§ 3224-a. Standards for pronpt, fair and equitable settlenent of
clainms for health care and paynents for health care services. In the
processing of all health care clainms submtted under contracts or
agreenents issued or entered into pursuant to this article and articles
forty-two, forty-three and forty-seven of this chapter and article
forty-four of the public health aw and all bills for health care
services rendered by health care providers pursuant to such contracts or
agreenents, any insurer or organization or corporation |licensed or
certified pursuant to article forty-three or forty-seven of this chapter
or article forty-four of the public health | aw shall adhere to the
fol |l ow ng standards:

(a) Except in a case where the obligation of an insurer or an
organi zation or corporation licensed or certified pursuant to article
forty-three or forty-seven of this chapter or article forty-four of the
public health law to pay a claimsubmtted by a policyhol der or person
covered under such policy ("covered person”) or nmake a paynent to a
health care provider is not reasonably clear, or when there is a
reasonabl e basis supported by specific information available for review
by the superintendent that such claimor bill for health care services
rendered was subm tted fraudul ently, such insurer or organization or
corporation shall pay the claimto a policyhol der or covered person or
make a paynent to a health care provider within thirty days of receipt

of a claimor bill for services rendered that is transmtted via the
internet or electronic mail, or forty-five days of receipt of a claimor
bill for services rendered that is submtted by other neans, such as

paper or facsimle.

(b) I'n a case where the obligation of an insurer or an organi zation or
corporation |icensed or certified pursuant to article forty-three or
forty-seven of this chapter or article forty-four of the public health
law to pay a claimor nake a paynent for health care services rendered
is not reasonably clear due to a good faith dispute regarding the
eligibility of a person for coverage, the liability of another insurer
or corporation or organization for all or part of the claim the anount
of the claim the benefits covered under a contract or agreenent, or the
manner in which services were accessed or provided, an insurer or
organi zati on or corporation shall pay any undi sputed portion of the
claimin accordance with this subsection and notify the policyhol der,



covered person or health care provider in witing, and through the
internet or other electronic nmeans for clainms submtted in that manner,
within thirty cal endar days of the receipt of the claim

(1) whether the claimor bill has been denied or partially approved;

(2) which claimor nedical paynent that it is not obligated to pay
stating the specific reasons why it is not |iable; and

(3) to request all additional information needed to determ ne
liability to pay the claimor nmake the health care paynent; and

(4) of the specific type of plan or product the policyhol der or
covered person is enrolled in; provided that nothing in this section
shal | authorize discrimnation based on the source of paynent.

Upon recei pt of the information requested in paragraph three of this
subsection or an appeal of a claimor bill for health care services
deni ed pursuant to this subsection, an insurer or organization or
corporation |icensed or certified pursuant to article forty-three or
forty-seven of this chapter or article forty-four of the public health
| aw shal |l conply with subsection (a) of this section; provided, that if
the insurer or organization or corporation |icensed or certified
pursuant to article forty-three or forty-seven of this chapter or
article forty-four of the public health | aw determ nes that paynent or
addi tional paynent is due on the claim such paynent shall be nade to
t he policyhol der or covered person or health care provider within
fifteen days of the determ nation. Any denial or partial approval of
clai mor paynent and the specific reasons for such denial or parti al
approval pursuant to this subsection shall be prom nently displayed on a
witten notice with at |east twelve-point type. A partial approval of
claimor paynent shall state at the top of such witten notice with at
| east fourteen-point type bold: "NOTl CE OF PARTI AL APPROVAL OF MEDI CAL
COVERAGE". A denial of claimor paynent shall state at the top of such
witten notice with at |east fourteen-point type bold: "NOTl CE OF DEN AL
OF MEDI CAL COVERAGE". Any additional terns or conditions included on
such notice of partial approval or such notice of denial, such as but
not limted to tinme restraints to file an appeal, shall be included with
at | east twel ve-point type.

(c) (1) Except as provided in paragraph two of this subsection, each
claimor bill for health care services processed in violation of this



section shall constitute a separate violation. In addition to the
penal ties provided in this chapter, any insurer or organization or
corporation that fails to adhere to the standards contained in this
section shall be obligated to pay to the health care provider or person
submitting the claim in full settlenent of the claimor bill for health
care services, the amount of the claimor health care paynent plus
i nterest on the ampbunt of such claimor health care paynent of the
greater of the rate equal to the rate set by the comm ssi oner of
taxation and finance for corporate taxes pursuant to paragraph one of
subsection (e) of section one thousand ninety-six of the tax |aw or
twel ve percent per annum to be conputed fromthe date the claimor
heal th care paynent was required to be nmade. When the anount of interest
due on such a claimis less then two dollars, and insurer or
organi zation or corporation shall not be required to pay interest on
such cl aim

(2) Where a violation of this section is determ ned by the
superintendent as a result of the superintendent's own investigation,
exam nation, audit or inquiry, an insurer or organization or corporation
|l icensed or certified pursuant to article forty-three or forty-seven of
this chapter or article forty-four of the public health | aw shall not be
subject to a civil penalty prescribed in paragraph one of this
subsection, if the superintendent determ nes that the insurer or
organi zati on or corporation has otherw se processed at |east
ni nety-ei ght percent of the clainms submitted in a cal endar year in
conpliance with this section; provided, however, nothing in this
paragraph shall limt, preclude or exenpt an insurer or organization or
corporation from paynment of a claimand paynent of interest pursuant to
this section. This paragraph shall not apply to violations of this
section determ ned by the superintendent resulting fromindividual
conplaints subnmtted to the superintendent by health care providers or
pol i cyhol ders.

(d) For the purposes of this section:

(1) "policyholder"” shall nean a person covered under such policy or a
representative designated by such person

(2) "health care provider"” shall mean an entity licensed or certified
pursuant to article twenty-eight, thirty-six or forty of the public
health law, a facility licensed pursuant to article nineteen or



thirty-one of the nmental hygiene law, a fiscal internediary operating
under section three hundred sixty-five of the social services |aw, a
heal th care professional l|icensed, registered or certified pursuant to
title eight of the education |law, a dispenser or provider of

phar maceuti cal products, services or durable nedical equipnent, or a
representative designated by such entity or person

(3) "plan or product" shall nmean:

(i) Medicaid coverage provi ded pursuant to section three hundred
sixty-four-j of the social services |aw,

(ii) a child health insurance plan certified pursuant to section
twenty-five hundred el even of the public health | aw

(iii) basic health program coverage certified pursuant to section
t hree hundred si xty-nine-gg of the social services |law, including the
specific rating group the policyhol der or covered person is enrolled in;

(iv) coverage purchased on the New York insurance exchange established
pursuant to section two hundred sixty-eight-b of the public health |aw,
and

(v) any ot her conprehensive health insurance coverage subject to
article thirty-two, forty-three, or forty-seven of this chapter, or
article forty-four of the public health | aw, and

(4) "emergency services" shall have the neaning set forth in
subpar agraph (D) of paragraph nine of subsection (i) of section three
t housand two hundred sixteen of this article, subparagraph (D) of
par agr aph four of subsection (k) of section three thousand two hundred
twenty-one of this article and subparagraph (D) of paragraph two of
subsection (a) of section four thousand three hundred three of this
chapter.

(e) Nothing in this section shall in any way be deened to inpair any
right available to the state to adjust the timng of its paynents for
nmedi cal assistance pursuant to title eleven of article five of the
social services law, or for child health insurance plan benefits
pursuant to title one-a of article twenty-five of the public health | aw
or otherw se be deened to require adjustnment of paynents by the state
for such medi cal assistance or child health insurance.

(f) I'n any action brought by the superintendent pursuant to this
section or article twenty-four of this chapter relating to this section
regardi ng paynents for nedical assistance pursuant to title el even of



article five of the social services law, child health insurance pl an
benefits pursuant to title one-a of article twenty-five of the public
health | aw, benefits under the voucher insurance program pursuant to
section one thousand one hundred twenty-one of this chapter, and
benefits under the New York state small business health insurance
partnershi p program pursuant to article nine-A of the public health | aw,
it shall be a mtigating factor that the insurer, corporation or

organi zation is owed any prem um anounts, prem um adjustnents, stop-|oss
recoveries or other paynents fromthe state or one of its fiscal

i nt ermedi ari es under any such program

(g) Time period for subm ssion of clains. (1) Except as otherw se
provi ded by |law, health care clains nust be initially submtted by
health care providers within one hundred twenty days after the date of
service to be valid and enforceabl e agai nst an insurer or organi zation
or corporation licensed or certified pursuant to article forty-three or
article forty-seven of this chapter or article forty-four of the public
health | aw. Provi ded, however, that nothing in this subsection shal
preclude the parties fromagreeing to a tine period or other terns which
are nore favorable to the health care provider. Provided further that,

i n connection with contracts between organi zati ons or corporations
licensed or certified pursuant to article forty-three of this chapter or
article forty-four of the public health | aw and health care providers
for the provision of services pursuant to section three hundred
sixty-four-j or three hundred sixty-nine-ee of the social services |aw
or title I-A of article twenty-five of the public health |aw, nothing
herein shall be deenmed: (i) to preclude the parties fromagreeing to a
different tine period but in no event |ess than ninety days; or (ii) to
supersede contract provisions in existence at the tine this subsection
takes effect except to the extent that such contracts inpose a tine
period of |less than ninety days.

(2) This subsection shall not abrogate any right or reduce or limt
any additional tinme period for claimsubm ssion provided by |aw or
regul ati on specifically applicable to coordination of benefits in effect
prior to the effective date of this subsection.

(h) (1) An insurer or organization or corporation |licensed or
certified pursuant to article forty-three or article forty-seven of this
chapter or article forty-four of the public health |aw shall permt a



participating health care provider to request reconsideration of a claim
that is denied exclusively because it was untinely submtted pursuant to
subsection (g) of this section. The insurer or organi zation or
corporation shall pay such claimpursuant to the provisions of paragraph
two of this subsection if the health care provider can denonstrate both
that: (i) the health care provider's non-conpliance was a result of an
unusual occurrence; and (ii) the health care provider has a pattern or
practice of tinmely submtting clainms in conpliance with subdivision (g)
of this section.

(2) An insurer or organi zation or corporation licensed or certified
pursuant to article forty-three or article forty-seven of this chapter
or article forty-four of the public health | aw nay reduce the
rei mbursenent due to a health care provider for an untinely claimthat
ot herwi se neets the requirenents of paragraph one of this subsection by
an anmount not to exceed twenty-five percent of the anobunt that would
have been paid had the clai mbeen subnmitted in a tinely manner;
provi ded, however, that nothing in this subsection shall preclude a
health care provider and an insurer or organization or corporation from
agreeing to a | esser reduction. The provisions of this subsection shal
not apply to any claimsubmtted three hundred sixty-five days after the
date of service, in which case the insurer or organization or
corporation nmay deny the claimin full.

(i) Except where the parties have devel oped a nutual |y agreed upon
process for the reconciliation of coding disputes that includes a review
of submtted nedical records to ascertain the correct coding for
paynment, a general hospital certified pursuant to article twenty-eight
of the public health |aw shall, upon receipt of paynent of a claimfor
whi ch paynent has been adjusted based on a particular coding to a
patient including the assignnment of diagnosis and procedure, have the
opportunity to submt the affected claimw th medical records supporting
the hospital's initial coding of the claimwithin thirty days of receipt
of paynent. Upon recei pt of such nedical records, an insurer or an
organi zation or corporation licensed or certified pursuant to article
forty-three or forty-seven of this chapter or article forty-four of the
public health law shall review such information to ascertain the correct
codi ng for paynent based on national coding guidelines accepted by the
centers for Medicare and Medicaid services or the American nedical



association, to the extent there are codes for such services, including
| CD-10 guidelines to the extent avail able, and process the claim

i ncluding the correct coding, in accordance with the tinefranes set
forth in subsection (a) of this section. In the event the insurer,
organi zati on, or corporation processes the claimconsistent with its
initial determ nation, such decision shall be acconpani ed by a statenent
of the insurer, organization or corporation setting forth the specific
reasons why the initial adjustnment was appropriate. An insurer,

organi zati on, or corporation that increases the paynent based on the

i nformati on submtted by the general hospital, shall pay to the general
hospital interest on the anobunt of such increase at the rate set by the
commi ssi oner of taxation and finance for corporate taxes pursuant to

par agr aph one of subsection (e) of section one thousand ninety-six of
the tax law, to be conputed fromthe date thirty days after initial
receipt of the claimif transmtted electronically or forty-five days
after initial receipt of the claimif transmtted by paper or facsinmle.
Provi ded, however, a failure to remt tinely paynment shall not
constitute a violation of this section. Neither the initial or
subsequent processing of the claimby the insurer, organization, or
corporation shall be deenmed an adverse determ nation as defined in
section four thousand nine hundred of this chapter if based solely on a
coding determination. Nothing in this subsection shall apply to those

i nstances in which the insurer or organization, or corporation has a
reasonabl e suspicion of fraud or abuse or when an insurer, organi zation,
or corporation engages in reasonable fraud, waste and abuse detection
efforts; provided, however, to the extent any subsequent paynent
adjustnments are nade as a result of the fraud, waste and abuse detection
processes or efforts, such paynment adjustnments shall be consistent on

t he coding guidelines required by this subsection.

(j) An insurer or an organization or corporation |icensed or certified
pursuant to article forty-three or forty-seven of this chapter or
article forty-four of the public health |aw or a student health plan
establ i shed or maintai ned pursuant to section one thousand one hundred
twenty-four of this chapter shall accept clains submitted by a
pol i cyhol der or covered person, in witing, including through the
internet, by electronic nmail or by facsimle.

(k) The superintendent, in conjunction with the comm ssioner of



heal th, shall convene a health care adm nistrative sinplification
wor kgroup. The wor kgroup shall consist of stakehol ders, including but
not limted to, insurers, hospitals, physicians and consuners or their
representatives, to study and eval uate nmechani snms to reduce health care
adm ni strative costs and conplexities through standardi zati on,
sinplification and technol ogy. Areas to be exam ned by the workgroup
shal | include clains subm ssion and paynent, clains attachnents,
preaut hori zation practices, provider credentialing, insurance
eligibility verification, and access to electronic nedical records. The
wor kgroup shall report on its findings and recommendati ons to the
superintendent, the commi ssioner of health, the speaker of the assenbly
and the tenporary president of the senate within eighteen nonths of the
effective date of this subsection.

(1) Paynents to nonparticipating or nonpreferred providers of
anbul ance services |icensed under article thirty of the public health
|l aw. (1) Whenever an insurer or an organi zation, or corporation |icensed
or certified pursuant to article forty-three or forty-seven of this
chapter or article forty-four of the public health | aw provi des that any
health care clains submtted under contracts or agreenents issued or
entered into pursuant to this article or article forty-two, forty-three
or forty-seven of this chapter and article forty-four of the public
health | aw are payable to a participating or preferred provider of
anbul ance services for services rendered, the insurer, organization, or
corporation |icensed or certified pursuant to article forty-three or
forty-seven of this chapter or article forty-four of the public health
| aw shall be required to pay such benefits either directly to any
simlarly |licensed nonparticipating or nonpreferred provider at the
usual and customary charge, which shall not be excessive or
unr easonabl e, when the provider has rendered such services, has on file
a duly executed assignnment of benefits, and has caused notice of such
assignment to be given to the insurer, organization, or corporation
|l icensed or certified pursuant to article forty-three or forty-seven of
this chapter or article forty-four of the public health aw or jointly
to such nonparticipating or nonpreferred provider and to the insured,
subscri ber, or other covered person; provided, however, that in either
case the insurer, organization, or corporation |icensed or certified
pursuant to article forty-three or forty-seven of this chapter or



article forty-four of the public health |aw shall be required to send
such benefit paynents directly to the provider who has the assignnent on
file. When paynment is made directly to a provider of anbul ance services
as authorized by this section, the insurer, organization, or corporation
licensed or certified pursuant to article forty-three or forty-seven of
this chapter or article forty-four of the public health | aw shall give
written notice of such paynent to the insured, subscriber, or other
covered person.

(2) An insurer shall provide reinbursenent for those services
prescribed by this section at rates negoti ated between the insurer and
t he provider of such services. In the absence of agreed upon rates, an
i nsurer shall pay for such services at the usual and customary charge,
whi ch shall not be excessive or unreasonabl e.

(3) Nothing contained in this section shall be deened to prohibit the
paynment of different |evels of benefits or fromhaving differences in
coi nsurance percentages applicable to benefit |levels for services
provi ded by participating or preferred providers and nonparticipating or
nonpr eferred providers.

The provisions of this section shall not apply to policies that do not
i ncl ude coverage for anbul ance servi ces.



