

2. Authorization. If it is in the financial interest of the state to
do so, the commissioner of health is authorized, with the approval of
the director of the budget, to establish a basic health program The
comm ssioner's authority pursuant to this section is contingent upon
obtai ning and nmaintaining all necessary approvals fromthe secretary of
health and human services to offer a basic health programin accordance
with 42 U S.C. 18051. The conmissioner may take any and all actions
necessary to obtain such approvals. Notw thstanding the foregoing, wth-
in ninety days of the effective date of [the] part B of chapter fifty-
seven of the laws of two thousand fifteen [which—anrended—this—subdiv—
s+on] the commi ssioner shall submt a report to the tenporary president
of the senate and the speaker of the assenbly detailing a contingency
plan in the wevent weligibility rules or regulations are nodified or
repeal ed; or in the event federal paynment is reduced from ninety five
percent of the premiumtax credits and cost-sharing reductions pursuant
to the patient protection and affordable care act (P.L. 111-148). The
contingency plan shall be inplenented within ninety days of the above
stated events or the time period specified in federal |aw.

3. Eligibility. A person is eligible to receive coverage for health
care services pursuant to this title if he or she:

(a) resides in New York state and is under sixty-five years of age;

(b) is not eligible for nedical assistance under title eleven of this
article or for the child health insurance plan described in title one-A
of article twenty-five of the public health | aw,

(c) is not eligible for mninmmessential coverage, as defined in
section 5000A(f) of the Internal Revenue Service Code of 1986, or is
eligible for an enployer-sponsored plan that is not affordable, in
accordance with section 5000A of such code; provided., however, that the
comm ssioner of health may seek authority fromthe secretary of health
and human services to permt individuals who are eligible for an enploy-
er-sponsored plan to purchase coverage through the basic health program
buy-in; and

(d) (i) except as provided by subparagraph (ii) of this paragraph, has
household income at or belowtwo hundred fifty percent of the federa
poverty line defined and annually revised by the United States depart-
ment of health and hunman services for a household of the sanme size,
unless the individual or eligible small group purchases coverage
through a basic health plan under the basic health programbuy-in
set forth under subdivision eleven or twelve of this section; and has
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household income that exceeds one hundred thirty-three percent of the
federal poverty line defined and annually revised by the United States
departnent of health and human services for a household of the sane
size; however, MAG eligible aliens lawfully present in the United
States with household incomes at or below one hundred thirty-three
percent of the federal poverty line shall be eligible to receive cover-
age for health care services pursuant to the provisions of this title if
such alien would be ineligible for nedical assistance under title el even
of this article due to their immgration status; provided however, that
subj ect to approval from the secretary of health and human
services, a person shall also be eligible to receive coverage for health
care services under this title, wthout regard to federal financi al
participation, if he or she is a resident of New York state, has house-
hold i ncome below two hundred fifty percent of the federal poverty line
as defined and annually revised by the United States departnent of
heal th and human services for a household of the sane size, and is inel-
igible for federal financial participation in the basic health program
under 42 U.S.C._ section 18051 on the basis of immgration status, but
otherwi se neets the eligibility requirenents in paragraphs (a), (b), and
(c) of this subdivision;

(ii) subject to federal approval and the use of state funds, unless
the comm ssioner may use funds under subdivision seven of this section,
has househol d i ncome at or below two hundred fifty percent of the feder-
al poverty line defined and annually revised by the United States
departnent of health and human services for a household of the sane
size; and has household income that exceeds one hundred thirty-three
percent of the federal poverty line defined and annually revised by the
United States departnment of health and human services for a househol d of
the sanme size; however, MAG eligible aliens lawfully present in the
United States with household i nconmes at or below one hundred thirty-
three percent of the federal poverty line shall be eligible to receive
coverage for health care services pursuant to the provisions of this
title if such alien would be ineligible for nedical assistance under
title eleven of this article due to their immgration status;

(iii) subject to federal approval if required and the wuse of state
funds, unless the comr ssioner may use funds under subdivision seven of
this section, a pregnant individual who is eligible for and receiving
coverage for health care services pursuant to this title is eligible to
continue to receive health care services pursuant to this title during
the pregnancy and for a period of one year following the end of the
pregnancy w thout regard to any change in the income of the household
that includes the pregnant individual, even if such change woul d render
the pregnant individual ineligible to receive health care services
pursuant to this title;

(iv) subject to federal approval, a child born to an individual eligi-
ble for and receiving coverage for health care services pursuant to this
title who woul d be eligible for coverage pursuant to subparagraphs [{&2-]
two or [{4)] four of paragraph (b) of subdivision [4] one of section
three hundred [and] sixty-six of [the—social—servieces—taw this article
shall be deened to have applied for medical assistance and to have been
found eligible for such assistance on the date of such birth and to
remain eligible for such assistance for a period of one year

An applicant who fails to make an applicable prem um paynent, if any,
shall lose eligibility to receive coverage for health care services in
accordance with tine frames and procedures determ ned by the conm ssion-
er.
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3-a. Basic health programbuy-in eligibility. A person or eligible
small group shall be permitted to purchase coverage froma basic health
plan on behalf of an individual, spouse, and any qualified dependents
through the basic health program buy-in described under paragraph el even
or twelve of this section, as long as the individual, spouse, and any
qualified dependents otherwise neet the eligibility requirenents in
paragraphs (a), (b)., and (c) of subdivision three of this section. An
applicant who fails to nake an applicable premum paynent shall |ose
eligibility to receive coverage for health care services in accordance
with tine franes and procedures determ ned by the conmmi ssioner.

4. Enrollnment. (a) Subject to federal approval, the commissioner is
authorized to establish an application and enrollnment procedure for
prospective enrollees. Such procedure shall include a verification

system for applicants, which shall be consistent with 42 USC § 1320b- 7.

(b) Such procedure shall allow for continuous enrollnment for enrollees
to the basic health program where an individual nay apply and enroll for
coverage at any point.

(c) Upon an applicant's enrollnent in a basic health insurance plan,
coverage for health care services pursuant to the provisions of this
title shall be prospective. Coverage shall begin in a manner consi stent
with the requirenents for qualified health plans offered through the
health insurance exchange marketplace, as delineated in federal regu-
lation at 42 CFR 155.420(b) (1) or any successor regul ation thereof.

(d) A person who has enrolled for coverage pursuant to this title, and
who loses eligibility to enroll in the basic health programfor a reason
other than citizenship status, lack of state residence, failure to
provide a valid social security nunber, providing inaccurate information
that would affect eligibility when requesting or renewi ng health cover-
age pursuant to this title, or failure to nake an applicable prem um
paynment, before the end of a twelve nonth period beginning on the effec-
tive date of the person's initial eligibility for coverage, or before
the end of a twelve nonth period beginning on the date of any subsequent
determnation of eligibility, shall have his or her eligibility for
coverage continued until the end of such twelve nonth period, provided
that the state receives federal approval for using funds fromthe basic
health program trust fund, established under section 97-o0000 of the
state finance law, for the costs associated with such assi stance.

5. Premiuns and cost sharing. (a) Subject to federal approval, the
conm ssioner shall establish premium payments enrollees shall pay to
approved organi zati ons for coverage of health care services pursuant to
this title. No paynent is required for individuals with a household
i ncone at or below two hundred percent of the federal poverty Iline
defined and annually revised by the United States department of health
and human services for a household of the same size

(a-1) For an individual with a household incone above two hundred
fifty percent of the federal poverty line defined and annually revised
by the United States departnent of health and hunman services for a
household of the same size, an individual who purchases individual
couple, or famly coverage through the basic health program buy-in under
subdi vision eleven of this section, or an eligible small group who
purchases or contributes to the cost of such coverage under subdivision
twelve of this section for such individual and any qualified dependents,
shal |l nmake an applicable prenm um paynent equaling the per nenber-per
nont h payment received by a basic health plan for providing basic health
program services in the region where the individual resides, provided
that the conm ssioner shall pursue any federal waivers and be pernitted
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to take any other actions necessary to offset the prem um paynent to the
maxi num ext ent possible for individuals with household incones |ess than

five hundred percent of the federal poverty line, as defined and annual -
ly revised by the United States departnent of health and human services
for a household of the same size, including seeking authority to use
federal premumtax credits and cost sharing reductions, in an effort to
keep the applicable premium paynent as | ow as possible for individuals
at these household incone |evels. The comm ssioner shall be authorized
to assign variable prem um anmpunts based on incone such that individuals
with | ower household incones are required to pay less prem um

(a-2) Eligible small groups that purchase coverage for an individua
under subdi vision eleven of this section for which the individual or the
state receives federal premiumtax credits and cost sharing reductions
for individuals to subsidize that coverage. shall be required to pay to
the basic health plan, or pay directly to the state, the anpunt of
premum tax credits and cost sharing reductions received by the basic

health programtrust fund for the individual, in addition to any prem um
suppl enent that nmay apply based on the household i ncone of the individ-
ual, as set forth wunder paragraph (ii) of subdivision (a-3) of this

section. Basic health plans shall remt these amunts to the basic
health programtrust fund or a separate state fund, as nmay be determn ned
by the conmissioner. Such fund shall be used to help ensure deficit
neutrality and programviability, and for other purposes that nmay be
allowed by the secretary of health and human services, including but not
limted to, rate adequacy for approved organizations and network provid-
ers, as may be determ ned by the commi ssioner.

(a-3) (i) The comm ssioner shall contract with an independent actuary
to study and nake recommendati ons around prem uns and cost sharing for

approved organi zations operating a basic health plan, and for all indi-
viduals participating in the basic health programbuy-in. The analysis
for developing premuns for approved organizations shall include an

anal ysis of rates of paynent in relation to the expected population to
be served adjusted for case mx, the scope of health care services
approved organi zations nust provide, the projected utilization of such
services, the network of providers required to neet state standards, and
subject to approval fromthe secretary of health and hunman services and
the division of the budget, existing rates of paynent in effect under
the basic health program and subject to approval by the secretary of
health and human services and the division of the budget, and once
enrollnment in the basic health programbuy-in has reached npre than one
hundred thousand enrollees, rates of paynent in effect under Medicare
Part A, B, and C

(ii) Premum supplenent paynents. The analysis conducted by the inde-
pendent actuary shall include reconmmended premum supplenent anounts
that shall be required for certain individuals and nmay be required for
eligible small groups to increase available funds for the basic health
program Premum supplenent paynents shall be paid by individuals that
enroll in the basic health programbuy-in, who have household incone
above eight hundred percent of the federal poverty line, as defined and
annually revised by the United States departnent of health and hunan
services for a household of the sane size, and in the discretion of the
comi ssioner, may be required to be paid by eligible small groups that
contribute to coverage for any individuals qualified under subdivision
twelve of this section.

(a-4) For coverage purchased through subdivision eleven of this

section, for individuals and qualified dependents with household incones
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above eight hundred percent of the federal poverty line, as defined and
annually revised by the United States departnent of health and hunan
services for a household of the sane size, a prenium suppl enent paynment
shall be paid to increase state share funds for the program The prenium
supplenent shall be deternined by the commi ssioner in accordance with
principles of equity and fairness, increasing conmmensurate wth house-
hold incone, and may consider assuned savings for the individua

conpared to traditional insurance coverage, provided the prenm um supple-
nent anmount shall be structured in a way to nexinmze affordability at
| ower applicable household incone levels, and shall not result in cover-
age being npre expensive under the basic health program buy-in than
under a silver level netallic plan offered by a qualified health plan
under the New York health benefits exchanges for conparable coverage
until household incone of an individual neets or exceeds fifteen hundred
percent of the federal poverty line, defined and annually revised by the
United States departnent of health and human services for a household of
the sane size.

(a-5) Once enrollnent in the basic health programbuy-in has reached
one hundred thousand individuals, the comm ssioner shall have discretion
to determine whether eligible small groups shall be required to pay
prem um suppl enent paynents for any individual and qualified dependents
who they contribute coverage costs for under subdivision twelve of this
section, if it becones necessary to increase state share funds for the
program a premum subsidy amount can be applied w thout underm ning
viability and affordability of the program The prem um suppl enent that
would be owed by an eligible small group shall be determ ned by the
commi ssioner, but shall conprise a per person anount that is devel oped
to ensure maxinmum fairness for eligible snmall groups, and take into
consideration the size, age, and revenue of the eligible small group
the househol d incone of the covered individual, and the cost savings for
the eligible small group under the basic health program buy-in conpared
to traditional small group insurance coverage, as applicable.

(b) The conmi ssioner shall establish cost sharing obligations for
enrollees, subject to federal approval. There shall be no cost-sharing
obligations for enrollees for dental and vision services as defined in
subparagraph (ii) of paragraph (c) of subdivision one of this section;
services and supports as defined in subparagraph (iii) of paragraph (c)
of subdivision one of this section; and health care services authorized
under subparagraphs (iii) and (iv) of paragraph (d) of subdivision three
of this section. Such cost sharing shall: (i) not include deductibles
for individuals at _any household incone level; (ii) subject to avail-
able funds, not require any cost sharing for household incones not
exceeding five hundred percent of the federal poverty line defined and
annually revised by the United States departnent of health and hunan
services for a household of the sane size, but if this is not possible,
then such cost sharing shall be set as |ow as possible for the | owest
household incomes; and (iii) not be established as a per cent age
of the cost of the service and conprise a fixed cost intended to be as

affordable as possible and not act as a barrier to care, t hat
in no event shall be nore than two hundred dollars for any covered
health care service. Cost sharing owed for services above five

hundr ed percent of the federal poverty line shall vary based on incone
to pronpte equity and fairness.

6. Rates of paynent. (a) The conm ssioner shall select the contract
with an i ndependent actuary to study and recommend appropriate
r ei mbur senent net hodol ogi es for the cost of health care service coverage
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pursuant to this title. Such independent actuary shall review and make
reconmendati ons concerni ng appropriate actuarial assunptions relevant to
the establishment of reinbursenent nmethodol ogies, including but not
limted to; the adequacy of rates of paynment in relation to the popu-
lation to be served adjusted for case mx, the scope of health care
services approved organizations nust provide, the utilization of such
services and the network of providers required to neet state standards,
existing rates of payment in effect under the basic health program and
subject to approval by the secretary of health and human services and
the division of the budget, and once enrollnent in the basic health
program buy-in has reached nore than one hundred thousand enrollees,
rates of paynment in effect under Medicare Part A, B, and C

(b) Upon consultation with the independent actuary and entities
representing approved organizations, the conmi ssioner shall develop
rei mbursenent methodol ogies and fee schedul es for determning rates of
payrment, which rate shall be approved by the director of the division of
the budget, to be nade by the departnent to approved organizations for
the cost of health care services coverage pursuant to this title. Such
rei mbur senent met hodol ogi es and fee schedul es may include provisions for
capi tation arrangenents. Providers and approved organizations shall be
permitted to negotiate rates of paynent, provided, however, that the
conmm ssioner shall be authorized to establish mandatory rates of paynent
to ensure affordability and viability of the program

(c) The conm ssioner shall have the authority to promulgate regu-
lations, including energency regulations, necessary to effectuate the
provi sions of this subdivision.

(d) The departnent shall require the independent actuary selected
pursuant to paragraph (a) of this subdivision to provide a conplete
actuarial report, along with all actuarial assunptions nmade and al
other data, materials and met hodol ogi es used in the devel opnment of rates
for the basic health plan authorized under this section. Such report
shal |l be provided annually to the tenporary president of the senate and
t he speaker of the assenbly.

7. Any funds transferred by the secretary of health and human services
to the state pursuant to 42 U . S.C. 18051(d) shall be deposited in trust.
Funds fromthe trust shall be used for providing health benefits through
[ ar—approved—organization] a  basic health plan, which, at a mni num
shall include essential health benefits as defined in 42 US.C
18022(b); to reduce the premuns, if any, and cost sharing of partic-
i pants in the basic health program or for such other purposes as may be
al l oned by the secretary of health and human services. Health benefits
avail able through the basic health program shall be provided by one or
nmor e approved organi zati ons pursuant to an agreenent with the depart nment
of health and shall neet the requirements of applicable federal and
state laws and regul ati ons.

8. An individual who is lawmfully adnmtted for pernmanent residence,
permanently residing in the United States under color of law, or who is
a non-citizen in a valid nonimrmgrant status, as defined in 8 U S.C
1101(a) (15), and who would be ineligible for nedical assistance under
title eleven of this article due to his or her inmgration status if the
provisions of section one hundred twenty-two of this chapter were
applied, shall be considered to be ineligible for nedical assistance for
pur poses of paragraphs (b) and (c) of subdivision three of this section.

9. Reporting. The conmi ssioner shall submt a report to the tenporary
president of the senate and the speaker of the assenbly annually by
Decenber thirty-first. The report shall include, at a mninmm an analy-
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sis of the basic health programand its inpact on the financial interest
of the state; its inpact on the health benefit exchange including
enroll ment and premuns; its inpact on the nunber of uninsured individ-
uals in the state; its inpact on the Medicaid global cap; its inpact on
health care affordability for mddle class New Yorkers; its inpact on
smal | business and econom c activity; its inpact on population trends in
the state; the inpact of basic health program paynent rates on hospital
finances and financial sustainability, and recomendations to address
any potential concerns based on nmigration fromthe conmercial insurance
market to the basic health program and the denographics of basic health
program enrol | ees including age and inmigration status.

10. Network participation. Any provider licensed or certified under
article thirty-one or thirty-two of the nental hygiene |law, and any
hospital licensed under article twenty-eight of the public health |aw
including any clinic, physician or specialist group, outpatient facility
or practice, anbulatory care setting or other office-based setting, or
other health care setting owned in whole or in part by a hospital
licensed under article twenty-eight of the public health law, as well as
any single or nulti-specialty free-standing anbul atory surgery centers
licensed under article twenty-eight of the public health law, shall neke

health care services available to any individual in the basic health
program Approved organi zati ons operating basic health plans and provid-
ers shall use good faith efforts to negotiate network participation

arrangenents for individuals enrolled in the basic health program

11. Basic health programbuy-in for individuals. Any individual who
neets the eligibility requirenents of paragraphs (a) and (b) of subdivi-
sion three of this section shall be pernmitted to purchase basic health
program coverage for thenselves and any qualified dependents who other-
wise neet the eligibility requirenents of paragraphs (a) and (b) of
subdi vision three of this section, through the basic health program
buy-in. Subject to approval fromthe United States secretary of health
and human services, the basic health programbuy-in shall allow eligible
individuals to pay the regional per nenber, per nonth premum that 1is
paid to a basic health plan for eligible individuals in the region, or
any subsidi zed preni um based on the availability of federal or state
subsidies as basic health programfunds pernit, for thenselves and any
qualified dependents, and gain coverage through the basic health

program
12. Basic health programbuy-in for eligible small groups. Any eliaqi-
ble small group nmay pay to a basic health plan the full or partia

anount of the premiumcosts for an individual and their qualified depen-
dents to buy-in to the basic health programas a benefit to nenbers of

the eligible small group. The conm ssioner shall establish procedures
through which eligible small groups can pay voluntary prenm um contrib-
utions, and if contributions are made., any applicable required subsidy
equi val ency paynents and premi um suppl enents for covered individuals and
their qualified dependents, directly to a basic health plan on an aggre-

gate, nonthly basis.

13. The conmi ssioner shall seek any federal waivers, approvals, and
take any and all actions necessary to inplenent this section, including

but not limted to federal waivers and approvals, and pursue any state
statutory or regulatory changes necessary to inplenent this act, includ-
ing establishing penalties, fines, and oversight authority, in conjunc-
tion with the departnent of taxation and finance, to capture accurate
information fromindividuals and eligible small groups. and ensure
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eligible small groups are conplying wth the requirenents of this
section.

8 2. This act shall take effect on the one hundred eightieth day after
it shall have becone a law. Effective imediately, the addition, anend-
ment and/or repeal of any rule or regulation necessary for the inplenen-
tation of this act on its effective date are authorized to be nade and
conpl eted on or before such effective date; provided, further, that the
amendrments to paragraphs (c) and (e) of subdivision 1, paragraph (d) of
subdi vision 3, and subdivisions 5 and 7 of section 369-gg of the social
services |aw nmade by section one of this act shall not affect the expi-
rati on of such paragraphs and subdivi sions and shall be deened to expire
t herew t h.

PART B

Section 1. Legislative intent. The legislature finds and declares al
of the foll ow ng:

Medi cal care should never result in financial hardship or bankruptcy;
that out-of-network service rei nbursenent should be fair to providers
but put consumers first; and that hospitals should not be able to place
liens on their patients' hones to secure paynent of out-of-pocket costs.

For too many New Yorkers, an unexpected nedi cal energency or di agnhosis
carries both life-altering health and financial consequences. An indi-
vi dual should not need to substantially nodify theirs and their fanmly's
future by liquidating college or retirenent savings or need to start an
online fundraiser to afford the bills froma nedical energency. For
those who have experienced a nedical travesty and cannot work, ongoing
costs they cannot afford conpound the trauma

As a result of the Affordable Care Act, health insurance plans today
are required to establish out-of-pocket paynent nmaxi munms that attenpt to
limt one's out-of-pocket <cost liability for health care. Wile these
are certainly preferred over no coverage, they offer little protection
agai nst debt and bankruptcy because they exclude out-of-network care as
wel |l as premumcontributions paid by an individual. This nmeans that the
sum of prem um paynments a person makes for their health care does not
count towards the out-of-pocket cap, neaning the cap is not account for
what could be a substantial amount of available resources that have
al ready been devoted to pay for one's health care. In addition, the
out - of - pocket maxi mum does not account for an individual's household
i ncone, exacerbating equity issues by failing to consider one's ability
to actually afford their out-of-pocket maxinum or if it is an anount
that would inevitably | ead to debt and bankruptcy.

Wile there are nmany contributing factors to health care cost
i ncreases, one of the drivers continues to be out-of-network charges.
Wiile New York has led the way in protecting consuners from surprise
bills, studies have shown New York's |ndependent Dispute Resolution
process and its reliance on health care charges to resolve disputes
incentivizes out-of-network providers to continually increase their
"charges", as charges are part of the criteria used to determ ne paynent
of a disputed out-of-network charge. Higher charges result in higher
awards and nore costs being built into premuns in subsequent years. As
long as the state naintains a health care systemthat permts and incen-
tivizes this behavior, the systemw Il continue to incentivize such cost
i ncreases while encouragi ng those who do not participate in networks to
continue to do so, with consuners caught in between. It is essential to
address out-of-network charges in a way that is fair to providers but
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takes patients conpletely out of the mddle of health plan and provider
di sput es.

8 2. Article 6 of the financial services |aw is REPEALED and a new

article 6 is added to read as foll ows:
ARTICLE 6
COST CONTAI NVENT AND CONSUVMER PROTECTI ONS

Section 601. Applicability.

602. Definitions.

603. Rates of paynent for non-participating services.

604. Annual linmt on consuner health care expenditures.

605. Service level caps on high health care costs.

606. Cost growth caps.

8 601. Applicability. This article shall not apply to health care
services, including energency services, where physician fees are subject
to schedules or other npnetary limtations under any other |aw, includ-
ing the workers' conpensation law and article fifty-one of the insurance
law, and shall not preenpt any such | aw

8§ 602. Definitions. For purposes of this article:

(a) "Energency health care services" neans health care services
rendered to an insured experiencing an "energency condition".

(b) "Energency condition" neans nedical or behavioral condition that
nmani fests itself by acute synptons of sufficient severity, including
severe pain, such that a prudent |ayperson, possessing an average know
| edge of nedicine and health, could reasonably expect the absence of
imediate nedical attention to result in: (1) placing the health of the
person afflicted with such condition in serious jeopardy, or in the case
of a behavioral condition placing the health of such person or others in
serious jeopardy; (2) serious inpairnent to such person's bodily func-
tions; (3) serious dysfunction of any bodily organ or part of such
person; (4) serious disfigurenment of such person; or (5) a condition
described in clause (i), (ii) or (iii) of section 1867(e)(1)(A) of the
social security act 42 U.S. C_ 1395dd.

c) "Health care plan" neans an insurer licensed to wite accident and
health i nsurance pursuant to article thirty-two of the insurance law, a
corporation organized pursuant to article forty-three of the insurance
law, a nunicipal cooperative health benefit plan certified pursuant to
article forty-seven of the insurance law, a health nmi ntenance organi za-
tion certified pursuant to article forty-four of the public health | aw
or a student health plan established or maintained pursuant to section
one thousand one hundred twenty-four of the insurance |aw

d) "lInsured” neans a patient covered under a health care plan's poli -
cy or contract.

(e) "Nonenergency health care services" neans health care services
rendered to an insured experiencing a nedical condition other than an
energency condition.

(f) "In-network contracted rate" neans the rate contracted between an
insured's health care plan and a participating health care provider for
the reinbursenent of health care services delivered by that health care
provider to the insured.

(g) "Median, in-network contracted rate" nmeans the nedian allowed
anpunt paid to in-network providers for a specific service by a specific
health pl an.

(h) "Non-participating commercial rate for energency services" neans
the anpunt set pursuant to this section, and used to determne the rate
of paynment to a health care provider for the provision of energency
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health care services to an insured when the health care provider is not
in the insurer's network.

(i) "Noncontracted commercial rate for nonenergency services" neans
the anpunt set pursuant to this section, and used to determine the rate
of paynent to a health care provider for the provision of nonenergency
health care services to an insured when the health care provider is not
in the insurer's network.

(j) "Relative price" neans the negotiated allowed amount paid for a
nedi cal service by a health care plan, including anmounts paid from both
the health care plan and the insured, conpared against the Medicare
rei nbursenent rate for the sane procedure and facility.

(k) "Core CPI" neans the Consuner Price Index for Al Urban Consuners,
Al Itenms Less Food & Energy, developed by the United States Bureau of
Labor Statistics.

8 603. Rates of paynent for non-participating services. Al health
care plans shall pay non-participating providers of energency and non-
emer genc health care services provided to an insured at the insurers
nedian, in-network rate for the service provided. Providers shall be
prohibited from balance billing an insured for any anpunt above the
nedian, in-network rate paid for the health care service. The super-
i nt endent nmay pronulgate requlations necessary to inplenent this
section.

8 604. Annual linit on consuner health care expenditures. (a) Notwith-
st andi ng any out-of - pocket maxinuns that may exist today. the super-
intendent shall establish annual limts on the overall financial anmount

an insured shall be responsible for in the state requlated comercial
health insurance narket, for paynment of health care costs under a
contract with a New York state reqgulated health plan, which shall be
inclusive of all premiumcontributions nmade directly by the individua

for individual or famly coverage. as well as any amounts paid towards
copays, coinsurance, and deductibles, for all nedically necessary health
care services, irrespective of whether the service is provided by an
in-network or out-of-network provider, such that when the total anount
of health care costs paid by an individual reaches the applicable linit,
the consuner is no longer financially responsible to the insurer for
paynent of out-of-pocket costs. For purposes of this section, any finan-
cial contributions toward the premiumnmade by an enployer for health
insurance coverage shall not count towards the annual out-of-pocket
maxi num_

(b) In inplenenting subsection (a) of this section, the superintendent
may use the | RS Enployer Health Plan Affordability Threshold as a base-
line, but shall establish cap anounts at various household inconme
levels, such that individuals wth |ess household incone shall be
subject to a lower annual paynment cap, and individuals with higher
househol d i ncone shall be subject to a higher annual cap., but in no

event shall the annual out-of-pocket maxi num cap nore than double the
I RS Enpl oyer Health Plan Affordability Threshold for individuals at any
incone level. The superintendent shall be pernitted to apply for any

federal waivers and pursue any reinsurance options for insurers or the
state and take other actions consistent with this section to inplenent

its intent.

(c) Insurers shall be prohibited from increasing health insurance
premuns to account for the out-of-pocket limts, and the actuarial
value of the insurance product shall be regarded as if the underlying
i nsurance product did not include any revised out-of-pocket limt.
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(d) The commissioner of health shall work with the conm ssi oner of
taxation and finance to establish appropriate penalties and safeguards
to ensure proper inplenentation of this article.

8 605. Service level caps on high health care costs. (a) No health
care plan shall be pernitted to reinburse any inpatient or outpatient

hospi t al licensed under article twenty-eight of the public health | aw
and any sinale or nmnulti-specialty free-standing anbulatory surgery
centers licensed under article twenty-eight of the public health | aw

nore than two hundred forty percent of the Medicare benchmark rate for
the service.

(b) Any provider subject to this paragraph shall be prohibited from
bal ance billing an insured for costs above the benchmark rate or cost up
to the benchnmark rate if the provider has negotiated a |lower charge for
the service fromthe health care plan.

(c) Any rate filings that may be required shall be subject to presunp-
tive disapproval if it includes any paynent to providers that is nore
than two hundred forty percent of the Medicare benchnark rate.

(d) The superintendent shall assess the inpact of this provision on
health care costs in consultation with the conmmi ssioner of health, and
nmay reconmend nodifications to the service level caps., including, but
not |limted to, revising the nethodology to establish new caps, estab-
lishing regional caps. or lowering or raising caps as nay be necessary
based on health care utilization, price, and trend analysis conducted by
the conm ssioner of health.

606. Cost growth caps. Any rate filings submtted to the superinten-
dent may not include aggregate unit price growh for nonprofessiona
services that exceed the foll ow ng:

(a) One vear after the analysis on health care cost growth and trends
is conpleted by the conmi ssioner of health under section twenty hundred
sixteen of the public health law, the conm ssioner of health shal
establish three tiers of hospitals based on health care prices paid by

health care plans to inpatient and outpatient hospitals and hospita

systens, and all anbulatory surgery centers |licensed or certified under
article twenty-eight of the public health |aw, such that:

(1) The first tier shall consist of those facilities in the state that
fall below the nedian of all facilities in terns of relative reinburse-
nent received by health care plans for services; hospitals in this tier
shall be pernitted to negotiate increases to their reinbursenent and
health care plans are permtted to pay increases without limtation;

(2) The second tier shall consist of those facilities between the
nedi an and ninety-fifth percentile of all facilities in terns of rela-
tive reinbursenent received by health care plans for services; begihnning
for policies that take effect January first, two thousand twenty-four,
the superintendent shall permt health care plans to subnit rate filings
that allow unit price growh for these facilities that does not exceed
the greater of 2.5 percent or Core CPI plus 1 percent; and,

(3) The third tier shall consist of those facilities above the nine-
ty-fifth percentile of all facilities in terns of relative reinbursenent
received by health care plans for services; beginning for policies that
take effect January first, two thousand twenty-four, the superintendent
shall not permit any rate filings that allow unit price growh for these
facilities.

(b) Any rate filings subnitted by a health care plan that violates
these requirenents shall be subject to presunptive disapproval by the

superintendent .
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(c) The superintendent is permtted to take other actions to enforce
the requirenents of this section, and shall inplenent regulations neces-
sary to carry out its intent.

8 3. Subdivision (b) of section 5201 of the civil practice |aw and
rules is amended to read as foll ows:

(b) Property against which a noney judgnent nmay be enforced. A nobney
j udgnent may be enforced agai nst any property which could be assigned or
transferred, whether it consists of a present or future right or inter-
est and whether or not it is vested, unless it is exenpt from applica-
tion to the satisfaction of the judgnment. A noney judgnment entered upon
ajoint liability of two or nore persons nmay be enforced against indi-
vidual property of those persons sumoned and joint property of such
persons with any ot her persons agai nst whomthe judgnent is entered. No
property lien shall be entered against a debtor's primary residence in
actions brought by a hospital licensed under article twenty-eight of the
public health law or a health care professional authorized under title
eight of the education |aw

8 4. Subdivision (b) of section 5231 of the civil practice |aw and
rul es, as anended by chapter 575 of the |laws of 2008, is anended to read
as foll ows:

(b) Issuance. Were a judgnment debtor is receiving or wll receive
money from any source, an incone execution for installnments therefrom of
not nmore than ten percent thereof may be issued and delivered to the
sheriff of the county in which the judgnment debtor resides or, where the
judgnment debtor is a non-resident, the county in which he is enployed,
provi ded, however, that (i) no anount shall be withheld fromthe judg-
ment debtor's earnings pursuant to an inconme execution for any week
unless the disposable earnings of the judgnment debtor for that week
exceed the greater of thirty times the federal mninmum hourly wage
prescribed in the Fair Labor Standards Act of 1938 or thirty tinmes the
state mni mum hourly wage prescribed in section six hundred fifty-two of
the labor law as in effect at the tinme the earnings are payable; (ii)
the amount wthheld fromthe judgnment debtor's earnings pursuant to an
i ncone execution for any week shall not exceed twenty-five percent of
the disposable earnings of the judgnent debtor for that week, or, the
anount by which the di sposable earnings of the judgment debtor for that
week exceed the greater of thirty times the federal m nimum hourly wage
prescribed by the Fair Labor Standards Act of 1938 or thirty tinmes the
state mni mum hourly wage prescribed in section six hundred fifty-two of
the labor law as in effect at the time the earnings are payabl e, which-
ever is less; (iii) if the earnings of the judgnent debtor are also
subject to deductions for alinmony, support or maintenance for famly
menbers or former spouses pursuant to section five thousand two hundred
forty-one or section five thousand two hundred forty-two of this arti-
cle, the anount withheld fromthe judgnent debtor's earnings pursuant to
this section shall not exceed the ampbunt by which twenty-five percent of
t he di sposabl e earnings of the judgnment debtor for that week exceeds the
anmount deducted fromthe judgnent debtor's earnings in accordance wth
section five thousand two hundred forty-one or section five thousand two
hundred forty-two of this article; _and (iv) no anount shall be inposed
in judgnents arising froma nedical debt action brought by a hospital
li censed under article twenty-eight of the public health [aw or a health
care professional authorized wunder title eight of the education |aw.
Nothing in this section shall be construed to nodify, abrogate, inpair,
or affect any exenption fromthe satisfaction of a noney judgnent other-
wi se granted by | aw.
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8§ b, This act shall take effect imediately, provided however, that
it shall apply to all health care plan policies beginning on January 1,
2024. Effective imediately, the addition, amendnent and/or repeal of
any rule or regul ation necessary for the inplementation of this act on
its effective date are authorized to be nmade and conpleted on or before
such effective date.

PART C

Section 1. Legislative intent. The legislature finds and declares al
of the foll ow ng:

The widening gap in health and |ife expectancy of New Yorkers based on
incone is a disturbing phenonenon. One of the nmany reasons why this is
occurring is because those with I ower inconmes tend to be disproportion-
ately inpacted by nmultiple disparities, including higher rates of chron-
ic illness and disease, and the ongoing costs of treatnent create barri-
ers to access and proper self-care. Countless studies have shown
individuals are nore likely to go without needed care when a deductible
is involved, while Ilower income individuals are nore likely to avoid

care because of out-of-pocket <costs. Thus, individuals with [|ower
incones do not nanage chronic conditions as well as those w th higher
i ncones, and tend to |live shorter lives as a result. In addition to

di sproportionately inpacting individuals from |ower econonic back-
grounds, chronic diseases have also been found to disproportionately
effect people of <color, who face higher rates of diabetes, obesity,
stroke, heart disease, and cancer, than caucasians. The inpacts of poor
health effect nore than the individual, as studies have shown poor
health can inpact the well-being and future of the entire fam |y when
one nmenber has a chronic condition. Econonic advancenment is typically
more challenging for those with chronic illnesses, as not only does the
di sease i npact work and productivity, but treatnments and nedications can
account for a significant portion of available resources for those wth
| ower inconmes, making it difficult to survive on fixed inconmes and forc-
ing many to forgo needed care. Families with less income do not have the
ability to outsource help and end up taking on nore responsibility for
fam |y menbers inpacted by di sease, which inpacts their own education
and work opportunities. Thus, in many respects, chronic di seases exacer-
bate existing health and soci oecononmic disparities, nmaking it difficult
for individuals and famlies fromlowincone backgrounds to overcone the
bur den.

It is inperative that |ife-saving services, treatnments, and nedica-
tions be made available to all New Yorkers without cost sharing, so cost
is not a barrier for accessing preventive services and care. This is
essential as a matter of public policy to address disparities in equity
and access; however, there is also evidence that inproved adherence and
chroni c di sease managenent will reduce health care costs in the aggre-
gate and could lead to inmproved health outconmes and ot her benefits for
the individual and their famly

8 2. The public health aw is amended by addi ng a new section 2703 to
read as foll ows:

§ 2703. Chronic disease denonstration program 1. There shall be
established a chronic disease denpbnstration programwithin the depart-
nent. Such program shall recommend cost sharing elimnations for target-
ed high-value services, treatnments and prescription drugs used to treat
certain chronic conditions. In order to inplenent such program the
commi ssioner, in consultation wth the superintendent of financia
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services, shall identify one to three services, treatnents, and
prescription drugs in total used to treat each of the followi ng chronic
conditions: diabetes, asthma, chronic obstructive pulnonary disease,
hypertension, coronary artery disease, congestive heart failure, opioid

use disorder, bipolar disorder, and schizophrenia. The conmm ssi oner
may, by reqgulation, include any other chronic conditions deened neces-
sary. In determning the targeted hi gh-value services, treatnents, and
prescription drugs, t he conm ssioner shall consider appropriate
services, treatnents and prescription drugs that are:

(a) out-patient or anbulatory services, including nedications, lab

tests, procedures, and office visits, generally offered in the primary
care or nedical hone setting;

(b) of clear benefit, strongly supported by clinical evidence to be
cost-effective;

(c) likely to reduce hospitalizations or energency departnment visits,
or reduce future exacerbations of illness progression, or inprove quali-
ty of life;

(d) relatively |l ow cost when conpared to the cost of an acute illness
or incident prevented or delayed by the use of the service, treatnent or
drug; and

(e) at low risk for overutilization, abuse, addiction, diversion or
fraud.

The conm ssioner and the superintendent of financial services may
further take into consideration other independent resources or nodels
proven effective in reducing financial barriers to high-value care.

2. Every five years, the comni ssioner and the superintendent of finan-
cial services shall evaluate the effect of this section. Such evaluation
shall include the inpact on treatnment adherence, incidence of related
acute events, premuns and cost sharing, overall health, long-term
health costs, and other issues that the superintendent and comm SSioner
deem necessary. The superintendent of financial services may coll aborate
with an independent research organization to conduct such eval uati on.
The superintendent of financial services shall publish a public report
on its findings, and shall nmake such report available on its website.

3. Such programshall be inplenented no later than January first, two
thousand twenty-three.

8 3. Subsection (i) of section 3216 of the insurance |aw is anended by
addi ng a new paragraph 37 to read as foll ows:

(37) Any policy, contract or certificate of insurance issued pursuant
to this section shall provide coverage for the identified services,
treatments and prescription drugs of the chronic disease denbnstration
program establi shed under article twenty-seven of the public health | aw,
at no cost sharing to the nenber., including co-paynents, co-insurance,
and such coverage shall not be subject to any deductible. The super-
intendent and the conmi ssioner of health nay adopt any witten policies,
procedures or requlations necessary to inplenent such program

8§ 4. Section 3221 of the insurance law is anended by adding a new
subsection (u) to read as foll ows:

u) An olic contract or certificate of insurance issued ur suant
to this section shall provide coverage for the identified services,
treatnments and prescription drugs of the chronic disease denonstration
program established under article twenty-seven of the public health | aw,
at no cost sharing to the nenber., including co-paynents, co-insurance,
and such coverage shall not be subject to any deductible. The super-
intendent and the conmi ssioner of health nay adopt any witten policies,

procedures or regulations necessary to inplenent such program
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§ 5. Section 4303 of the insurance |law is anended by adding a new
subsection (tt) to read as foll ows:

(tt) Every contract which provides prescription drugs, or physician
services, nedical, major nedical or simlar conprehensive-type coverage
shall provide coverage for the identified services, treatnents and
prescription drugs of the chronic disease denonstration program estab-
lished under article twenty-seven of the public health law, at no cost
sharing to the nmenber, including co-paynents, co-insurance, and such
coverage shall not be subject to any deductible. The superintendent and
conm ssioner of health mnmay adopt any witten policies, procedures or
requl ati ons necessary to inplenent such program

8 6. This act shall take effect inmediately, provided however, that it
shall apply to all health care plan policies beginning on January 1
2024. Effective imediately, the addition, anmendnent and/or repeal of
any rule or regul ation necessary for the inplenmentation of this act on
its effective date are authorized to be nmade and conpleted on or before
such effective date.

PART D

Section 1. Legislative intent. The legislature finds and declares al
of the foll ow ng:

The COVID 19 pandenic nagnified nany |ongstandi ng health inequities
and disparities that disproportionately inpact nany black and latinx
communities. Exanples of such racial and ethnic barriers include access
to safe and secure housing, quality education, econonic opportunity, and
access to quality health care. Access to high quality health care has a
positive effect not only on one's own health outcones but significantly
i npacts how they approach deci si on-maki ng about their own heal t hcare.

W have the finest nedical institutions in the country right here in
this state, but access to care and the quality of care received is
unevenly experienced. Numerous studi es have shown that when it conmes to
heal th, where you live has a greater inpact on your life expectancy than
your own genetic code. A baby born in one zip code nay be expected to
live an entire generation |longer than a baby born in a neighboring zip
code. In every mjor city of our state, there are well-known, vibrant
institutions that attract patients who woul d accept nedical care at no
| esser institution. At the sanme tinme, there are hospitals that predom -
nantly serve the poor and uni nsured, whose patients have accepted this
is where they go when they need care. If given the choice, nobst comrer-
cially insured in this state woul d not choose to receive their care at
one of the financially distressed institutions.

Acute <care hospitals that serve a higher proportion of Medicaid and
Medi care patients tend to serve higher percentages of racial and ethnic
m norities, people of color, and communities that are disproportionately
i npacted by the social determ nants of health and other disparities. It
is also well known that these hospitals receive | ower reinbursenent for
the services they provide. Wile this is nostly because Medi caid and

Medi care pay these hospitals |ess than commercial insurance would for
the sanme procedure, it is also true that these hospitals receive
substantially less in comrercial insurance reinbursenent, even when

their patients do have comrercial coverage. This is due to market posi-
tion and negotiating leverage with insurers. Wile hospital price dereg-
ul ati on and consolidation has all owed sone hospital systems to grow and
establish dom nant nmarket positions with payers, safety net hospitals
that serve poorer comunities have no | everage to negotiate price wth
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insurers. As a result, the reinbursenment they receive tends to be
significantly lower than nore affluent hospitals, which nmeans an identi-
cal medi cal procedure can be reinbursed drastically different for hospi-
tals located on the sanme city block. Right nowin this state, we have
worl d renown hospitals funding nassive capital projects by issuing
i nvestnent grade bonds on the capital markets, and at the sane tine,
there are hospitals that are so financially destitute they rely on
mllions of dollars in taxpayer funds every year for capital funding and
their wvery survival. In fiscal year 2019, 28 hospitals across the state
received nmore than $700 mllion in government support funds from the
comm ssioner of health just to maintain operations. The divide between
successful and struggling hospitals is wide and growing. Yet despite
this, every hospital inthe state is a 501 (c)(3) charitable organiza-
tion, required by law to operate exclusively for charitable purposes.

A hospital's financial wherewithal has a direct effect on its quality
of care, and the quality of the patient experience. Prosperous hospitals
attract top physicians, invest in their physical capacity, and contin-
ually raise funds to grow operations and i nprove services, which allows
them to inprove their reputational standing and continue to attract
comercially insured and affluent patients, which helps them remain
prosperous. Conversely, safety net hospitals cannot do any of these
things. They rely on state and federal grants for operational inprove-
nments, and Medicai d cash assistance to prevent multimllion-dollar oper-
ating losses. They struggle to exist and do the best they can with the
m ni mum rei nbur senent they receive, from patients beset by multiple
disparities. Wth [|arge hospital systenms now | ocated not far from many
of these safety net hospitals, it is naive to think safety net insti-
tutions could ever conpete with their nore esteened nei ghbors, even if
i nprovenents are made

In order to neaningfully address health equity, we nust do nore than
ensure our safety hospitals survive. W need to invest in these hospi-
tals so they can provide care that is on par wth other institutions
t hroughout the state. As a first step, we need to ensure limted hospi-
tal support dollars are allocated to safety net hospitals that need the
funds nost, and are not allocated to those institutions who do not need
the funds, and take other steps to make our health care delivery system
nmore equitable, so safety net hospitals have the resources and ongoi ng
support they need to inprove care and operations.

8§ 2. Section 2807-c of the public health law is amended by adding a
new subdi vision 36 to read as foll ows:

36. Addressing health equity through safety net hospital support. (a)
(i) "Safety net hospital” means those hospitals that predonmi nantly serve
communities that experience significant racial, economc, and health
disparities that have a Medicaid payer nix as of the nost recent fiscal
vear at or above twenty-five percent, and twenty-five percent or |ess of
discharged patients are commercially insured. The conmi ssioner shal
annual ly promulgate a list of those hospitals that qualify as safety net
hospi tal s.

(ii) "Health equity pool"” neans a new trust to be admnistered by the
comm ssioner to support safety net hospitals, pronote health care
access, and health equity for communities that experience significant
health disparities.

(iii) "Commercial average relative price" nmeans the average commercia
reinbursenent rate for each specific service, for each insurer, by
region, for all hospital inpatient and outpatient procedures.
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(iv) "Commercial health insurer" neans entities authorized to provide
health insurance pursuant to articles thirty-two and forty-three of the
insurance law, a nunicipal cooperative health benefit plan established
pursuant to article forty-seven of the insurance law, an entity certi-
fied pursuant to article forty-four of this chapter, an institution of
hi gher education certified pursuant to section one thousand one hundred
twenty-four of the insurance law, the state insurance fund., and the New
York state health insurance plan established under article eleven of the
civil service law. However, the termcomercial health insurer shall not
include any of these entities acting as a nanaged care provider pursuant
totitle eleven of article five of the social services law and title
one-A of article twenty-five of this chapter, or entities providing
basic health plans pursuant to the basic health program under section
three hundred sixty-nine-gg of the social services |aw

(b) To prompte health equity through commercial rate equity for safety
net hospitals that predomnantly serve conmmunities that experience
health disparities because of race, ethnicity, socioecononmc status or
ot her status:

(i) all comercial health insurers shall reinburse safety net hospi-
tals for every inpatient and outpatient service at no |less than the
eightieth percentile of the insurers commercial relative price for the
service. Any rate filing that may be required to be subnmtted by a
commercial health insurer that does not reinburse safety net hospitals
in accordance with this section shall be subject to presunptive disap-
proval by the superintendent of financial services.

(ii) any hospital licensed under this article with nore than three
billion dollars in net patient revenue on its year end cost report shal
contribute funds mninmally equaling two percent of their annual revenue
to the health equity pool to be used to support those safety net hospi-
tals within the sanme geographic region. Hospitals subject to this para-
graph shall be prohibited fromnegotiating for increases to rates of
paynent from commercial insurers and other health plans to offset
paynents to the health equity pool.

(iii) The conm ssioner shall revise the indigent care pool distrib-
ution formula established in regulations pursuant to section twenty-
ei ght hundred seven-k of this article to prioritize annual distributions
for safety net hospitals that ensures no less than seventy-five percent
of available funds are distributed annually to those safety net hospi-
tals with the greatest financial need. The revised nethodol ogy shal
further ensure a nore equitable distribution of disproportionate share
hospital funds such that no funds are distributed to those hospitals
that regardless of their reported payer mix or reported unconpensated
care need, are in the discretion of the commissioner, financially stable
hospitals that do not require disproportionate share hospital funds to
nmai ntain _operations.

(c) The commi ssioner shall require that all private nonprofit hospi-
tals licensed under this article provide charity care and make other
investnments benefitting the community equaling 5.9% of the hospital's
overall expenditures. Any hospital paynents to the health equity poo
shall count towards the 5.9% threshold. Any hospital that does not
contribute the required 5.9% shall be required to make paynent up to the
5.9% anpbunt to the health equity pool

(d) The commi ssioner shall provide an annual analysis on the inpact of
this subdivision on safety net hospitals and health equity no later than
January first, two thousand twenty-four.
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8 3. This act shall take effect on January 1, 2024, and shall apply to
all health care plan policies beginning on January 1, 2024. Effective
i medi ately, the addition, amendnent and/or repeal of any rule or regu-
lation necessary for the inplenentation of this act on its effective
date are authorized to be made and conpl eted on or before such effective
dat e.

PART E

Section 1. Legislative intent. The |legislature finds and decl ares al
of the foll ow ng:

Wiile there is a general awareness that the United States pays nore
for prescription drugs than any other nation, there is | ess awareness
that we al so pay substantially nore for hospital and physician services.
This is particularly true in New York, where we spend nbre on per-person
health care costs than nearly any other state, wth spending that
exceeds the national average, year after year. Health care costs direct-
ly effect health insurance premuns, and the cost of health insurance
has grown significantly faster in New York than inflation and wages--
compounding at an annual rate of 6.5% per year between 1996 and 2019,
turning a famly prem umof $5,300 in 1996 into $22,874 in 2019--wi t hout
any end in sight.

Hi gher health care costs have also led to the growth in adoption of
health benefit designs that not in the best interest of the health care
consuner, like high deductible plans and plans with high out-of-pocket
cost sharing. In 2019, the average New Yorker w th enpl oyer-sponsored
health coverage paid $5,149 in prem uns and $2,899 in deductibles before
their health insurance contributed at all to the cost of their care
These changes were designed to provide |ower prem um options and nake
consumers nore responsible for their own costs, but too often they end
up di ssuadi ng necessary health care utilization because of cost.

Yet, despite the overall cost growh this state has seen, nunerous
studi es show that the growth in costs is not uniform across-the-board.
Market power remains a key driver of price, resulting in significant
variation in prices charged for the very same nedi cal services, even in
the sanme geographic region, as some entities are able to demand regul ar
cost increases due to their name and status as an organi zation.

It is clear that health care costs, and the wunderlying factors that
contribute to cost growh, is an issue that can no | onger be ignored,
must be better understood, and cannot sinply be left to the private
market to resolve. This has becone nuch nore than a health care issue
as critical services like education, childcare, social services, and
econom c growh will continue to see resources shifted as long as health
care cost growth continues to outpace wages, inflation, or any neasure
of rational econom c output.

8§ 2. Section 2816 of the public health |aw is anmended by adding a new
subdi vision 9-a to read as foll ows:

9-a. (a) The conmissioner may require any health care provider or
third-party payer to report additional claimor price information not
already reported pursuant to this section to analyze all health care
expenditures in the state frompublic and private sources, including:
(i) all categories of nedical expenses and all non-clains related
paynents to providers; (ii) all patient cost sharing ampunts, such as,
deductibles and copaynents; and (iii) the net cost of private health
i nsurance, or as otherw se defined in regulations promulgated by the
center.




O©Coo~NoOO~wWNE

S. 9508 21

(b) The commissioner shall publish an annual report based on the
information subnmitted pursuant to this section concerning health care
providers, third-party payer costs and cost trends. The comm Ssioner
shall conpare the costs and cost trends by region., and shall detail:

(i) baseline information about health care cost, price, quality,
utilization., and nmarket power in the state's health care system (ii)
cost growth trends by provider sector., including but not limted to,

hospitals, hospital systens, non-acute providers, phar maceuti cal s,

nedi cal devices and durable nedical equipnent; provided, however, that
any detailed cost growh trend in the pharmaceutical sector shal

consider the effect of drug rebates and other price concessions in the
aggregate without disclosure of any product or manufacturer-specific
rebate or price concession information, and without limting or other-
wi se affecting the confidential or proprietary nature of any rebate or
price concession agreenent; (iii) factors that contribute to cost growth
within the state's health care system including provider consolidation,
hospital acquisitions of physician practices, and to the relationship
bet ween provider costs and third-party payer premium rates; (iv) the
inpact of any assessnments including, but not Jlinmted to, the HCRA
surcharge on health insurance premuns; (v) trends in wutilization of
hi gh-cost, unnecessary, or duplicative services, with particular enpha-
sis on inmnging and other high-cost services; (vi) the developnent and
status of provider organizations, including, but not limted to, acqui-
sitions, nmergers, consolidations and any evidence of excess consol-
idation or anti-conpetitive behavior by provider organizations; (vii)
the inpact of health care paynent and delivery reformon the quality of
care delivered in the state; and (viii) any other information the
conm Sssioner deens necessary.

(c) As part of such report, the commi ssioner shall report on price
variation of inpatient and outpatient nedical services. The report
shall include: (i) baseline information about price variation, identify-

ing hospital inpatient and outpatient prices relative to Medicare; (ii)
the annual change in price variation of hospital inpatient and outpa-
tient prices; (iii) factors that contribute to price variation in the
health care system (iv) the inpact of price variations on safety net
hospitals and health insurance prem uns; and (v) any recommendations to
address cost growh to nmake health care as affordable and accessible as
possible in this state.

(d) The commi ssioner may contract with an outside organization with
expertise in reviewing data and preparing such reports to conduct the
analysis and prepare the report required. The superintendent shal
publish the report and provide the report to the legislature at |east
thirty days before the public hearing required under paragraph (e) of
this section.

(e) Not later than Cctober first of every year, the conm ssioner shal
hold a public hearing which shall exanm ne health care provider, provider
organi zation and third-party payer costs, prices and cost trends, wth
particular attention to factors that contribute to cost growh wthin
the state. Public notice of any hearing shall be provided at |east sixty
days prior to such hearing date. The conm ssioner shall identify as
witnesses for the public hearing a representative sanple of health care
providers, third-party payers and other relevant persons. Wtnesses
shall provide testinony under oath and be subject to questioning by a
panel that shall consist of the comm ssioner, the superintendent of
financial services or a designee, three appointees by the governor
three appointees by the tenporary president of the senate, three
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appoi ntees by the speaker of the assenbly, two appointees of the attor-
ney general, and two appointees of the state conptroller. Wtnesses
shall be instructed on which topics they should be prepared to discuss,
which may include: (i) in the case of providers and provider organiza-
tions, testinony concerning paynent systens, care delivery nodels, payer
m x, cost structures, admnistrative and | abor costs., capital and tech-
nology cost, adequacy of public payer reinbursenent |evels, reserve
levels, utilization trends, relative price, quality inprovenent and
care-coordination strategies, investnents in health information technol -
ogy, the relation of private payer reinbursenent levels to public payer
rei nbursenents for sinmlar services, efforts to inprove the efficiency
of the delivery system efforts to reduce the inappropriate or duplica-
tive use of technology and the inpact of price transparency on prices;
and (ii) in the case of private and public payers, testinmony concerning
factors underlying premumcost and rate increases, the relation of
reserves to premum costs, the payer's efforts to develop benefit
design, network design and paynent policies that enhance product afford-
ability and encourage efficient use of health resources and technol ogy
including wutilization of alternative paynent nethodol ogies, efforts by
the payer to increase consuner access to health care information,
efforts by the payer to pronbte the standardization of admi nistrative
practices, the inpact of price transparency, the extent of price vari-
ation between the payer's participating providers and efforts to reduce
such price variation, and any other matters as deternined by the comm s-
si oner.

§ 3. This act shall take effect immediately; provided, however, that
the amendnents to section 2816 of the public health | aw nmade by section
two of this act shall not affect the expiration of such section and
shal |l expire therewth.

8 3. Severability clause. If any clause, sentence, paragraph, subdivi-
sion, section or part of this act shall be adjudged by a court of conpe-
tent jurisdiction to be invalid, such judgment shall not affect, inpair,
or invalidate the renminder thereof, but shall be confined in its opera-
tion to the «clause, sentence, paragraph, subdivision, section or part
thereof directly involved in the controversy in which such judgnent
shall have been rendered. It is hereby declared to be the intent of the
| egislature that this act would have been enacted even if such invalid
provi si on had not been included herein

8§ 4. This act shall take effect imediately; provided, however, that
the applicable effective date of Parts A through E of this act shall be
as specifically set forth in the |last section of such Parts.




