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MEDICAL ASSISTANCE 414.018

414.001 [Repealed by 1953 c.378 §2]
414.002 [Repealed by 1953 c.378 §2]
414.003 [Repealed by 1953 c.378 §2]
414.004 [Repealed by 1953 c.378 §2]
414.005 [Repealed by 1953 c.378 §2]
414.006 [Repealed by 1953 c.378 §2]
414.007 [Repealed by 1953 c.378 §2]
414.008 [Repealed by 1953 c.378 §2]
414.009 [Repealed by 1953 c.378 §2]
414.010 [Repealed by 1953 c.378 §2]
414.011 [Repealed by 1953 c.378 §2]
414.012 [Repealed by 1953 c.378 §2]
414.013 [Repealed by 1953 c.378 §2]
414.014 [Repealed by 1953 c.378 §2]
414.015 [Repealed by 1953 c.30 §2]
414.016 [Repealed by 1953 c.30 §2]
414.017 [Repealed by 1953 c.30 §2]

GENERAL PROVISIONS
414.018 Legislative intent; findings. (1)

It is the intention of the Legislative Assem-
bly to achieve the goals of universal access
to an adequate level of high quality health
care at an affordable cost.

(2) The Legislative Assembly finds:
(a) A significant level of public and pri-

vate funds is expended each year for the
provision of health care to Oregonians;

(b) The state has a strong interest in as-
sisting Oregon businesses and individuals to
obtain reasonably available insurance or
other coverage of the costs of necessary
basic health care services;

(c) The lack of basic health care coverage
is detrimental not only to the health of indi-
viduals lacking coverage, but also to the
public welfare and the state’s need to en-
courage employment growth and economic
development, and the lack results in sub-
stantial expenditures for emergency and re-
medial health care for all purchasers of
health care including the state; and

(d) The use of integrated and coordinated
health care systems has significant potential
to reduce the growth of health care costs in-
curred by the people of this state.

(3) The Legislative Assembly finds that
achieving its goals of improving health, in-
creasing the quality, reliability, availability
and continuity of care and reducing the cost
of care requires an integrated and coordi-
nated health care system in which:

(a) Medical assistance recipients and in-
dividuals who are dually eligible for both
Medicare and Medicaid participate.

(b) Health care services, other than
Medicaid-funded long term care services, are
delivered through coordinated care contracts
that use alternative payment methodologies

to focus on prevention, improving health eq-
uity and reducing health disparities, utilizing
patient centered primary care homes,
evidence-based practices and health informa-
tion technology to improve health and health
care.

(c) High quality information is collected
and used to measure health outcomes, health
care quality and costs and clinical health in-
formation.

(d) Communities and regions are ac-
countable for improving the health of their
communities and regions, reducing avoidable
health gaps among different cultural groups
and managing health care resources.

(e) Care and services emphasize preven-
tive services and services supporting individ-
uals to live independently at home or in their
community.

(f) Services are person centered, and pro-
vide choice, independence and dignity re-
flected in individual plans and provide
assistance in accessing care and services.

(g) Interactions between the Oregon
Health Authority and coordinated care or-
ganizations are done in a transparent and
public manner.

(h) Moneys provided by the federal gov-
ernment for medical education are allocated
to the institutions that provide the educa-
tion.

(4) The Legislative Assembly further
finds that there is an extreme need for a
skilled, diverse workforce to meet the rapidly
growing demand for community-based health
care. To meet that need, this state must:

(a) Build on existing training programs;
and

(b) Provide an opportunity for frontline
care providers to have a voice in their
workplace in order to effectively advocate for
quality care.

(5) As used in subsection (3) of this sec-
tion:

(a) “Community” means the groups
within the geographic area served by a coor-
dinated care organization and includes
groups that identify themselves by age,
ethnicity, race, economic status, or other de-
fining characteristic that may impact deliv-
ery of health care services to the group, as
well as the governing body of each county
located wholly or partially within the coor-
dinated care organization’s service area.

(b) “Region” means the geographical
boundaries of the area served by a coordi-
nated care organization as well as the gov-
erning body of each county that has
jurisdiction over all or part of the coordi-
nated care organization’s service area. [1993
c.815 §1; 2011 c.602 §1]
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Note: 414.018 was enacted into law by the Legisla-
tive Assembly but was not added to or made a part of
ORS chapter 414 or any series therein by legislative
action. See Preface to Oregon Revised Statutes for fur-
ther explanation.

414.019 [1993 c.815 §2; 1999 c.547 §4; 2005 c.22 §284;
repealed by 2009 c.595 §1204]

414.020 [Repealed by 1953 c.204 §9]
414.021 [1993 c.815 §3; 1995 c.727 §19; 1997 c.683 §14;

1999 c.547 §5; 2003 c.47 §1; 2003 c.784 §6; repealed by 2009
c.595 §1204]

414.022 [1993 c.815 §29; 1995 c.806 §3; 1995 c.807 §4;
1999 c.835 §1; 2001 c.900 §100; repealed by 2009 c.595
§1204]

414.023 [1993 c.815 §30; 1997 c.249 §128; repealed by
2009 c.595 §1204]

414.024 [1993 c.815 §31; 1997 c.683 §15; 1999 c.547 §6;
repealed by 2009 c.595 §1204]

414.025 Definitions for ORS chapters
411, 413 and 414. As used in this chapter and
ORS chapters 411 and 413, unless the context
or a specially applicable statutory definition
requires otherwise:

(1)(a) “Alternative payment
methodology” means a payment other than a
fee-for-services payment, used by coordinated
care organizations as compensation for the
provision of integrated and coordinated
health care and services.

(b) “Alternative payment methodology”
includes, but is not limited to:

(A) Shared savings arrangements;
(B) Bundled payments; and
(C) Payments based on episodes.
(2) “Category of aid” means assistance

provided by the Oregon Supplemental Income
Program, aid granted under ORS 412.001 to
412.069 and 418.647 or federal Supplemental
Security Income payments.

(3) “Community health worker” means an
individual who:

(a) Has expertise or experience in public
health;

(b) Works in an urban or rural commu-
nity, either for pay or as a volunteer in as-
sociation with a local health care system;

(c) To the extent practicable, shares
ethnicity, language, socioeconomic status
and life experiences with the residents of the
community where the worker serves;

(d) Assists members of the community to
improve their health and increases the ca-
pacity of the community to meet the health
care needs of its residents and achieve
wellness;

(e) Provides health education and infor-
mation that is culturally appropriate to the
individuals being served;

(f) Assists community residents in re-
ceiving the care they need;

(g) May give peer counseling and guid-
ance on health behaviors; and

(h) May provide direct services such as
first aid or blood pressure screening.

(4) “Coordinated care organization”
means an organization meeting criteria
adopted by the Oregon Health Authority un-
der ORS 414.625.

(5) “Dually eligible for Medicare and
Medicaid” means, with respect to eligibility
for enrollment in a coordinated care organ-
ization, that an individual is eligible for
health services funded by Title XIX of the
Social Security Act and is:

(a) Eligible for or enrolled in Part A of
Title XVIII of the Social Security Act; or

(b) Enrolled in Part B of Title XVIII of
the Social Security Act.

(6) “Global budget” means a total amount
established prospectively by the Oregon
Health Authority to be paid to a coordinated
care organization for the delivery of, man-
agement of, access to and quality of the
health care delivered to members of the co-
ordinated care organization.

(7) “Health services” means at least so
much of each of the following as are funded
by the Legislative Assembly based upon the
prioritized list of health services compiled by
the Health Evidence Review Commission un-
der ORS 414.690:

(a) Services required by federal law to be
included in the state’s medical assistance
program in order for the program to qualify
for federal funds;

(b) Services provided by a physician as
defined in ORS 677.010, a nurse practitioner
certified under ORS 678.375 or other licensed
practitioner within the scope of the
practitioner’s practice as defined by state
law, and ambulance services;

(c) Prescription drugs;
(d) Laboratory and X-ray services;
(e) Medical equipment and supplies;
(f) Mental health services;
(g) Chemical dependency services;
(h) Emergency dental services;
(i) Nonemergency dental services;
(j) Provider services, other than services

described in paragraphs (a) to (i), (k), (L) and
(m) of this subsection, defined by federal law
that may be included in the state’s medical
assistance program;

(k) Emergency hospital services;
(L) Outpatient hospital services; and
(m) Inpatient hospital services.
(8) “Income” has the meaning given that

term in ORS 411.704.
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MEDICAL ASSISTANCE 414.033

(9) “Investments and savings” means
cash, securities as defined in ORS 59.015,
negotiable instruments as defined in ORS
73.0104 and such similar investments or
savings as the department or the authority
may establish by rule that are available to
the applicant or recipient to contribute to-
ward meeting the needs of the applicant or
recipient.

(10) “Medical assistance” means so much
of the medical, mental health, preventive,
supportive, palliative and remedial care and
services as may be prescribed by the author-
ity according to the standards established
pursuant to ORS 414.065, including premium
assistance and payments made for services
provided under an insurance or other con-
tractual arrangement and money paid di-
rectly to the recipient for the purchase of
health services and for services described in
ORS 414.710.

(11) “Medical assistance” includes any
care or services for any individual who is a
patient in a medical institution or any care
or services for any individual who has at-
tained 65 years of age or is under 22 years
of age, and who is a patient in a private or
public institution for mental diseases. “Med-
ical assistance” does not include care or ser-
vices for an inmate in a nonmedical public
institution.

(12) “Patient centered primary care
home” means a health care team or clinic
that is organized in accordance with the
standards established by the Oregon Health
Authority under ORS 414.655 and that incor-
porates the following core attributes:

(a) Access to care;
(b) Accountability to consumers and to

the community;
(c) Comprehensive whole person care;
(d) Continuity of care;
(e) Coordination and integration of care;

and
(f) Person and family centered care.
(13) “Peer wellness specialist” means an

individual who is responsible for assessing
mental health service and support needs of
the individual’s peers through community
outreach, assisting individuals with access to
available services and resources, addressing
barriers to services and providing education
and information about available resources
and mental health issues in order to reduce
stigmas and discrimination toward consum-
ers of mental health services and to provide
direct services to assist individuals in creat-
ing and maintaining recovery, health and
wellness.

(14) “Person centered care” means care
that:

(a) Reflects the individual patient’s
strengths and preferences;

(b) Reflects the clinical needs of the pa-
tient as identified through an individualized
assessment; and

(c) Is based upon the patient’s goals and
will assist the patient in achieving the goals.

(15) “Personal health navigator” means
an individual who provides information, as-
sistance, tools and support to enable a pa-
tient to make the best health care decisions
in the patient’s particular circumstances and
in light of the patient’s needs, lifestyle, com-
bination of conditions and desired outcomes.

(16) “Quality measure” means the mea-
sures and benchmarks identified by the au-
thority in accordance with ORS 414.638.

(17) “Resources” has the meaning given
that term in ORS 411.704. For eligibility
purposes, “resources” does not include char-
itable contributions raised by a community
to assist with medical expenses. [1965 c.556 §2;
1967 c.502 §3; 1969 c.507 §1; 1971 c.488 §1; 1973 c.651 §10;
1974 c.16 §1; 1977 c.114 §1; 1981 c.825 §3; 1983 c.415 §3;
1985 c.747 §9; 1987 c.872 §1; 1989 c.697 §2; 1989 c.836 §19;
1991 c.66 §6; 1995 c.343 §42; 1995 c.807 §1; 1997 c.581 §22;
1999 c.59 §107; 1999 c.350 §1; 1999 c.515 §1; 2003 c.14 §188;
2005 c.381 §13; 2007 c.70 §190; 2007 c.486 §11; 2007 c.861
§18,18a; 2009 c.595 §264; 2009 c.867 §36; 2010 c.73 §1; 2011
c.69 §7; 2011 c.602 §§20,69; 2011 c.700 §5; 2013 c.688 §68]

414.026 [2001 c.980 §2; renumbered 414.420 in 2005]
414.027 [2001 c.980 §3; renumbered 414.422 in 2005]
414.028 [Formerly 414.305; renumbered 414.426 in

2005]
414.029 [2003 c.76 §1; renumbered 414.428 in 2005]
414.030 [Repealed by 1953 c.204 §9]
414.031 [2003 c.784 §9; repealed by 2009 c.595 §1204]
414.032 [1967 c.502 §4; 1985 c.747 §10; repealed by

2009 c.595 §1204]

414.033 Expenditures for medical as-
sistance authorized. The Oregon Health
Authority may:

(1) Subject to the allotment system pro-
vided for in ORS 291.234 to 291.260, expend
such sums as are required to be expended in
this state to provide medical assistance. Ex-
penditures for medical assistance include,
but are not limited to, expenditures for de-
ductions, cost sharing, enrollment fees, pre-
miums or similar charges imposed with
respect to hospital insurance benefits or
supplementary health insurance benefits, as
established by federal law.

(2) Enter into agreements with, join with
or accept grants from the federal government
for cooperative research and demonstration
projects for public welfare purposes, includ-
ing, but not limited to, any project for:

(a) Providing medical assistance to indi-
viduals who are dually eligible for Medicare
and Medicaid using global or alternative
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payment methodologies or integrated and co-
ordinated health care and services; or

(b) Evaluating service delivery systems.
[1991 c.66 §5; 2009 c.595 §265; 2011 c.602 §21; 2012 c.8 §24]

414.034 Acceptance of federal billing,
reimbursement and reporting forms. The
Oregon Health Authority shall accept federal
Centers for Medicare and Medicaid Services
billing, reimbursement and reporting forms
instead of department billing, reimbursement
and reporting forms if the federal forms con-
tain substantially the same information as
required by the department forms. [2003 c.135
§1; 2009 c.595 §266]

Note: 414.034 was enacted into law by the Legisla-
tive Assembly but was not added to or made a part of
ORS chapter 414 or any series therein by legislative
action. See Preface to Oregon Revised Statutes for fur-
ther explanation.

414.035 [1965 c.556 §1; repealed by 1967 c.502 §21]
414.036 [1983 c.415 §2; 1989 c.836 §1; 1991 c.753 §1;

repealed by 2009 c.595 §1204]
414.037 [1967 c.502 §5; repealed by 1975 c.509 §2

(414.038 enacted in lieu of 414.037)]
414.038 [1975 c.509 §§3,4 (enacted in lieu of 414.037);

repealed by 2009 c.595 §1204]
414.039 [1985 c.747 §12; 1989 c.31 §1; 1991 c.66 §7;

1997 c.581 §23; repealed by 2009 c.595 §1204]
414.040 [1953 c.204 §2; renumbered 414.810 and then

566.310]

414.041 Simplified application process;
outreach and enrollment. (1) The Oregon
Health Authority, under the direction of the
Oregon Health Policy Board and in collab-
oration with the Department of Human Ser-
vices, shall implement a streamlined and
simple application process for the medical
assistance and premium assistance programs
administered by the Oregon Health Author-
ity. The process must meet the requirements
of ORS 411.400, 411.402, 411.404, 411.406,
411.408 and 411.967.

(2) In developing the simplified applica-
tion process, the authority shall consult with
persons not employed by the authority who
have experience in serving vulnerable and
hard-to-reach populations.

(3) The authority and the department
shall facilitate outreach and enrollment ef-
forts to connect eligible individuals with all
available publicly funded health programs.
[2009 c.867 §35; 2009 c.828 §58; 2011 c.720 §130; 2013 c.681
§47; 2013 c.688 §69]

Note: 414.041 was enacted into law by the Legisla-
tive Assembly but was not added to or made a part of
ORS chapter 414 or any series therein by legislative
action. See Preface to Oregon Revised Statutes for fur-
ther explanation.

414.042 [1967 c.502 §6; 1971 c.503 §1; 1989 c.836 §20;
1991 c.66 §8; 1991 c.753 §2; 1993 c.815 §20; 1995 c.807 §2;
1997 c.581 §24; 2007 c.861 §21; 2009 c.595 §269; 2009 c.867
§42; renumbered 411.404 in 2009]

414.045 [1965 c.556 §3; repealed by 1967 c.502 §21]
414.047 [1967 c.502 §7; 1969 c.68 §8; 1971 c.779 §46;

1991 c.66 §9; 2003 c.14 §189; renumbered 411.400 in 2009]

414.049 [2003 c.810 §17; 2009 c.595 §272; renumbered
411.402 in 2009]

414.050 [1953 c.204 §2; renumbered 414.820 and then
566.320]

414.051 [1979 c.296 §2; 1991 c.66 §10; 2009 c.595 §273;
renumbered 411.459 in 2009]

414.055 [1965 c.556 §4; 1971 c.734 §45; 1971 c.779 §47;
1991 c.66 §11; renumbered 411.408 in 2009]

414.057 [1967 c.502 §8; 1971 c.779 §48; 1991 c.66 §12;
renumbered 411.406 in 2009]

414.060 [1953 c.204 §3; renumbered 414.830 and then
566.330]

MEDICAL ASSISTANCE
414.065 Determination of health care

and services covered; quality measures;
reimbursement; cost sharing; payments
by Oregon Health Authority as payment
in full; rules. (1)(a) With respect to health
care and services to be provided in medical
assistance during any period, the Oregon
Health Authority shall determine, subject to
such revisions as it may make from time to
time and subject to legislative funding and
paragraph (b) of this subsection:

(A) The types and extent of health care
and services to be provided to each eligible
group of recipients of medical assistance.

(B) Standards, including outcome and
quality measures, to be observed in the pro-
vision of health care and services.

(C) The number of days of health care
and services toward the cost of which med-
ical assistance funds will be expended in the
care of any person.

(D) Reasonable fees, charges, daily rates
and global payments for meeting the costs of
providing health services to an applicant or
recipient.

(E) Reasonable fees for professional med-
ical and dental services which may be based
on usual and customary fees in the locality
for similar services.

(F) The amount and application of any
copayment or other similar cost-sharing pay-
ment that the authority may require a recip-
ient to pay toward the cost of health care or
services.

(b) The authority shall adopt rules estab-
lishing timelines for payment of health ser-
vices under paragraph (a) of this subsection.

(2) The types and extent of health care
and services and the amounts to be paid in
meeting the costs thereof, as determined and
fixed by the authority and within the limits
of funds available therefor, shall be the total
available for medical assistance and pay-
ments for such medical assistance shall be
the total amounts from medical assistance
funds available to providers of health care
and services in meeting the costs thereof.
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MEDICAL ASSISTANCE 414.095

(3) Except for payments under a cost-
sharing plan, payments made by the author-
ity for medical assistance shall constitute
payment in full for all health care and ser-
vices for which such payments of medical
assistance were made.

(4) Notwithstanding subsections (1) and
(2) of this section, the Department of Human
Services shall be responsible for determining
the payment for Medicaid-funded long term
care services and for contracting with the
providers of long term care services.

(5) In determining a global budget for a
coordinated care organization:

(a) The allocation of the payment, the
risk and any cost savings shall be determined
by the governing body of the organization;

(b) The authority shall consider the com-
munity health assessment conducted by the
organization and reviewed annually, and the
organization’s health care costs; and

(c) The authority shall take into account
the organization’s provision of innovative,
nontraditional health services.

(6) Under the supervision of the Gover-
nor, the authority may work with the Cen-
ters for Medicare and Medicaid Services to
develop, in addition to global budgets, pay-
ment streams:

(a) To support improved delivery of
health care to recipients of medical assist-
ance; and

(b) That are funded by coordinated care
organizations, counties or other entities
other than the state whose contributions
qualify for federal matching funds under Ti-
tle XIX or XXI of the Social Security Act.
[1965 c.556 §5; 1967 c.502 §12; 1975 c.509 §5; 1981 c.825
§4; 1987 c.918 §4; 1989 c.836 §21; 1991 c.66 §13; 1991 c.753
§3; 1995 c.271 §1; 1995 c.807 §3; 1999 c.546 §1; 2001 c.875
§1; 2005 c.381 §14; 2005 c.806 §1; 2009 c.595 §276; 2011
c.602 §22; 2012 c.8 §19; 2013 c.534 §1; 2013 c.688 §70]

414.067 Coordinated care organization
assumption of costs; reports to Legisla-
tive Assembly. (1) If the Oregon Health
Authority or the Department of Human Ser-
vices requires a coordinated care organiza-
tion to provide a service, paid for out of the
organization’s global budget, that was previ-
ously reimbursed by the authority or the de-
partment on a fee-for-service basis, the
authority or the department must provide the
organization with a statement of the costs
incurred by the authority or the department
in reimbursing the service during the three-
year period prior to the organization’s as-
sumption of the cost of the service.

(2) If the authority or the department re-
quires a coordinated care organization to as-
sume the cost of a service as described in
subsection (1) of this section, the authority
or the department shall report to the Legis-

lative Assembly, not later than February 1
of the following year, a statement of the in-
creased cost to the coordinated care organ-
ization of providing the service, calculated
as the average annual cost incurred by the
authority or the department in reimbursing
the service during the three-year period prior
to the organization’s assumption of the cost
of the service. [2013 c.534 §4]

414.070 [1953 c.204 §4; renumbered 414.840 and then
566.340]

414.071 Timely payment for dental
services. The Oregon Health Authority and
the Department of Human Services shall ap-
prove or deny prior authorization requests
for dental services not later than 30 days af-
ter submission thereof by the provider, and
shall make payments to providers of prior
authorized dental services not later than 30
days after receipt of the invoice of the pro-
vider. [Formerly 411.459]

Note: 414.071 was enacted into law by the Legisla-
tive Assembly but was not added to or made a part of
ORS chapter 414 or any series therein by legislative
action. See Preface to Oregon Revised Statutes for fur-
ther explanation.

414.073 [1971 c.188 §2; 1991 c.66 §14; 2009 c.595 §277;
renumbered 411.463 in 2009]

414.075 Payment of deductibles im-
posed under federal law. Medical assist-
ance provided to any individual who is
covered by the hospital insurance benefits or
supplementary health insurance benefits, or
either of them, as established by federal law,
may include:

(1) The full amount of any deductible im-
posed with respect to such individual under
the hospital insurance benefits; and

(2) All or any part of any deductible, cost
sharing, or similar charge imposed with re-
spect to such individual under the health in-
surance benefits. [1965 c.556 §§8,9; 1967 c.502 §13;
1977 c.114 §2]

414.080 [1953 c.204 §5; renumbered 414.850 and then
566.350]

414.085 [1965 c.556 §10; 1991 c.66 §15; repealed by
2009 c.595 §1204]

414.090 [1953 c.204 §6; renumbered 414.860 and then
566.360]

414.095 Exemptions applicable to pay-
ments. Neither medical assistance nor
amounts payable to vendors out of medical
assistance funds are transferable or assigna-
ble at law or in equity and none of the
money paid or payable under the provisions
of this chapter is subject to execution, levy,
attachment, garnishment or other legal proc-
ess. [1965 c.556 §11; 1967 c.502 §14; 2001 c.900 §222; 2013
c.688 §71]

414.105 [1965 c.556 §12; 1967 c.502 §15; 1969 c.507 §2;
1971 c.334 §1; 1973 c.334 §1; part renumbered 416.280; 1975
c.386 §4; 1985 c.522 §4; 1991 c.66 §16; 1993 c.249 §5; 1995
c.642 §1; 2001 c.620 §5; 2001 c.900 §223; 2007 c.70 §191;
2009 c.595 §278; renumbered 416.350 in 2009]
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414.106 [1995 c.642 §2; 2001 c.900 §224; 2009 c.595
§279; renumbered 416.351 in 2009]

414.107 [1991 c.753 §5a; 1993 c.815 §15; repealed by
2009 c.595 §1204]

414.109 Oregon Health Plan Fund. (1)
The Oregon Health Plan Fund is established,
separate and distinct from the General Fund.
Interest earned by the Oregon Health Plan
Fund shall be retained by the Oregon Health
Plan Fund.

(2) Moneys in the Oregon Health Plan
Fund are continuously appropriated to the
Department of Human Services for the pur-
poses of funding the maintenance and expan-
sion of the number of persons eligible for
medical assistance under the Oregon Health
Plan and funding the maintenance of the
benefits available under the Oregon Health
Plan.

(3) On June 26, 2009, all moneys in the
Oregon Health Plan Fund shall be trans-
ferred to the Oregon Health Authority Fund
established in ORS 413.101. [2002 s.s.3 c.2 §9; 2009
c.595 §280]

Note: 414.109 was enacted into law but was not
added to or made a part of ORS chapter 414 or any se-
ries therein by law. See Preface to Oregon Revised
Statutes for further explanation.

INSURANCE AND
 SERVICE CONTRACTS

414.115 Medical assistance by insur-
ance or service contracts; rules. (1) In lieu
of providing one or more of the health care
and services available under medical assist-
ance by direct payments to providers thereof
and in lieu of providing such health care and
services made available pursuant to ORS
414.065, the Oregon Health Authority may
use available medical assistance funds to
purchase and pay premiums on policies of
insurance, or enter into and pay the expenses
on health care service contracts, or medical
or hospital service contracts that provide one
or more of the health care and services
available under medical assistance. Notwith-
standing other specific provisions, the use of
available medical assistance funds to pur-
chase health care and services may provide
the following insurance or contract options:

(a) Differing services or levels of service
among groups of eligibles as defined by rules
of the authority; and

(b) Services and reimbursement for these
services may vary among contracts and need
not be uniform.

(2) The policy of insurance or the con-
tract by its terms, or the insurer or contrac-
tor by written acknowledgment to the
authority must guarantee:

(a) To provide health care and services
of the type, within the extent and according
to standards prescribed under ORS 414.065;

(b) To pay providers of health care and
services the amount due, based on the num-
ber of days of care and the fees, charges and
costs established under ORS 414.065, except
as to medical or hospital service contracts
which employ a method of accounting or
payment on other than a fee-for-service basis;

(c) To provide health care and services
under policies of insurance or contracts in
compliance with all laws, rules and regu-
lations applicable thereto; and

(d) To provide such statistical data, re-
cords and reports relating to the provision,
administration and costs of providing health
care and services to the authority as may be
required by the authority for its records, re-
ports and audits.

(3) The authority may purchase insur-
ance under this section through the health
insurance exchange. [1967 c.502 §9; 1975 c.401 §1;
1981 c.825 §5; 1991 c.66 §17; 2009 c.595 §281; 2011 c.602
§36; 2013 c.688 §72]

414.125 Rates on insurance or service
contracts; requirements for insurer or
contractor. (1) Any payment of available
medical assistance funds for policies of in-
surance or service contracts shall be accord-
ing to such uniform area-wide rates as the
Oregon Health Authority shall have estab-
lished and which it may revise from time to
time as may be necessary or practical, except
that, in the case of a research and demon-
stration project entered into under ORS
411.135 special rates may be established.

(2) No premium or other periodic charge
on any policy of insurance, health care ser-
vice contract, or medical or hospital service
contract shall be paid from available medical
assistance funds unless the insurer or con-
tractor issuing such policy or contract is by
law authorized to transact business as an in-
surance company, health care service con-
tractor or hospital association in this state.
[1967 c.502 §10; 1975 c.509 §6; 1991 c.66 §18; 2009 c.595
§282]

414.135 Contracts relating to direct
providers of care and services. The Oregon
Health Authority may enter into nonexclu-
sive contracts under which funds available
for medical assistance may be administered
and disbursed by the contractor to direct
providers of medical and remedial care and
services available under medical assistance
in consideration of services rendered and
supplies furnished by them in accordance
with the provisions of this chapter. Payment
shall be made according to the rules of the
authority pursuant to the number of days
and the fees, charges and costs established
under ORS 414.065. The contractor must
guarantee the authority by written acknowl-
edgment:
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(1) To make all payments under this
chapter promptly but not later than 30 days
after receipt of the proper evidence estab-
lishing the validity of the provider’s claim.

(2) To provide such data, records and re-
ports to the authority as may be required by
the authority. [1967 c.502 §11; 1991 c.66 §19; 2009
c.595 §283]

414.145 Implementation of ORS
414.115, 414.125 or 414.135. (1) The pro-
visions of ORS 414.115, 414.125 or 414.135
shall be implemented whenever it appears to
the Oregon Health Authority that such im-
plementation will provide comparable bene-
fits at equal or less cost than provision
thereof by direct payments by the authority
to the providers of medical assistance, but in
no case greater than the legislatively ap-
proved budgeted cost per eligible recipient at
the time of contracting.

(2) When determining comparable bene-
fits at equal or less cost as provided in sub-
section (1) of this section, the authority must
take into consideration the recipients’ need
for reasonable access to preventive and re-
medial care, and the contractor’s ability to
assure continuous quality delivery of both
routine and emergency services. [1967 c.502
§11a; 1975 c.401 §3; 1983 c.590 §9; 1985 c.747 §12a; 1991
c.66 §20; 2009 c.595 §284]

STATE AND LOCAL
 PUBLIC HEALTH PARTNERSHIP
414.150 Purpose of ORS 414.150 to

414.153. It is the purpose of ORS 414.150 to
414.153 to take advantage of opportunities to:

(1) Enhance the state and local public
health partnership;

(2) Improve the access to care and health
status of women and children; and

(3) Strengthen public health programs
and services at the county health department
level. [1991 c.337 §1]

Note: 414.150 to 414.153 were enacted into law by
the Legislative Assembly but were not added to or made
a part of ORS chapter 414 by legislative action. See
Preface to Oregon Revised Statutes for further explana-
tion.

414.151 [1991 c.337 §2; 1993 c.18 §100; 2001 c.900 §101;
2009 c.595 §285; renumbered 411.435 in 2009]

414.152 Duties of state agencies. To
capitalize on the successful public health
programs provided by county health depart-
ments and the sizable investment by state
and local governments in the public health
system, state agencies shall encourage
agreements that allow county health depart-
ments and other publicly supported programs
to continue to be the providers of those pre-
vention and health promotion services now
available, plus other maternal and child
health services such as prenatal outreach

and care, child health services and family
planning services to women and children
who become eligible for poverty level medical
assistance program benefits pursuant to ORS
414.153. [1991 c.337 §3]

Note: See note under 414.150.

414.153 Services provided by local
government. In order to make advantageous
use of the system of public health care and
services available through county health de-
partments and other publicly supported pro-
grams and to insure access to public health
care and services through contract under
ORS chapter 414, the state shall:

(1) Unless cause can be shown why such
an agreement is not feasible, require and ap-
prove agreements between coordinated care
organizations and publicly funded providers
for authorization of payment for point of
contact services in the following categories:

(a) Immunizations;
(b) Sexually transmitted diseases; and
(c) Other communicable diseases;
(2) Allow enrollees in coordinated care

organizations to receive from fee-for-service
providers:

(a) Family planning services;
(b) Human immunodeficiency virus and

acquired immune deficiency syndrome pre-
vention services; and

(c) Maternity case management if the
Oregon Health Authority determines that a
coordinated care organization cannot ade-
quately provide the services;

(3) Encourage and approve agreements
between coordinated care organizations and
publicly funded providers for authorization
of and payment for services in the following
categories:

(a) Maternity case management;
(b) Well-child care;
(c) Prenatal care;
(d) School-based clinics;
(e) Health care and services for children

provided through schools and Head Start
programs; and

(f) Screening services to provide early
detection of health care problems among low
income women and children, migrant work-
ers and other special population groups; and

(4) Recognize the responsibility of coun-
ties under ORS 430.620 to operate community
mental health programs by requiring a writ-
ten agreement between each coordinated
care organization and the local mental
health authority in the area served by the
coordinated care organization, unless cause
can be shown why such an agreement is not
feasible under criteria established by the Or-
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egon Health Authority. The written agree-
ments:

(a) May not limit the ability of coordi-
nated care organizations to contract with
other public or private providers for mental
health or chemical dependency services;

(b) Must include agreed upon outcomes;
and

(c) Must describe the authorization and
payments necessary to maintain the mental
health safety net system and to maintain the
efficient and effective management of the
following responsibilities of local mental
health authorities, with respect to the ser-
vice needs of members of the coordinated
care organization:

(A) Management of children and adults
at risk of entering or who are transitioning
from the Oregon State Hospital or from resi-
dential care;

(B) Care coordination of residential ser-
vices and supports for adults and children;

(C) Management of the mental health
crisis system;

(D) Management of community-based
specialized services including but not limited
to supported employment and education,
early psychosis programs, assertive commu-
nity treatment or other types of intensive
case management programs and home-based
services for children; and

(E) Management of specialized services
to reduce recidivism of individuals with
mental illness in the criminal justice system.
[1991 c.337 §4; 1993 c.592 §1; 2009 c.595 §286; 2011 c.602
§24]

Note: See note under 414.150.
414.205 [1967 c.502 §18; 1981 c.825 §1; repealed by

1995 c.727 §48]
414.210 [1957 c.692 §1; repealed by 1963 c.631 §2]

ADVISORY COMMITTEES
414.211 Medicaid Advisory Committee.

(1) There is established a Medicaid Advisory
Committee consisting of not more than 15
members appointed by the Governor.

(2) The committee shall be composed of:
(a) A physician licensed under ORS

chapter 677;
(b) Two members of health care con-

sumer groups that include Medicaid recipi-
ents;

(c) Two Medicaid recipients, one of whom
shall be a person with a disability;

(d) The Director of the Oregon Health
Authority or designee;

(e) The Director of Human Services or
designee;

(f) Health care providers;

(g) Persons associated with health care
organizations, including but not limited to
coordinated care organizations under con-
tract to the Medicaid program; and

(h) Members of the general public.
(3) In making appointments, the Gover-

nor shall consult with appropriate profes-
sional and other interested organizations. All
members appointed to the committee shall be
familiar with the medical needs of low in-
come persons.

(4) The term of office for each member
shall be two years, but each member shall
serve at the pleasure of the Governor.

(5) Members of the committee shall re-
ceive no compensation for their services but,
subject to any applicable state law, shall be
allowed actual and necessary travel expenses
incurred in the performance of their duties
from the Oregon Health Authority Fund.
[1995 c.727 §43; 2007 c.70 §192; 2009 c.595 §287; 2011 c.602
§37; 2011 c.720 §132]

Note: 414.211 and 414.221 were enacted into law by
the Legislative Assembly but were not added to or made
a part of ORS chapter 414 or any series therein by leg-
islative action. See Preface to Oregon Revised Statutes
for further explanation.

414.215 [1967 c.502 §19; 1991 c.66 §21; repealed by
1995 c.727 §48]

414.220 [1957 c.692 §2; repealed by 1963 c.631 §2]

414.221 Duties of committee. The
Medicaid Advisory Committee shall advise
the Director of the Oregon Health Authority
and the Director of Human Services on:

(1) Medical care, including mental health
and alcohol and drug treatment and remedial
care to be provided under ORS chapter 414;
and

(2) The operation and administration of
programs provided under ORS chapter 414.
[1995 c.727 §44; 2003 c.784 §7; 2007 c.697 §16; 2009 c.595
§288; 2011 c.720 §133]

Note: See note under 414.211.

414.225 Oregon Health Authority to
consult with committee. The Oregon
Health Authority shall consult with the
Medicaid Advisory Committee concerning
the determinations required under ORS
414.065. [1967 c.502 §20; 1991 c.66 §22; 1995 c.727 §46;
2003 c.784 §8; 2009 c.595 §289]

414.227 Application of public meetings
law to advisory committees. (1) ORS
192.610 to 192.690 apply to any meeting of an
advisory committee with the authority to
make decisions for, conduct policy research
for or make recommendations to the Oregon
Health Authority, the Oregon Health Policy
Board or the Department of Human Services
on administration or policy related to the
medical assistance program operated under
this chapter.
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(2) Subsection (1) of this section applies
only to advisory committee meetings at-
tended by two or more advisory committee
members who are not employed by a public
body. [2001 c.353 §2; 2009 c.595 §290; 2011 c.720 §134]

414.229 Office for Oregon Health Pol-
icy and Research Advisory Committee. (1)
There is established in the Oregon Health
Authority the Office for Oregon Health Pol-
icy and Research Advisory Committee com-
posed of members appointed by the Governor.
Members shall include:

(a) Representatives of coordinated care
organizations under contract with the Ore-
gon Health Authority pursuant to ORS
414.651 and serving primarily rural areas of
the state;

(b) Representatives of coordinated care
organizations under contract with the Ore-
gon Health Authority pursuant to ORS
414.651 and serving primarily urban areas of
the state;

(c) Representatives of medical organiza-
tions representing health care providers un-
der contract with coordinated care
organizations pursuant to ORS 414.651 who
serve patients in both rural and urban areas
of the state;

(d) One representative from Type A hos-
pitals and one representative from Type B
hospitals; and

(e) Representatives of health care organ-
izations serving areas of this state that are
not served by coordinated care organizations.

(2) Members of the advisory committee
shall not be entitled to compensation or per
diem. [Formerly 414.751; 2011 c.602 §38]

Note: 414.229 was enacted into law by the Legisla-
tive Assembly but was not added to or made a part of
ORS chapter 414 or any series therein by legislative
action. See Preface to Oregon Revised Statutes for fur-
ther explanation.

414.230 [1957 c.692 §5; repealed by 1963 c.631 §2]

HEALTH CARE FOR ALL OREGON
CHILDREN PROGRAM

414.231 Eligibility for Healthy Kids
program; 12-month continuous enroll-
ment; verification of eligibility. (1) As used
in this section, “child” means a person under
19 years of age.

(2) The Health Care for All Oregon Chil-
dren program is established to make afforda-
ble, accessible health care available to all of
Oregon’s children. The program provides
medical assistance to children, funded in
whole or in part by Title XIX of the Social
Security Act, by the State Children’s Health
Insurance Program under Title XXI of the
Social Security Act and by moneys appropri-
ated or allocated for that purpose by the
Legislative Assembly.

(3) A child is eligible for medical assist-
ance under subsection (2) of this section if
the child is lawfully present in this state and
the income of the child’s family is:

(a) At or below 200 percent of the federal
poverty guidelines; or

(b) Above 200 percent of the federal pov-
erty guidelines and at or below 300 percent
of the federal poverty guidelines, as long as
federal financial participation is available for
the costs of the coverage.

(4) There is no asset limit to qualify for
the program.

(5)(a) A child receiving medical assist-
ance through the Health Care for All Oregon
Children program is continuously eligible for
a minimum period of 12 months or until the
child reaches 19 years of age, whichever
comes first.

(b) The Department of Human Services
or the Oregon Health Authority shall
reenroll a child for successive 12-month pe-
riods of enrollment as long as the child is
eligible for medical assistance on the date of
reenrollment and the child has not yet
reached 19 years of age.

(c) A child may not be required to submit
a new application as a condition of reenroll-
ment under paragraph (b) of this subsection,
and the department or the authority must
determine the child’s eligibility for medical
assistance using information and sources
available to the department or the authority
or documentation that is readily available to
the child or the child’s caretaker. [2009 c.867
§27; 2009 c.867 §28; 2011 c.9 §56; 2011 c.720 §135; 2013
c.365 §1; 2013 c.640 §§12,13]

Note: Sections 3 and 4, chapter 365, Oregon Laws
2013, provide:

Sec. 3. (1) The Oregon Health Authority shall re-
quest from the United States Secretary of Health and
Human Services any approval necessary to obtain fed-
eral financial participation in paying the costs of pro-
viding medical assistance through the Health Care for
All Oregon Children program to children whose family
incomes are above 200 percent of the federal poverty
guidelines and at or below 300 percent of the federal
poverty guidelines and of transitioning children from
the private health options to another medical assistance
program. The authority shall notify Legislative Counsel
immediately upon receipt of approval or disapproval.

(2) The authority may take any action necessary to
implement the amendments to ORS 414.231 by section 1
of this 2013 Act immediately upon receipt of federal ap-
proval, including but not limited to:

(a) Applying for federal grants or other federal
moneys; and

(b) Adopting rules. [2013 c.365 §3]
Sec. 4. (1) The Oregon Health Authority shall

provide written advance notice to the adults who are
responsible for all children enrolled in the private
health option of the Health Care for All Oregon Chil-
dren program, stating that the private health option of
the program will be ending and that the children will
be automatically enrolled in another medical assistance
program.
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(2) The authority shall ensure an orderly transfer
of children enrolled in the private health option to an-
other medical assistance program, in consultation with
each carrier providing coverage under the private
health option, so that no children are enrolled in the
private health option on or after June 30, 2015. [2013
c.365 §4]

414.240 [1957 c.692 §3; repealed by 1963 c.631 §2]
414.250 [1957 c.692 §4; repealed by 1963 c.631 §2]
414.260 [1957 c.692 §6; repealed by 1963 c.631 §2]
414.270 [1957 c.692 §7(1); repealed by 1963 c.631 §2]
414.280 [1957 c.692 §7(2); repealed by 1963 c.631 §2]
414.290 [1957 c.692 §7(3); repealed by 1963 c.631 §2]
414.300 [1957 c.692 §8; repealed by 1963 c.631 §2]
414.305 [1969 c.507 §3; 1971 c.33 §1; 1977 c.384 §5;

1991 c.66 §23; 2001 c.900 §102; renumbered 414.028 in 2001]
414.310 [1957 c.692 §9; 1961 c.130 §2; repealed by 1963

c.631 §2]

PRESCRIPTION DRUGS
(Oregon Prescription Drug Program)

414.312 Oregon Prescription Drug
Program. (1) As used in ORS 414.312 to
414.318:

(a) “Pharmacy benefit manager” means
an entity that negotiates and executes con-
tracts with pharmacies, manages preferred
drug lists, negotiates rebates with pre-
scription drug manufacturers and serves as
an intermediary between the Oregon Pre-
scription Drug Program, prescription drug
manufacturers and pharmacies.

(b) “Prescription drug claims processor”
means an entity that processes and pays
prescription drug claims, adjudicates phar-
macy claims, transmits prescription drug
prices and claims data between pharmacies
and the Oregon Prescription Drug Program
and processes related payments to phar-
macies.

(c) “Program price” means the re-
imbursement rates and prescription drug
prices established by the administrator of the
Oregon Prescription Drug Program.

(2) The Oregon Prescription Drug Pro-
gram is established in the Oregon Health
Authority. The purpose of the program is to:

(a) Purchase prescription drugs, replenish
prescription drugs dispensed or reimburse
pharmacies for prescription drugs in order to
receive discounted prices and rebates;

(b) Make prescription drugs available at
the lowest possible cost to participants in the
program as a means to promote health;

(c) Maintain a list of prescription drugs
recommended as the most effective pre-
scription drugs available at the best possible
prices; and

(d) Promote health through the purchase
and provision of discount prescription drugs
and coordination of comprehensive pre-

scription benefit services for eligible entities
and members.

(3) The Director of the Oregon Health
Authority shall appoint an administrator of
the Oregon Prescription Drug Program. The
administrator may:

(a) Negotiate price discounts and rebates
on prescription drugs with prescription drug
manufacturers or group purchasing organiza-
tions;

(b) Purchase prescription drugs on behalf
of individuals and entities that participate in
the program;

(c) Contract with a prescription drug
claims processor to adjudicate pharmacy
claims and transmit program prices to phar-
macies;

(d) Determine program prices and reim-
burse or replenish pharmacies for pre-
scription drugs dispensed or transferred;

(e) Adopt and implement a preferred drug
list for the program;

(f) Develop a system for allocating and
distributing the operational costs of the pro-
gram and any rebates obtained to partic-
ipants of the program; and

(g) Cooperate with other states or re-
gional consortia in the bulk purchase of pre-
scription drugs.

(4) The following individuals or entities
may participate in the program:

(a) Public Employees’ Benefit Board, Or-
egon Educators Benefit Board and Public
Employees Retirement System;

(b) Local governments as defined in ORS
174.116 and special government bodies as de-
fined in ORS 174.117 that directly or indi-
rectly purchase prescription drugs;

(c) Oregon Health and Science Univer-
sity established under ORS 353.020;

(d) State agencies that directly or indi-
rectly purchase prescription drugs, including
agencies that dispense prescription drugs di-
rectly to persons in state-operated facilities;

(e) Residents of this state who lack or
are underinsured for prescription drug cov-
erage;

(f) Private entities; and
(g) Labor organizations.
(5) The authority may not purchase pre-

scription drugs directly or indirectly through
the program for recipients of medical assist-
ance.

(6) The administrator may establish dif-
ferent program prices for pharmacies in rural
areas to maintain statewide access to the
program.

(7) The administrator may establish the
terms and conditions for a pharmacy to en-
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roll in the program. A licensed pharmacy
that is willing to accept the terms and con-
ditions established by the administrator may
apply to enroll in the program.

(8) Except as provided in subsection (9)
of this section, the administrator may not:

(a) Contract with a pharmacy benefit
manager;

(b) Establish a state-managed wholesale
or retail drug distribution or dispensing sys-
tem; or

(c) Require pharmacies to maintain or
allocate separate inventories for prescription
drugs dispensed through the program.

(9) The administrator shall contract with
one or more entities to perform any of the
functions of the program, including but not
limited to:

(a) Contracting with a pharmacy benefit
manager and directly or indirectly with such
pharmacy networks as the administrator
considers necessary to maintain statewide
access to the program.

(b) Negotiating with prescription drug
manufacturers on behalf of the administra-
tor.

(10) Notwithstanding subsection (4)(e) of
this section, individuals who are eligible for
Medicare Part D prescription drug coverage
may participate in the program.

(11) The program may contract with ven-
dors as necessary to utilize discount pur-
chasing programs, including but not limited
to group purchasing organizations estab-
lished to meet the criteria of the Nonprofit
Institutions Act, 15 U.S.C. 13c, or that are
exempt under the Robinson-Patman Act, 15
U.S.C. 13. [2003 c.714 §1; 2007 c.2 §1; 2007 c.67 §1; 2007
c.697 §17; 2009 c.263 §2; 2009 c.466 §1; 2009 c.595 §291;
2011 c.720 §136; 2013 c.14 §6]

Note: 414.312 to 414.320 were enacted into law by
the Legislative Assembly but were not added to or made
a part of ORS chapter 414 or any series therein by leg-
islative action. See Preface to Oregon Revised Statutes
for further explanation.

414.314 Application and participation
in Oregon Prescription Drug Program;
prescription drug charges; fees. (1) An in-
dividual or entity described in ORS 414.312
(4) may apply to participate in the Oregon
Prescription Drug Program. Participants
shall apply on an application provided by the
Oregon Health Authority. The authority may
charge participants a nominal fee to partic-
ipate in the program. The authority shall is-
sue a prescription drug identification card to
participants of the program.

(2) The authority shall provide a mech-
anism to calculate and transmit the program
prices for prescription drugs to a pharmacy.
The pharmacy shall charge the participant
the program price for a prescription drug.

(3) A pharmacy may charge the partic-
ipant the professional dispensing fee set by
the authority.

(4) Prescription drug identification cards
issued under this section must contain the
information necessary for proper claims ad-
judication or transmission of price data. [2003
c.714 §2; 2007 c.67 §2; 2007 c.697 §18; 2009 c.595 §292]

Note: See note under 414.312.

414.316 Preferred drug list for Oregon
Prescription Drug Program. The Office for
Oregon Health Policy and Research shall de-
velop and recommend to the Oregon Health
Authority a preferred drug list that identifies
preferred choices of prescription drugs
within therapeutic classes for particular dis-
eases and conditions, including generic al-
ternatives, for use in the Oregon
Prescription Drug Program. The office shall
conduct public hearings and use evidence-
based evaluations on the effectiveness of
similar prescription drugs to develop the
preferred drug list. [2003 c.714 §3; 2007 c.697 §19;
2009 c.595 §293]

Note: See note under 414.312.

414.318 Prescription Drug Purchasing
Fund. The Prescription Drug Purchasing
Fund is established separate and distinct
from the General Fund. The Prescription
Drug Purchasing Fund shall consist of mon-
eys appropriated to the fund by the Legisla-
tive Assembly and moneys received by the
Oregon Health Authority for the purposes
established in this section in the form of
gifts, grants, bequests, endowments or do-
nations. The moneys in the Prescription
Drug Purchasing Fund are continuously ap-
propriated to the authority and shall be used
to purchase prescription drugs, reimburse
pharmacies for prescription drugs and reim-
burse the authority for the costs of adminis-
tering the Oregon Prescription Drug
Program, including contracted services costs,
computer costs, professional dispensing fees
paid to retail pharmacies and other reason-
able program costs. Interest earned on the
fund shall be credited to the fund. [2003 c.714
§4; 2007 c.697 §20; 2009 c.595 §294]

Note: See note under 414.312.

414.320 Rules. The Oregon Health Au-
thority shall adopt rules to implement and
administer ORS 414.312 to 414.318. The rules
shall include but are not limited to estab-
lishing procedures for:

(1) Issuing prescription drug identifica-
tion cards to individuals and entities that
participate in the Oregon Prescription Drug
Program; and

(2) Enrolling pharmacies in the program.
[2003 c.714 §5; 2007 c.697 §21; 2009 c.595 §295]

Note: See note under 414.312.
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(Prescription Drug Coverage
 by Medical Assistance)

414.325 Prescription drugs; use of leg-
end or generic drugs; prior authorization;
rules. (1) As used in this section:

(a) “Legend drug” means any drug re-
quiring a prescription by a practitioner, as
defined in ORS 689.005.

(b) “Mental health drug” means a type
of legend drug defined by the Oregon Health
Authority by rule that includes, but is not
limited to:

(A) Therapeutic class 7 ataractics-
tranquilizers; and

(B) Therapeutic class 11
psychostimulants-antidepressants.

(c) “Urgent medical condition” means a
medical condition that arises suddenly, is not
life-threatening and requires prompt treat-
ment to avoid the development of more seri-
ous medical problems.

(2) The authority shall reimburse the cost
of a legend drug prescribed for a recipient of
medical assistance only if the legend drug:

(a) Is on the drug list of the
Practitioner-Managed Prescription Drug Plan
adopted under ORS 414.334;

(b) Is in a therapeutic class of nonsedat-
ing antihistamines and nasal inhalers, as de-
fined by the authority by rule, and is
prescribed by an allergist for the treatment
of:

(A) Asthma;
(B) Sinusitis;
(C) Rhinitis; or
(D) Allergies; or
(c) Is prescribed and dispensed under this

chapter by a licensed practitioner at a rural
health clinic for an urgent medical condition
and:

(A) There is no pharmacy within 15 miles
of the clinic;

(B) The prescription is dispensed for a
patient outside of the normal business hours
of any pharmacy within 15 miles of the
clinic; or

(C) No pharmacy within 15 miles of the
clinic dispenses legend drugs under this
chapter.

(3) The authority shall pay only for drugs
in the generic form unless an exception has
been granted by the authority through the
prior authorization process adopted by the
authority under subsection (4) of this section.

(4) Notwithstanding subsection (2) of this
section, the authority shall provide re-
imbursement for a legend drug that does not

meet the criteria in subsection (2) of this
section if:

(a) It is a mental health drug.
(b) The authority grants approval

through a prior authorization process
adopted by the authority by rule.

(c) The prescriber contacts the authority
requesting prior authorization and the au-
thority or its agent fails to respond to the
telephone call or to a prescriber’s request
made by electronic mail within 24 hours.

(d) After consultation with the authority
or its agent, the prescriber, in the
prescriber’s professional judgment, deter-
mines that the drug is medically appropriate.

(e) The original prescription was written
prior to July 28, 2009, or the request is for
a refill of a prescription for:

(A) The treatment of seizures, cancer,
HIV or AIDS; or

(B) An immunosuppressant.
(f) It is a drug in a class not evaluated

for the Practitioner-Managed Prescription
Drug Plan adopted under ORS 414.334.

(5) Notwithstanding subsections (1) to (4)
of this section, the authority is authorized to:

(a) Withhold payment for a legend drug
when federal financial participation is not
available;

(b) Require prior authorization of pay-
ment for drugs that the authority has deter-
mined should be limited to those conditions
generally recognized as appropriate by the
medical profession; and

(c) Withhold payment for a legend drug
that is not a funded health service on the
prioritized list of health services established
by the Health Evidence Review Commission
under ORS 414.720.

(6) Notwithstanding ORS 414.334, the au-
thority may conduct prospective drug utili-
zation review prior to payment for drugs for
a patient whose prescription drug use ex-
ceeded 15 drugs in the preceding six-month
period.

(7) Notwithstanding subsection (3) of this
section, the authority may pay a pharmacy
for a particular brand name drug rather than
the generic version of the drug after notify-
ing the pharmacy that the cost of the partic-
ular brand name drug, after receiving
discounted prices and rebates, is equal to or
less than the cost of the generic version of
the drug.

(8)(a) Within 180 days after the United
States patent expires on an
immunosuppressant drug used in connection
with an organ transplant, the authority shall
determine whether the drug is a narrow
therapeutic index drug.
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(b) As used in this subsection, “narrow
therapeutic index drug” means a drug that
has a narrow range in blood concentrations
between efficacy and toxicity and requires
therapeutic drug concentration or
pharmacodynamic monitoring.

(9) The authority shall appoint an advi-
sory committee in accordance with ORS
183.333 for any rulemaking conducted pursu-
ant to this section. [1977 c.818 §§2,3; 1979 c.777 §45;
1979 c.785 §3; 1983 c.608 §2; 1999 c.529 §1; 2001 c.897 §§5,6;
2003 c.14 §§190,191; 2003 c.91 §§1,2; 2003 c.810 §§20,21; 2005
c.692 §§8,9; 2009 c.473 §1; 2009 c.827 §2; 2009 c.828 §35]

Note: 414.720 was repealed by section 228, chapter
720, Oregon Laws 2011. The text of 414.325 was not
amended by enactment of the Legislative Assembly to
reflect the repeal. Editorial adjustment of 414.325 for the
repeal of 414.720 has not been made.

Note: The amendments to 414.325 by section 8,
chapter 827, Oregon Laws 2009, become operative Janu-
ary 2, 2018. See section 13, chapter 827, Oregon Laws
2009, as amended by section 1, chapter 569, Oregon Laws
2013. The text that is operative on and after January
2, 2018, is set forth for the user’s convenience.

414.325. (1) As used in this section:
(a) “Legend drug” means any drug requiring a

prescription by a practitioner, as defined in ORS
689.005.

(b) “Urgent medical condition” means a medical
condition that arises suddenly, is not life-threatening
and requires prompt treatment to avoid the development
of more serious medical problems.

(2) A licensed practitioner may prescribe such
drugs under this chapter as the practitioner in the ex-
ercise of professional judgment considers appropriate
for the diagnosis or treatment of the patient in the
practitioner’s care and within the scope of practice.
Prescriptions shall be dispensed in the generic form
pursuant to ORS 689.515 and pursuant to rules of the
Oregon Health Authority unless the practitioner pre-
scribes otherwise and an exception is granted by the
authority.

(3) Except as provided in subsections (4) and (5) of
this section, the authority shall place no limit on the
type of legend drug that may be prescribed by a prac-
titioner, but the authority shall pay only for drugs in
the generic form unless an exception has been granted
by the authority.

(4) Notwithstanding subsection (3) of this section,
an exception must be applied for and granted before the
authority is required to pay for minor tranquilizers and
amphetamines and amphetamine derivatives, as defined
by rule of the authority.

(5)(a) Notwithstanding subsections (1) to (4) of this
section and except as provided in paragraph (b) of this
subsection, the authority is authorized to:

(A) Withhold payment for a legend drug when fed-
eral financial participation is not available; and

(B) Require prior authorization of payment for
drugs that the authority has determined should be lim-
ited to those conditions generally recognized as appro-
priate by the medical profession.

(b) The authority may not require prior authori-
zation for therapeutic classes of nonsedating
antihistamines and nasal inhalers, as defined by rule
by the authority, when prescribed by an allergist for
treatment of any of the following conditions, as de-
scribed by the Health Evidence Review Commission on
the funded portion of its prioritized list of services:

(A) Asthma;
(B) Sinusitis;

(C) Rhinitis; or
(D) Allergies.
(6) The authority shall pay a rural health clinic for

a legend drug prescribed and dispensed under this
chapter by a licensed practitioner at the rural health
clinic for an urgent medical condition if:

(a) There is not a pharmacy within 15 miles of the
clinic;

(b) The prescription is dispensed for a patient out-
side of the normal business hours of any pharmacy
within 15 miles of the clinic; or

(c) No pharmacy within 15 miles of the clinic dis-
penses legend drugs under this chapter.

(7) Notwithstanding ORS 414.334, the authority may
conduct prospective drug utilization review prior to
payment for drugs for a patient whose prescription drug
use exceeded 15 drugs in the preceding six-month period.

(8) Notwithstanding subsection (3) of this section,
the authority may pay a pharmacy for a particular
brand name drug rather than the generic version of the
drug after notifying the pharmacy that the cost of the
particular brand name drug, after receiving discounted
prices and rebates, is equal to or less than the cost of
the generic version of the drug.

(9)(a) Within 180 days after the United States pat-
ent expires on an immunosuppressant drug used in
connection with an organ transplant, the authority shall
determine whether the drug is a narrow therapeutic in-
dex drug.

(b) As used in this subsection, “narrow therapeutic
index drug” means a drug that has a narrow range in
blood concentrations between efficacy and toxicity and
requires therapeutic drug concentration or
pharmacodynamic monitoring.

414.326 Supplemental rebates from
pharmaceutical manufacturers. (1) The
Oregon Health Authority shall negotiate and
enter into agreements with pharmaceutical
manufacturers for supplemental rebates that
are in addition to the discount required un-
der federal law to participate in the medical
assistance program.

(2) The authority may participate in a
multistate prescription drug purchasing pool
for the purpose of negotiating supplemental
rebates.

(3) ORS 414.325 and 414.334 apply to pre-
scription drugs purchased for the medical
assistance program under this section.
[Formerly 414.747; 2013 c.14 §7]

Note: 414.326 was enacted into law by the Legisla-
tive Assembly but was not added to or made a part of
ORS chapter 414 or any series therein by legislative
action. See Preface to Oregon Revised Statutes for fur-
ther explanation.

414.327 Electronically transmitted
prescriptions; rules. The Oregon Health
Authority shall adopt rules permitting a
practitioner to communicate prescription
drug orders by electronic means directly to
the dispensing pharmacist. [2001 c.623 §8; 2003
c.14 §192; 2009 c.595 §297]

Note: 414.327 was enacted into law by the Legisla-
tive Assembly but was not added to or made a part of
ORS chapter 414 or any series therein by legislative
action. See Preface to Oregon Revised Statutes for fur-
ther explanation.
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414.329 Prescription drug benefits for
certain persons who are eligible for Med-
icare Part D prescription drug coverage;
rules. (1) Notwithstanding ORS 414.631,
414.651 and 414.688 to 414.745, the Oregon
Health Authority shall adopt rules modifying
the prescription drug benefits for persons
who are eligible for Medicare Part D pre-
scription drug coverage and who receive
prescription drug benefits under the state
medical assistance program or Title XIX of
the Social Security Act. The rules shall in-
clude but need not be limited to:

(a) Identification of the Part D classes of
drugs for which federal financial partic-
ipation is not available and that are not
covered classes of drugs;

(b) Identification of the Part D classes of
drugs for which federal financial partic-
ipation is not available and that are covered
classes of drugs;

(c) Identification of the classes of drugs
not covered under Medicare Part D pre-
scription drug coverage for which federal fi-
nancial participation is available and that
are covered classes of drugs; and

(d) Cost-sharing obligations related to the
provision of Part D classes of drugs for
which federal financial participation is not
available.

(2) As used in this section, “covered
classes of drugs” means classes of pre-
scription drugs provided to persons eligible
for prescription drug coverage under the
state medical assistance program or Title
XIX of the Social Security Act. [2005 c.754 §1;
2009 c.595 §298]

Note: 414.329 was enacted into law by the Legisla-
tive Assembly but was not added to or made a part of
ORS chapter 414 or any series therein by legislative
action. See Preface to Oregon Revised Statutes for fur-
ther explanation.

(Practitioner-Managed
 Prescription Drug Plan)

414.330 Legislative findings on pre-
scription drugs. The Legislative Assembly
finds that:

(1) The cost of prescription drugs in the
medical assistance program is growing and
will soon be unsustainable;

(2) The benefit of prescription drugs
when appropriately used decreases the need
for other expensive treatments and improves
the health of Oregonians; and

(3) Providing the most effective drugs in
the most cost-effective manner will benefit
both patients and taxpayers. [2001 c.897 §1; 2009
c.595 §298a]

Note: 414.330 to 414.334 were enacted into law by
the Legislative Assembly but were not added to or made
a part of ORS chapter 414 or any series therein by leg-

islative action. See Preface to Oregon Revised Statutes
for further explanation.

414.332 Policy for Practitioner-
Managed Prescription Drug Plan. It is the
policy of the State of Oregon that a
Practitioner-Managed Prescription Drug Plan
will ensure that:

(1) Oregonians have access to the most
effective prescription drugs appropriate for
their clinical conditions;

(2) Decisions concerning the clinical ef-
fectiveness of prescription drugs are made by
licensed health practitioners, are informed by
the latest peer-reviewed research and con-
sider the health condition of a patient or
characteristics of a patient, including the
patient’s gender, race or ethnicity; and

(3) The cost of prescription drugs in the
medical assistance program is managed
through market competition among pharma-
ceutical manufacturers by considering, first,
the effectiveness and safety of a given drug
and, second, any substantial cost differences
between drugs within the same therapeutic
class. [2001 c.897 §2; 2009 c.595 §298b; 2011 c.720 §137]

Note: See note under 414.330.

414.334 Practitioner-Managed Pre-
scription Drug Plan for medical assist-
ance program. (1) The Oregon Health
Authority shall adopt a Practitioner-
Managed Prescription Drug Plan for the
medical assistance program. The purpose of
the plan is to ensure that enrollees in the
medical assistance program receive the most
effective prescription drug available at the
best possible price.

(2) In adopting the plan, the authority
shall consider recommendations of the Phar-
macy and Therapeutics Committee.

(3) The authority shall consult with rep-
resentatives of the regulatory boards and as-
sociations representing practitioners who are
prescribers under the medical assistance
program and ensure that practitioners re-
ceive educational materials and have access
to training on the Practitioner-Managed Pre-
scription Drug Plan.

(4) Notwithstanding the Practitioner-
Managed Prescription Drug Plan adopted by
the authority, a practitioner may prescribe
any drug that the practitioner indicates is
medically necessary for an enrollee as being
the most effective available.

(5) An enrollee may appeal to the au-
thority a decision of a practitioner or the
authority to not provide a prescription drug
requested by the enrollee.

(6) This section does not limit the deci-
sion of a practitioner as to the scope and
duration of treatment of chronic conditions,
including but not limited to arthritis,

Title 34 Page 18 (2013 Edition)



MEDICAL ASSISTANCE 414.351

diabetes and asthma. [2001 c.897 §3; 2009 c.595 §299;
2009 c.827 §§4,10; 2011 c.720 §§138,139]

Note: See note under 414.330.
414.336 [2003 c.810 §22; repealed by 2009 c.827 §14]

414.337 Limitation on rules regarding
Practitioner-Managed Prescription Drug
Plan. The Oregon Health Authority may not
adopt or amend any rule that requires a pre-
scribing practitioner to contact the authority
to request an exception for a medically ap-
propriate or medically necessary drug that is
not listed on the Practitioner-Managed Pre-
scription Drug Plan drug list for that class
of drugs adopted under ORS 414.334, unless
otherwise authorized by enabling legislation
setting forth the requirement for prior au-
thorization. [2009 c.827 §11; 2009 c.827 §12]

Note: 414.337 was enacted into law by the Legisla-
tive Assembly but was not added to or made a part of
ORS chapter 414 or any series therein by legislative
action. See Preface to Oregon Revised Statutes for fur-
ther explanation.

414.338 [2001 c.869 §1; 2009 c.595 §301; repealed by
2011 c.720 §228]

414.340 [2001 c.869 §3; 2005 c.381 §15; repealed by
2009 c.263 §1]

414.342 [2001 c.869 §4; repealed by 2009 c.263 §1]
414.344 [2001 c.869 §10; repealed by 2009 c.263 §1]
414.346 [2001 c.869 §8; repealed by 2009 c.263 §1]
414.348 [2001 c.869 §6; 2005 c.22 §285; repealed by

2009 c.263 §1]
414.350 [1993 c.578 §1; 2009 c.595 §302; repealed by

2011 c.720 §228]

(Pharmacy and Therapeutics Committee)
414.351 Definitions for ORS 414.351 to

414.414. As used in ORS 414.351 to 414.414:
(1) “Compendia” means those resources

widely accepted by the medical profession in
the efficacious use of drugs, including the
following sources:

(a) The American Hospital Formulary
Service drug information.

(b) The United States Pharmacopeia drug
information.

(c) The American Medical Association
drug evaluations.

(d) Peer-reviewed medical literature.
(e) Drug therapy information provided by

manufacturers of drug products consistent
with the federal Food and Drug Administra-
tion requirements.

(2) “Criteria” means the predetermined
and explicitly accepted elements based on
compendia that are used to measure drug use
on an ongoing basis to determine if the use
is appropriate, medically necessary and not
likely to result in adverse medical outcomes.

(3) “Drug-disease contraindication”
means the potential for, or the occurrence
of, an undesirable alteration of the therapeu-

tic effect of a given prescription because of
the presence, in the patient for whom it is
prescribed, of a disease condition or the po-
tential for, or the occurrence of, a clinically
significant adverse effect of the drug on the
patient’s disease condition.

(4) “Drug-drug interaction” means the
pharmacological or clinical response to the
administration of at least two drugs different
from that response anticipated from the
known effects of the two drugs when given
alone, which may manifest clinically as an-
tagonism, synergism or idiosyncrasy. Such
interactions have the potential to have an
adverse effect on the individual or lead to a
clinically significant adverse reaction, or
both, that:

(a) Is characteristic of one or any of the
drugs present; or

(b) Leads to interference with the ab-
sorption, distribution, metabolism, excretion
or therapeutic efficacy of one or any of the
drugs.

(5) “Drug use review” means the pro-
grams designed to measure and assess on a
retrospective and a prospective basis,
through an evaluation of claims data, the
proper utilization, quantity, appropriateness
as therapy and medical necessity of pre-
scribed medication in the medical assistance
program.

(6) “Intervention” means an action taken
by the Oregon Health Authority with a
prescriber or pharmacist to inform about or
to influence prescribing or dispensing prac-
tices or utilization of drugs.

(7) “Overutilization” means the use of a
drug in quantities or for durations that put
the recipient at risk of an adverse medical
result.

(8) “Pharmacist” means an individual
who is licensed as a pharmacist under ORS
chapter 689.

(9) “Prescriber” means any person au-
thorized by law to prescribe drugs.

(10) “Prospective program” means the
prospective drug use review program de-
scribed in ORS 414.369.

(11) “Retrospective program” means the
retrospective drug use review program de-
scribed in ORS 414.371.

(12) “Standards” means the acceptable
prescribing and dispensing methods deter-
mined by compendia, in accordance with lo-
cal standards of medical practice for health
care providers.

(13) “Therapeutic appropriateness” means
drug prescribing based on scientifically based
and clinically relevant drug therapy that is
consistent with the criteria and standards
developed under ORS 414.351 to 414.414.
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(14) “Therapeutic duplication” means the
prescribing and dispensing of two or more
drugs from the same therapeutic class such
that the combined daily dose puts the recipi-
ent at risk of an adverse medical result or
incurs additional program costs without ad-
ditional therapeutic benefits.

(15) “Underutilization” means that a drug
is used by a recipient in insufficient quantity
to achieve a desired therapeutic goal. [2011
c.720 §1]

Note: 414.351 to 414.414 were enacted into law by
the Legislative Assembly but were not added to or made
a part of ORS chapter 414 or any series therein by leg-
islative action. See Preface to Oregon Revised Statutes
for further explanation.

414.353 Committee established; mem-
bership. (1) There is created an 11-member
Pharmacy and Therapeutics Committee re-
sponsible for advising the Oregon Health
Authority on the implementation of the re-
trospective and prospective programs and on
the Practitioner-Managed Prescription Drug
Plan.

(2) The Director of the Oregon Health
Authority shall appoint the members of the
committee, who shall serve at the pleasure
of the director for a term of three years. An
individual appointed to the committee may
be reappointed upon completion of the
individual’s term. The membership of the
committee shall be composed of the follow-
ing:

(a) Five persons licensed as physicians
and actively engaged in the practice of med-
icine or osteopathic medicine in Oregon, who
may be from among persons recommended by
organizations representing physicians;

(b) Four persons licensed in and actively
practicing pharmacy in Oregon who may be
from among persons recommended by organ-
izations representing pharmacists whether
affiliated or unaffiliated with any association;
and

(c) Two persons who are not physicians
or pharmacists.

(3) If the committee determines that it
lacks current clinical or treatment expertise
with respect to a particular therapeutic
class, or at the request of an interested out-
side party, the director shall appoint one or
more medical experts otherwise qualified as
described in subsection (2)(a) of this section
who have such expertise. The medical ex-
perts shall have full voting rights with re-
spect to recommendations made under ORS
414.361 (3) and (4). The medical experts may
participate but may not vote in any other
activities of the committee.

(4) The director shall fill a vacancy on
the committee by appointing a new member
to serve the remainder of the unexpired
term. [2011 c.720 §2]

Note: See note under 414.351.

414.354 Meetings; advisory commit-
tees; public notice and testimony. (1) Ex-
cept as provided in ORS 414.356, the
Pharmacy and Therapeutics Committee shall
operate in accordance with ORS chapter 192.
The committee shall annually elect a chair-
person from the members of the committee.

(2) A committee member is not entitled
to compensation but is entitled to re-
imbursement for actual and necessary travel
expenses incurred in connection with the
member’s duties, pursuant to ORS 292.495.

(3) A quorum consists of six members of
the committee.

(4) The committee may establish advisory
committees to assist in carrying out the
committee’s duties under ORS 414.351 to
414.414, with the approval of the Director of
the Oregon Health Authority.

(5) The Oregon Health Authority shall
provide staff and support services to the
committee.

(6) The committee shall meet no less
than four times each year at a place, day and
hour determined by the director. The com-
mittee also shall meet at other times and
places specified by the call of the director or
a majority of the members of the committee.
No less than 30 days prior to a meeting the
committee shall post to the authority
website:

(a) The agenda for the meeting;
(b) A list of the drug classes to be con-

sidered at the meeting; and
(c) Background materials and supporting

documentation provided to committee mem-
bers with respect to drugs and drug classes
that are before the committee for review.

(7) The committee shall provide appropri-
ate opportunity for public testimony at each
regularly scheduled committee meeting. Im-
mediately prior to deliberating on any rec-
ommendations regarding a drug or a class of
drugs, the committee shall accept testimony,
in writing or in person, that is offered by a
manufacturer of those drugs or another in-
terested party.

(8) The committee may consider more
than 20 classes of drugs at a meeting only if:

(a) There is no new clinical evidence for
the additional class of drugs; and

(b) The committee is considering only
substantial cost differences between drugs
within the same therapeutic class. [2011 c.720
§11]

Note: See note under 414.351.

414.355 [1993 c.578 §2; 2009 c.595 §303; repealed by
2011 c.720 §228]
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414.356 Executive session. (1) Notwith-
standing ORS 192.610 to 192.690, the Phar-
macy and Therapeutics Committee shall meet
in an executive session for purposes of:

(a) Reviewing the prescribing or dispens-
ing practices of individual physicians or
pharmacists;

(b) Discussing drug use review data per-
taining to individual physicians or pharma-
cists;

(c) Reviewing profiles of individual pa-
tients; or

(d) Reviewing confidential drug pricing
information, including substantial cost dif-
ferences between drugs within the same
therapeutic class, that is necessary for the
committee to make final recommendations
under ORS 414.361 or to comply with ORS
414.414.

(2) A meeting held in executive session
is subject to the requirements of ORS 192.650
(2). [2011 c.720 §10]

Note: See note under 414.351.
414.360 [1993 c.578 §6; 2003 c.70 §1; 2009 c.595 §304;

repealed by 2011 c.720 §228]

414.361 Drug utilization review stan-
dards and interventions; preferred drug
list; rules. (1) The Pharmacy and Therapeu-
tics Committee shall advise the Oregon
Health Authority on:

(a) Adoption of rules to implement ORS
414.351 to 414.414 in accordance with ORS
chapter 183.

(b) Implementation of the medical assist-
ance program retrospective and prospective
programs as described in ORS 414.351 to
414.414, including the type of software pro-
grams to be used by the pharmacist for pro-
spective drug use review and the provisions
of the contractual agreement between the
state and any entity involved in the retro-
spective program.

(c) Development of and application of the
criteria and standards to be used in retro-
spective and prospective drug use review in
a manner that ensures that such criteria and
standards are based on compendia, relevant
guidelines obtained from professional groups
through consensus-driven processes, the ex-
perience of practitioners with expertise in
drug therapy, data and experience obtained
from drug utilization review program oper-
ations. The committee shall have an open
professional consensus process for establish-
ing and revising criteria and standards. Cri-
teria and standards shall be available to the
public. In developing recommendations for
criteria and standards, the committee shall
establish an explicit ongoing process for so-
liciting and considering input from interested
parties. The committee shall make timely re-

visions to the criteria and standards based
upon this input in addition to revisions based
upon scheduled review of the criteria and
standards. Further, the drug utilization re-
view standards shall reflect the local prac-
tices of prescribers in order to monitor:

(A) Therapeutic appropriateness.
(B) Overutilization or underutilization.
(C) Therapeutic duplication.
(D) Drug-disease contraindications.
(E) Drug-drug interactions.
(F) Incorrect drug dosage or drug treat-

ment duration.
(G) Clinical abuse or misuse.
(H) Drug allergies.
(d) Development, selection and applica-

tion of and assessment for interventions that
are educational and not punitive in nature
for medical assistance program prescribers,
dispensers and patients.

(2) In reviewing retrospective and pro-
spective drug use, the committee may con-
sider only drugs that have received final
approval from the federal Food and Drug
Administration.

(3) The committee shall make recommen-
dations to the authority, subject to approval
by the Director of the Oregon Health Au-
thority or the director’s designee, for drugs
to be included on any preferred drug list
adopted by the authority and on the
Practitioner-Managed Prescription Drug
Plan. The committee shall also recommend
all utilization controls, prior authorization
requirements or other conditions for the
inclusion of a drug on a preferred drug list.

(4) In making recommendations under
subsection (3) of this section, the committee
may use any information the committee
deems appropriate. The recommendations
must be based upon the following factors in
order of priority:

(a) Safety and efficacy of the drug.
(b) The ability of Oregonians to access

effective prescription drugs that are appro-
priate for their clinical conditions.

(c) Substantial differences in the costs of
drugs within the same therapeutic class.

(5) The committee shall post a recom-
mendation to the website of the authority no
later than 30 days after the date the com-
mittee approves the recommendation. The di-
rector shall approve, disapprove or modify
any recommendation of the committee as
soon as practicable, shall publish the deci-
sion on the website and shall notify persons
who have requested notification of the deci-
sion. A recommendation adopted by the di-
rector, in whole or in part, with respect to
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the inclusion of a drug on a preferred drug
list or the Practitioner-Managed Prescription
Drug Plan may not become effective less
than 60 days after the date that the
director’s decision is published.

(6) The director shall reconsider any de-
cision to adopt or modify a recommendation
of the committee with respect to the inclu-
sion of a particular drug on a preferred drug
list or the Practitioner-Managed Prescription
Drug Plan, upon the request of any inter-
ested person filed no later than 30 days after
the director’s decision is published on the
website. The decision on reconsideration
shall be sent to the requester and posted to
the website without undue delay. [2011 c.720
§4]

Note: See note under 414.351.

414.364 Intervention approaches. In
appropriate instances, interventions devel-
oped under ORS 414.361 (1)(d) may include
the following:

(1) Information disseminated to
prescribers and pharmacists to ensure that
they are aware of the duties and powers of
the Pharmacy and Therapeutics Committee.

(2) Written, oral or electronic reminders
of recipient-specific or drug-specific informa-
tion that are designed to ensure recipient,
prescriber and pharmacist confidentiality,
and suggested changes in the prescribing or
dispensing practices designed to improve the
quality of care.

(3) Face-to-face discussions between ex-
perts in drug therapy and the prescriber or
pharmacist who has been targeted for educa-
tional intervention.

(4) Intensified reviews or monitoring of
selected prescribers or pharmacists.

(5) Educational outreach through the re-
trospective program focusing on improve-
ment of prescribing and dispensing practices.

(6) The timely evaluation of interventions
to determine if the interventions have im-
proved the quality of care.

(7) The review of case profiles before the
conducting of an intervention. [2011 c.720 §6]

Note: See note under 414.351.
414.365 [1993 c.578 §7; 2009 c.595 §305; repealed by

2011 c.720 §228]

414.369 Prospective drug use review
program. The prospective drug use review
program must use guidelines established by
the Oregon Health Authority that are based
on the recommendations of the Pharmacy
and Therapeutics Committee. The program
must ensure that prior to the prescription
being filled or delivered a review will be
conducted by the pharmacist at the point of
sale to screen for potential drug therapy
problems resulting from the following:

(1) Therapeutic duplication.
(2) Drug-drug interactions, including se-

rious interactions with nonprescription or
over-the-counter drugs.

(3) Incorrect dosage and duration of
treatment.

(4) Drug-allergy interactions.
(5) Clinical abuse and misuse.
(6) Drug-disease contraindications. [2011

c.720 §7]
Note: See note under 414.351.
414.370 [1993 c.578 §8; 2003 c.70 §2; repealed by 2011

c.720 §228]

414.371 Retrospective drug use review
program. The retrospective drug use review
program must use:

(1) Guidelines established by the Oregon
Health Authority that are based on the rec-
ommendations of the Pharmacy and Thera-
peutics Committee; and

(2) The mechanized drug claims process-
ing and information retrieval system to ana-
lyze claims data on drug use against explicit
predetermined standards that are based on
compendia and other sources to monitor the
following:

(a) Therapeutic appropriateness.
(b) Overutilization or underutilization.
(c) Fraud and abuse.
(d) Therapeutic duplication.
(e) Drug-disease contraindications.
(f) Drug-drug interactions.
(g) Incorrect drug dosage or duration of

drug treatment.
(h) Clinical abuse and misuse. [2011 c.720

§8]
Note: See note under 414.351.
414.375 [1993 c.578 §13; 2009 c.595 §306; repealed by

2011 c.720 §228]
414.380 [1993 c.578 §12; 2009 c.595 §307; repealed by

2011 c.720 §228]

414.381 Annual reports; educational
materials; procedures to protect confi-
dential information. In addition to the du-
ties described in ORS 414.361, the Pharmacy
and Therapeutics Committee shall do the
following subject to the approval of the Di-
rector of the Oregon Health Authority:

(1) Publish an annual report, as described
in ORS 414.382.

(2) Publish and disseminate educational
information to prescribers and pharmacists
regarding the committee and the drug use
review programs, including information on
the following:

(a) Identifying and reducing the fre-
quency of patterns of fraud, abuse or inap-
propriate or medically unnecessary care
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among prescribers, pharmacists and recipi-
ents.

(b) Potential or actual severe or adverse
reactions to drugs.

(c) Therapeutic appropriateness.
(d) Overutilization or underutilization.
(e) Appropriate use of generic products.
(f) Therapeutic duplication.
(g) Drug-disease contraindications.
(h) Drug-drug interactions.
(i) Drug allergy interactions.
(j) Clinical abuse and misuse.
(3) Adopt and implement procedures de-

signed to ensure the confidentiality of any
information that identifies individual
prescribers, pharmacists or recipients and
that is collected, stored, retrieved, assessed
or analyzed by the committee, staff of the
committee, the Oregon Health Authority or
contractors to the committee or the author-
ity. [2011 c.720 §5]

Note: See note under 414.351.

414.382 Requirements for annual re-
port. (1) The annual report required under
ORS 414.381 (1) is subject to public comment
prior to its submission to the Director of the
Oregon Health Authority and must include
the following:

(a) An overview of the activities of the
Pharmacy and Therapeutics Committee and
the prospective and retrospective programs;

(b) A summary of interventions made, in-
cluding the number of cases brought before
the committee and the number of interven-
tions made;

(c) An assessment of the impact of the
interventions, criteria and standards used,
including an overall assessment of the im-
pact of the educational programs and inter-
ventions on prescribing and dispensing
patterns;

(d) An assessment of the impact of the
criteria, standards and educational interven-
tions on quality of care; and

(e) An estimate of the cost savings gen-
erated as a result of the prospective and re-
trospective programs, including an overview
of the fiscal impact of the programs to other
areas of the medical assistance program such
as hospitalization or long term care costs.
This analysis should include a cost-benefit
analysis of both the prospective and retro-
spective programs and should take into ac-
count the administrative costs of the drug
utilization review program.

(2) Copies of the annual report shall be
submitted to the President of the Senate, the
Speaker of the House of Representatives and

other persons who request copies of the re-
port. [2011 c.720 §12]

Note: See note under 414.351.
414.385 [1993 c.578 §11; repealed by 2011 c.720 §228]
414.390 [1993 c.578 §10; 2009 c.595 §308; repealed by

2011 c.720 §228]
414.395 [1993 c.578 §14; repealed by 2011 c.720 §228]
414.400 [1993 c.578 §4; 2001 c.900 §103; repealed by

2011 c.720 §228]
414.410 [1993 c.578 §5; 2009 c.595 §309; repealed by

2011 c.720 §228]

414.414 Use and disclosure of confi-
dential information. (1) Information col-
lected under ORS 414.351 to 414.414 that
identifies an individual is confidential and
may not be disclosed by the Pharmacy and
Therapeutics Committee, the retrospective
program or the Oregon Health Authority to
any person other than a health care provider
appearing on a recipient’s medication profile.

(2) The staff of the committee may have
access to identifying information for pur-
poses of carrying out intervention activities.
The identifying information may not be re-
leased to anyone other than a staff member
of the committee, the retrospective program,
the authority or a health care provider ap-
pearing on a recipient’s medication profile
or, for purposes of investigating potential
fraud in programs administered by the au-
thority, the Department of Justice.

(3) The committee may release cumula-
tive, nonidentifying information for the pur-
poses of legitimate research and for
educational purposes. [2011 c.720 §9]

Note: See note under 414.351.
414.415 [1993 c.578 §9; repealed by 2011 c.720 §228]
414.420 [Formerly 414.026; 2009 c.595 §309a; renum-

bered 411.443 in 2009]
414.422 [Formerly 414.027; renumbered 411.445 in

2009]
414.424 [2005 c.494 §2; 2007 c.70 §193; 2009 c.414 §1;

renumbered 411.439 in 2009]

MEDICAL ASSISTANCE FOR
 CERTAIN INDIVIDUALS

414.426 Payment of cost of medical
care for institutionalized persons. The
Oregon Health Authority is hereby author-
ized to pay the cost of care for patients in
institutions operated under ORS 179.321 un-
der the medical assistance program estab-
lished by ORS chapter 414. [Formerly 414.028;
2009 c.595 §310]

Note: 414.426 was enacted into law by the Legisla-
tive Assembly but was not added to or made a part of
ORS chapter 414 or any series therein by legislative
action. See Preface to Oregon Revised Statutes for fur-
ther explanation.

414.428 Coverage for American Indian
and Alaskan Native beneficiaries. (1) An
individual who is eligible for or receiving
medical assistance, as defined in ORS
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414.025, pursuant to a demonstration project
under section 1115 of the Social Security Act
and who is an American Indian and Alaskan
Native beneficiary shall receive the same
package of health services as individuals de-
scribed in ORS 414.706 (1), (2) and (3) if:

(a) The Oregon Health Authority re-
ceives 100 percent federal medical assistance
percentage for payments made by the au-
thority for the package of health services
provided; or

(b) The authority receives funding from
the Indian tribes for which federal financial
participation is available.

(2) As used in this section, “American
Indian and Alaskan Native beneficiary” has
the meaning given that term in ORS 414.631.
[Formerly 414.029; 2007 c.861 §22; 2009 c.595 §311; 2011
c.602 §39; 2013 c.688 §74]

Note: 414.428 was enacted into law by the Legisla-
tive Assembly but was not added to or made a part of
ORS chapter 414 or any series therein by legislative
action. See Preface to Oregon Revised Statutes for fur-
ther explanation.

414.440 [2011 c.207 §1; 2013 c.640 §1; renumbered
411.447 in 2013]

MEDICAL ASSISTANCE BASED ON
CONDITION
(Hemophilia)

414.500 Findings regarding medical
assistance for persons with hemophilia.
The Legislative Assembly finds that there
are citizens of this state who have the dis-
ease of hemophilia and that hemophilia is
generally excluded from any private medical
insurance coverage except in an employment
situation under group coverage which is
usually ended upon termination of employ-
ment. The Legislative Assembly further
finds that there is a need for a statewide
program for the medical care of persons with
hemophilia who are unable to pay for their
necessary medical services, wholly or in part.
[1975 c.513 §1; 1989 c.224 §81]

Note: 414.500 to 414.530 were enacted into law by
the Legislative Assembly but were not added to or made
a part of ORS chapter 414 by legislative action. See
Preface to Oregon Revised Statutes for further explana-
tion.

414.510 Definitions. (1) “Eligible indi-
vidual” means a resident of the State of Or-
egon over the age of 20 years.

(2) “Hemophilia services” means a pro-
gram for medical care, including the cost of
blood transfusions and the use of blood de-
rivatives. [1975 c.513 §2]

Note: See note under 414.500.

414.520 Hemophilia services. Within the
limit of funds expressly appropriated and
available for medical assistance to
hemophiliacs, hemophilia services under ORS

414.500 to 414.530 shall be made available to
eligible persons as recommended by the
Medical Advisory Committee of the Oregon
Chapter of the National Hemophilia Founda-
tion. [1975 c.513 §3]

Note: See note under 414.500.

414.530 When payments not made for
hemophilia services. Payments under ORS
414.500 to 414.530 shall not be made for any
services which are available to the recipient
under any other private, state or federal
programs or under other contractual or legal
entitlements. However, no provision of ORS
414.500 to 414.530 is intended to limit in any
way state participation in any federal pro-
gram for medical care of persons with
hemophilia. [1975 c.513 §4]

Note: See note under 414.500.

(Breast and Cervical Cancer)
414.532 Definitions for ORS 414.534 to

414.538. As used in ORS 414.534 to 414.538:
(1) “Medical assistance” has the meaning

given that term in ORS 414.025.
(2) “Provider” has the meaning given

that term in ORS 743.801. [2001 c.902 §1]
Note: 414.532 to 414.540 were enacted into law by

the Legislative Assembly but were not added to or made
a part of ORS chapter 414 or any series therein by leg-
islative action. See Preface to Oregon Revised Statutes
for further explanation.

414.534 Treatment for breast or
cervical cancer; eligibility criteria for
medical assistance; rules. (1) The Oregon
Health Authority shall provide medical as-
sistance, as defined in ORS 414.025, to a
woman who:

(a) Is found by a provider to be in need
of treatment for breast or cervical cancer;

(b) Meets the eligibility criteria for the
Oregon Breast and Cervical Cancer Program
prescribed by rule by the authority;

(c) Does not otherwise have creditable
coverage, as defined in 42 U.S.C. 300gg(c);
and

(d) Is 64 years of age or younger.
(2) The period of time a woman can re-

ceive medical assistance based on the eligi-
bility criteria of subsection (1) of this
section:

(a) Begins:
(A) On the date the Department of Hu-

man Services or the Oregon Health Author-
ity makes a formal determination that the
woman is eligible for medical assistance in
accordance with subsection (1) of this sec-
tion; or

(B) Up to three months prior to the
month in which the woman applied for med-
ical assistance if on the earlier date the
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woman met the eligibility criteria of subsec-
tion (1) of this section.

(b) Ends when:
(A) The woman is no longer in need of

treatment; or
(B) The department or the authority de-

termines the woman no longer meets the el-
igibility criteria of subsection (1) of this
section. [2001 c.902 §2; 2009 c.595 §313; 2011 c.555 §1;
2013 c.688 §75]

Note: See note under 414.532.

414.536 Presumptive eligibility for
medical assistance for treatment of
breast or cervical cancer. (1) If the De-
partment of Human Services or the Oregon
Health Authority determines that a woman
likely is eligible for medical assistance under
ORS 414.534, the department or the authority
shall determine her to be presumptively eli-
gible for medical assistance until a formal
determination on eligibility is made.

(2) The period of time a woman may re-
ceive medical assistance based on presump-
tive eligibility is limited. The period of time:

(a) Begins on the date that the depart-
ment or the authority determines the woman
likely meets the eligibility criteria under
ORS 414.534; and

(b) Ends on the earlier of the following
dates:

(A) If the woman applies for medical as-
sistance following the determination by the
department or the authority that the woman
is presumptively eligible for medical assist-
ance, the date on which a formal determi-
nation on eligibility is made by the
department or the authority in accordance
with ORS 414.534; or

(B) If the woman does not apply for med-
ical assistance following the determination
by the department or the authority that the
woman is presumptively eligible for medical
assistance, the last day of the month follow-
ing the month in which presumptive eligibil-
ity begins. [2001 c.902 §3; 2009 c.595 §314; 2013 c.688
§76]

Note: See note under 414.532.

414.538 Prohibition on coverage limi-
tations; priority to low-income women.
(1) The Department of Human Services and
the Oregon Health Authority may not impose
income or resource limitations or a prior pe-
riod of uninsurance on a woman who other-
wise qualifies for medical assistance under
ORS 414.534 or 414.536.

(2) In establishing eligibility require-
ments for medical assistance under ORS
414.534, the department and the authority
shall give priority to low-income women.
[2001 c.902 §4; 2009 c.595 §315; 2011 c.720 §141]

Note: See note under 414.532.

414.540 Rules. The Oregon Health Au-
thority shall adopt rules necessary for the
implementation and administration of ORS
414.534 to 414.538. [2001 c.902 §5; 2009 c.595 §316]

Note: See note under 414.532.

(Cystic Fibrosis)
414.550 Definitions for ORS 414.550 to

414.565. As used in ORS 414.550 to 414.565:
(1) “Cystic fibrosis services” means a

program for medical care, including the cost
of prescribed medications and equipment, re-
spiratory therapy, physical therapy, coun-
seling services that pertain directly to cystic
fibrosis related health needs and outpatient
services including physicians’ fees, X-rays
and necessary clinical tests to insure proper
ongoing monitoring and maintenance of the
patient’s health.

(2) “Eligible individual” means a resident
of the State of Oregon over 18 years of age.
[1985 c.532 §2]

Note: 414.550 to 414.565 were enacted into law by
the Legislative Assembly but were not added to or made
a part of ORS chapter 414 by legislative action. See
Preface to Oregon Revised Statutes for further explana-
tion.

414.555 Findings regarding medical
assistance for persons with cystic
fibrosis. The Legislative Assembly finds that
there are citizens of this state who have the
disease of cystic fibrosis and that cystic
fibrosis is generally excluded from any pri-
vate medical insurance coverage except in an
employment situation under group coverage
which is usually ended upon termination of
employment. The Legislative Assembly fur-
ther finds that there is a need for a statewide
program for the medical care of persons with
cystic fibrosis who are unable to pay for
their necessary medical services, wholly or
in part. [1985 c.532 §1; 1989 c.224 §82]

Note: See note under 414.550.

414.560 Cystic fibrosis services. (1)
Within the limit of funds expressly appropri-
ated and available for medical assistance to
individuals who have cystic fibrosis, cystic
fibrosis services under ORS 414.550 to
414.565 shall be made available by the Ser-
vices for Children with Special Health Needs
to eligible individuals as recommended by the
review committee. The review committee
shall consist of the Cystic Fibrosis Center
Director, the Oregon Cystic Fibrosis Chapter
Medical Advisory Committee and other re-
cognized and knowledgeable community
leaders in the area of health care delivery
designated to serve on the review committee
by the Director of the Services for Children
with Special Health Needs.

(2) No member of the review committee
shall be held criminally or civilly liable for
actions pursuant to this section provided the
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member acts in good faith, on probable cause
and without malice. [1985 c.532 §3; 1989 c.224 §83]

Note: See note under 414.550.

414.565 When payments not made for
cystic fibrosis services. Payments under
ORS 414.550 to 414.565 shall not be made for
any services which are available to the re-
cipient under any other private, state or fed-
eral programs or under other contractual or
legal entitlements. However, no provision of
ORS 414.550 to 414.565 is intended to limit in
any way state participation in any federal
program for medical care of persons with
cystic fibrosis. [1985 c.532 §4]

Note: See note under 414.550.

OREGON INTEGRATED AND
COORDINATED CARE
 DELIVERY SYSTEM

(Prepaid Managed Care Health
 Services Organizations)

414.610 Legislative intent. It is the in-
tent of the Legislative Assembly to develop
and implement new strategies for persons el-
igible to receive medical assistance that pro-
mote and change the incentive structure in
the delivery and financing of medical care,
that encourage cost consciousness on the
part of the users and providers while main-
taining quality medical care and that strive
to make state payments for such medical
care sufficient to compensate providers ade-
quately for the reasonable costs of such care
in order to minimize inappropriate cost shifts
onto other health care payers. [1983 c.590 §1;
1985 c.747 §8]

Note: 414.610 is repealed July 1, 2017. See section
64, chapter 602, Oregon Laws 2011, as amended by sec-
tion 70, chapter 602, Oregon Laws 2011, and section 23,
chapter 8, Oregon Laws 2012.

414.615 Selection of providers; re-
imbursement for services not covered;
actions as trade practice; actions not in-
surance; rules. (1) Eligible persons shall se-
lect, to the extent practicable as determined
by the Oregon Health Authority, from among
available providers participating in the pro-
gram.

(2) The authority by rule shall define the
circumstances under which it may choose to
reimburse for any medical services not cov-
ered under the prepaid capitation or costs of
related services provided by or under referral
from any physician participating in the pro-
gram in which the eligible person is enrolled.

(3) The authority shall establish require-
ments as to the minimum time period that
an eligible person is assigned to specific pro-
viders in the system.

(4) Actions taken by providers, potential
providers, contractors and bidders in specific
accordance with this chapter in forming

consortiums or in otherwise entering into
contracts to provide medical care shall be
considered to be conducted at the direction
of this state, shall be considered to be lawful
trade practices and shall not be considered
to be the transaction of insurance for pur-
poses of ORS 279A.025, 279A.140, 414.145 and
414.610 to 414.620. [Formerly 414.640]

Note: 414.615 (formerly 414.640) is repealed July 1,
2017. See section 64, chapter 602, Oregon Laws 2011, as
amended by section 70, chapter 602, Oregon Laws 2011,
and section 23, chapter 8, Oregon Laws 2012.

414.618 Authorization for alternatives
to reimbursement of coordinated care
organizations. (1) In areas that are not
served by a coordinated care organization,
the Oregon Health Authority may execute
prepaid capitated health service contracts for
at least hospital or physician medical care,
or both, with hospital and medical organiza-
tions, health maintenance organizations and
any other appropriate public or private per-
sons.

(2) For purposes of ORS 279A.025,
279A.140, 414.145 and 414.610 to 414.620, in-
strumentalities and political subdivisions of
the state are authorized to enter into prepaid
capitated health service contracts with the
authority and shall not thereby be considered
to be transacting insurance.

(3) In the event that there is an insuffi-
cient number of qualified bids for coordi-
nated care organizations or prepaid capitated
health services contracts for hospital or phy-
sician medical care, or both, in some areas
of the state, the authority may continue a fee
for service payment system.

(4) Payments to providers may be subject
to contract provisions requiring the retention
of a specified percentage in an incentive fund
or to other contract provisions by which ad-
justments to the payments are made based
on utilization efficiency.

(5) Contracts described in this section
are not subject to ORS chapters 279A and
279B, except that the contracts are subject
to ORS 279A.235 and 279A.250 to 279A.290.
[Formerly 414.630]

Note: 414.618 (formerly 414.630) is repealed July 1,
2017. See section 64, chapter 602, Oregon Laws 2011, as
amended by section 70, chapter 602, Oregon Laws 2011,
and section 23, chapter 8, Oregon Laws 2012.

(Coordinated Care Organizations)
414.620 System established. (1) There is

established the Oregon Integrated and Coor-
dinated Health Care Delivery System. The
system shall consist of state policies and ac-
tions that make coordinated care organiza-
tions accountable for care management and
provision of integrated and coordinated
health care for each organization’s members,
managed within fixed global budgets, by pro-
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viding care so that efficiency and quality
improvements reduce medical cost inflation
while supporting the development of regional
and community accountability for the health
of the residents of each region and commu-
nity, and while maintaining regulatory con-
trols necessary to ensure quality and
affordable health care for all Oregonians.

(2) The Oregon Health Authority shall
seek input from groups and individuals who
are part of underserved communities, includ-
ing ethnically diverse populations, geograph-
ically isolated groups, seniors, people with
disabilities and people using mental health
services, and shall also seek input from pro-
viders, coordinated care organizations and
communities, in the development of strate-
gies that promote person centered care and
encourage healthy behaviors, healthy life-
styles and prevention and wellness activities
and promote the development of patients’
skills in self-management and illness man-
agement.

(3) The authority shall regularly report
to the Oregon Health Policy Board, the Gov-
ernor and the Legislative Assembly on the
progress of payment reform and delivery sys-
tem change including:

(a) The achievement of benchmarks;
(b) Progress toward eliminating health

disparities;
(c) Results of evaluations;
(d) Rules adopted;
(e) Customer satisfaction;
(f) Use of patient centered primary care

homes;
(g) The involvement of local governments

in governance and service delivery; and
(h) Other developments with respect to

coordinated care organizations. [1983 c.590 §2;
1985 c.747 §2; 2011 c.602 §2]

414.625 Coordinated care organiza-
tions; rules. (1) The Oregon Health Author-
ity shall adopt by rule the qualification
criteria and requirements for a coordinated
care organization and shall integrate the
criteria and requirements into each contract
with a coordinated care organization. Coor-
dinated care organizations may be local,
community-based organizations or statewide
organizations with community-based partic-
ipation in governance or any combination of
the two. Coordinated care organizations may
contract with counties or with other public
or private entities to provide services to
members. The authority may not contract
with only one statewide organization. A co-
ordinated care organization may be a single
corporate structure or a network of providers
organized through contractual relationships.
The criteria adopted by the authority under

this section must include, but are not limited
to, the coordinated care organization’s dem-
onstrated experience and capacity for:

(a) Managing financial risk and estab-
lishing financial reserves.

(b) Meeting the following minimum fi-
nancial requirements:

(A) Maintaining restricted reserves of
$250,000 plus an amount equal to 50 percent
of the coordinated care organization’s total
actual or projected liabilities above $250,000.

(B) Maintaining a net worth in an
amount equal to at least five percent of the
average combined revenue in the prior two
quarters of the participating health care en-
tities.

(c) Operating within a fixed global bud-
get.

(d) Developing and implementing alterna-
tive payment methodologies that are based
on health care quality and improved health
outcomes.

(e) Coordinating the delivery of physical
health care, mental health and chemical de-
pendency services, oral health care and cov-
ered long-term care services.

(f) Engaging community members and
health care providers in improving the health
of the community and addressing regional,
cultural, socioeconomic and racial disparities
in health care that exist among the coordi-
nated care organization’s members and in the
coordinated care organization’s community.

(2) In addition to the criteria specified in
subsection (1) of this section, the authority
must adopt by rule requirements for coordi-
nated care organizations contracting with
the authority so that:

(a) Each member of the coordinated care
organization receives integrated person cen-
tered care and services designed to provide
choice, independence and dignity.

(b) Each member has a consistent and
stable relationship with a care team that is
responsible for comprehensive care manage-
ment and service delivery.

(c) The supportive and therapeutic needs
of each member are addressed in a holistic
fashion, using patient centered primary care
homes or other models that support patient
centered primary care and individualized
care plans to the extent feasible.

(d) Members receive comprehensive tran-
sitional care, including appropriate follow-up,
when entering and leaving an acute care fa-
cility or a long term care setting.

(e) Members receive assistance in navi-
gating the health care delivery system and in
accessing community and social support ser-
vices and statewide resources, including
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through the use of certified health care in-
terpreters, as defined in ORS 413.550, com-
munity health workers and personal health
navigators who meet competency standards
established by the authority under ORS
414.665 or who are certified by the Home
Care Commission under ORS 410.604.

(f) Services and supports are geograph-
ically located as close to where members re-
side as possible and are, if available, offered
in nontraditional settings that are accessible
to families, diverse communities and under-
served populations.

(g) Each coordinated care organization
uses health information technology to link
services and care providers across the
continuum of care to the greatest extent
practicable and if financially viable.

(h) Each coordinated care organization
complies with the safeguards for members
described in ORS 414.635.

(i) Each coordinated care organization
convenes a community advisory council that
meets the criteria specified in ORS 414.627.

(j) Each coordinated care organization
prioritizes working with members who have
high health care needs, multiple chronic
conditions, mental illness or chemical de-
pendency and involves those members in ac-
cessing and managing appropriate preventive,
health, remedial and supportive care and
services to reduce the use of avoidable
emergency room visits and hospital admis-
sions.

(k) Members have a choice of providers
within the coordinated care organization’s
network and that providers participating in
a coordinated care organization:

(A) Work together to develop best prac-
tices for care and service delivery to reduce
waste and improve the health and well-being
of members.

(B) Are educated about the integrated
approach and how to access and communi-
cate within the integrated system about a
patient’s treatment plan and health history.

(C) Emphasize prevention, healthy life-
style choices, evidence-based practices,
shared decision-making and communication.

(D) Are permitted to participate in the
networks of multiple coordinated care organ-
izations.

(E) Include providers of specialty care.
(F) Are selected by coordinated care or-

ganizations using universal application and
credentialing procedures, objective quality
information and are removed if the providers
fail to meet objective quality standards.

(G) Work together to develop best prac-
tices for culturally appropriate care and ser-

vice delivery to reduce waste, reduce health
disparities and improve the health and well-
being of members.

(L) Each coordinated care organization
reports on outcome and quality measures
adopted under ORS 414.638 and participates
in the health care data reporting system es-
tablished in ORS 442.464 and 442.466.

(m) Each coordinated care organization
uses best practices in the management of fi-
nances, contracts, claims processing, pay-
ment functions and provider networks.

(n) Each coordinated care organization
participates in the learning collaborative de-
scribed in ORS 442.210 (3).

(o) Each coordinated care organization
has a governing body that includes:

(A) Persons that share in the financial
risk of the organization who must constitute
a majority of the governing body;

(B) The major components of the health
care delivery system;

(C) At least two health care providers in
active practice, including:

(i) A physician licensed under ORS chap-
ter 677 or a nurse practitioner certified un-
der ORS 678.375, whose area of practice is
primary care; and

(ii) A mental health or chemical depend-
ency treatment provider;

(D) At least two members from the com-
munity at large, to ensure that the
organization’s decision-making is consistent
with the values of the members and the
community; and

(E) At least one member of the commu-
nity advisory council.

(p) Each coordinated care organization’s
governing body establishes standards for
publicizing the activities of the coordinated
care organization and the organization’s
community advisory councils, as necessary,
to keep the community informed.

(3) The authority shall consider the par-
ticipation of area agencies and other non-
profit agencies in the configuration of
coordinated care organizations.

(4) In selecting one or more coordinated
care organizations to serve a geographic
area, the authority shall:

(a) For members and potential members,
optimize access to care and choice of provid-
ers;

(b) For providers, optimize choice in con-
tracting with coordinated care organizations;
and

(c) Allow more than one coordinated care
organization to serve the geographic area if
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necessary to optimize access and choice un-
der this subsection.

(5) On or before July 1, 2014, each coor-
dinated care organization must have a formal
contractual relationship with any dental care
organization that serves members of the co-
ordinated care organization in the area
where they reside. [2011 c.602 §4; 2012 c.8 §20; 2013
c.535 §3]

414.627 Community advisory councils.
(1) A coordinated care organization must
have a community advisory council to ensure
that the health care needs of the consumers
and the community are being addressed. The
council must:

(a) Include representatives of the com-
munity and of each county government
served by the coordinated care organization,
but consumer representatives must consti-
tute a majority of the membership; and

(b) Have its membership selected by a
committee composed of equal numbers of
county representatives from each county
served by the coordinated care organization
and members of the governing body of the
coordinated care organization.

(2) The duties of the council include, but
are not limited to:

(a) Identifying and advocating for pre-
ventive care practices to be utilized by the
coordinated care organization;

(b) Overseeing a community health as-
sessment and adopting a community health
improvement plan to serve as a strategic
population health and health care system
service plan for the community served by the
coordinated care organization; and

(c) Annually publishing a report on the
progress of the community health improve-
ment plan.

(3) The community health improvement
plan adopted by the council should describe
the scope of the activities, services and re-
sponsibilities that the coordinated care or-
ganization will consider upon implementation
of the plan. The activities, services and re-
sponsibilities defined in the plan may in-
clude, but are not limited to:

(a) Analysis and development of public
and private resources, capacities and metrics
based on ongoing community health assess-
ment activities and population health priori-
ties;

(b) Health policy;
(c) System design;
(d) Outcome and quality improvement;
(e) Integration of service delivery; and
(f) Workforce development.
(4) The council shall meet at least once

every three months. The council shall post

a report of its meetings and discussions to
the website of the coordinated care organ-
ization and other websites appropriate to
keeping the community informed of the
council’s activities. The council, the govern-
ing body of the coordinated care organization
or a designee of the council or governing
body has discretion as to whether public
comments received at meetings that are open
to the public will be included in the reports
posted to the website and, if so, which com-
ments are appropriate for posting.

(5) If the regular council meetings are
not open to the public and do not provide an
opportunity for members of the public to
provide written and oral comments, the
council shall hold semiannual meetings:

(a) That are open to the public and at-
tended by the members of the council;

(b) At which the council shall report on
the activities of the coordinated care organ-
ization and the council;

(c) At which the council shall provide
written reports on the activities of the coor-
dinated care organization; and

(d) At which the council shall provide
the opportunity for the public to provide
written or oral comments.

(6) The coordinated care organization
shall post to the organization’s website con-
tact information for, at a minimum, the
chairperson, a member of the community ad-
visory council or a designated staff member
of the organization.

(7) Meetings of the council are not sub-
ject to ORS 192.610 to 192.710. [2012 c.8 §13;
2013 c.535 §4]

Note: The amendments to 414.627 by section 5,
chapter 535, Oregon Laws 2013, become operative Janu-
ary 1, 2015. See section 6, chapter 535, Oregon Laws
2013. The text that is operative on and after January
1, 2015, is set forth for the user’s convenience.

414.627. (1) A coordinated care organization must
have a community advisory council to ensure that the
health care needs of the consumers and the community
are being addressed. The council must:

(a) Include representatives of the community and
of each county government served by the coordinated
care organization, but consumer representatives must
constitute a majority of the membership; and

(b) Have its membership selected by a committee
composed of equal numbers of county representatives
from each county served by the coordinated care or-
ganization and members of the governing body of the
coordinated care organization.

(2) The duties of the council include, but are not
limited to:

(a) Identifying and advocating for preventive care
practices to be utilized by the coordinated care organ-
ization;

(b) Overseeing a community health assessment and
adopting a community health improvement plan to serve
as a strategic population health and health care system
service plan for the community served by the coordi-
nated care organization; and
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(c) Annually publishing a report on the progress
of the community health improvement plan.

(3) The community health improvement plan
adopted by the council should describe the scope of the
activities, services and responsibilities that the coordi-
nated care organization will consider upon implementa-
tion of the plan. The activities, services and
responsibilities defined in the plan may include, but are
not limited to:

(a) Analysis and development of public and private
resources, capacities and metrics based on ongoing
community health assessment activities and population
health priorities;

(b) Health policy;
(c) System design;
(d) Outcome and quality improvement;
(e) Integration of service delivery; and
(f) Workforce development.
(4) The council shall meet at least once every three

months. The council shall post a report of its meetings
and discussions to the website of the coordinated care
organization and other websites appropriate to keeping
the community informed of the council’s activities. The
council, the governing body of the coordinated care or-
ganization or a designee of the council or governing
body has discretion as to whether public comments re-
ceived at meetings that are open to the public will be
included in the reports posted to the website and, if so,
which comments are appropriate for posting.

(5) If the regular council meetings are not open to
the public and do not provide an opportunity for mem-
bers of the public to provide written and oral comments,
the council shall hold quarterly meetings:

(a) That are open to the public and attended by the
members of the council;

(b) At which the council shall report on the activ-
ities of the coordinated care organization and the
council;

(c) At which the council shall provide written re-
ports on the activities of the coordinated care organ-
ization; and

(d) At which the council shall provide the oppor-
tunity for the public to provide written or oral com-
ments.

(6) The coordinated care organization shall post to
the organization’s website contact information for, at a
minimum, the chairperson, a member of the community
advisory council or a designated staff member of the
organization.

(7) Meetings of the council are not subject to ORS
192.610 to 192.710.

Note: Sections 1 and 2, chapter 598, Oregon Laws
2013, provide:

Sec. 1. (1) A community health improvement plan
adopted by a coordinated care organization and its
community advisory council in accordance with section
13, chapter 8, Oregon Laws 2012 [414.627], shall include,
to the extent practicable, a strategy and a plan for:

(a) Working with the Early Learning Council, the
Youth Development Council and the school health pro-
viders in the region; and

(b) Coordinating the effective and efficient delivery
of health care to children and adolescents in the com-
munity.

(2) A community health improvement plan must be
based on research, including research into adverse
childhood experiences, and must identify funding
sources and additional funding necessary to address the
health needs of children and adolescents in the commu-
nity and to meet the goals of the plan. The plan must
also:

(a) Evaluate the adequacy of the existing school-
based health center network to meet the specific
pediatric and adolescent health care needs in the com-
munity;

(b) Make recommendations to improve the school-
based health center system, including the addition or
improvement of electronic medical records and billing
systems;

(c) Take into consideration whether integration of
school-based health centers with the larger health sys-
tem or system of community clinics would further ad-
vance the goals of the plan;

(d) Improve the integration of all services provided
to meet the needs of children, adolescents and families;

(e) Focus on primary care, behavioral health and
oral health; and

(f) Address promotion of health and prevention and
early intervention in the treatment of children and ad-
olescents.

(3) A coordinated care organization shall involve
in the development of its community health improve-
ment plan, school-based health centers, school nurses,
school mental health providers and individuals repres-
enting:

(a) The Early Learning Council;
(b) The Youth Development Council in the region;
(c) The Healthy Start Family Support Services

program in the region;
(d) The Health Care for All Oregon Children pro-

gram and other medical assistance programs;
(e) Relief nurseries in the region;
(f) Community health centers;
(g) Oral health care providers;
(h) Community mental health providers;
(i) Administrators of county health department

programs that offer preventive health services to chil-
dren;

(j) Hospitals in the region; and
(k) Other appropriate child and adolescent health

program administrators.
(4) The Oregon Health Authority may provide in-

centive grants to coordinated care organizations for the
purpose of contracting with individuals or organizations
to help coordinate integration strategies identified in
the community health improvement plan adopted by the
community advisory council. The authority may also
provide funds to coordinated care organizations to im-
prove systems of services that will promote the imple-
mentation of the plan.

(5) Each coordinated care organization shall report
to the authority, in the form and manner prescribed by
the authority, on the progress of the integration strate-
gies and implementation of the plan for working with
the Early Learning Council, the Youth Development
Council and school health care providers in the region,
as part of the development and implementation of the
community health improvement plan. The authority
shall compile the information and report the informa-
tion to the Legislative Assembly by December 31, 2014.
[2013 c.598 §1]

Sec. 2. Section 1 of this 2013 Act is repealed on the
date of the convening of the 2015 regular session of the
Legislative Assembly as specified in ORS 171.010
[February 2, 2015]. [2013 c.598 §2]

Note: 414.627 and 414.628 were enacted into law by
the Legislative Assembly but were not added to or made
a part of ORS chapter 414 or any series therein by leg-
islative action. See Preface to Oregon Revised Statutes
for further explanation.
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414.628 Innovator agents. (1) Upon the
request of a coordinated care organization,
the Oregon Health Authority shall assign to
the coordinated care organization one em-
ployee of the authority, called an innovator
agent, to act as the single point of contact
between the coordinated care organization
and the authority. The innovator agent must
be available to the organization on a day-to-
day basis to facilitate the exchange of infor-
mation between the coordinated care
organization and the authority. The organ-
ization may provide a work space to enable
the agent to be colocated at a site of the co-
ordinated care organization if practical.

(2) Innovator agents must observe the
meetings of the community advisory councils
and report on the meetings to the authority.

(3) Not less than once every calendar
quarter, all of the innovator agents must
meet in person to discuss the ideas, projects
and creative innovations planned or under-
taken by their assigned coordinated care or-
ganizations.

(4) The innovator agent shall be made
available by the authority for a period of four
years beginning on the date that the coordi-
nated care organization first contracts with
the authority to be a coordinated care or-
ganization. Upon the request of the coordi-
nated care organization, the authority may
extend the period. [2012 c.8 §14]

Note: See third note under 414.627.

(Temporary provisions related
 to transition)

Note: Sections 11 and 12, chapter 8, Oregon Laws
2012, provide:

Sec. 11. In each calendar quarter, the Oregon
Health Authority shall report to the appropriate com-
mittees or interim committees of the Legislative Assem-
bly:

(1) On the implementation of the Oregon Integrated
and Coordinated Care Delivery System;

(2) On the progress in implementing an arbitration
process in accordance with ORS 414.635 (7);

(3) For the purpose of developing a baseline with
which to compare future costs, per member costs for
each category of service;

(4) The administrative costs to the authority in the
implementation of the system and the aggregate finan-
cial information reported to the authority by coordi-
nated care organizations, including but not limited to
the coordinated care organizations’:

(a) Payments for each category of service as pre-
scribed by the authority; and

(b) Reserves, projected cash flows and other finan-
cial information prescribed by the authority by rule;
and

(5) On efforts made, in collaboration with the Ore-
gon Health Insurance Exchange Corporation, to coordi-
nate eligibility determination and enrollment processes
for qualified health plans and the state medical assist-
ance program. [2012 c.8 §11; 2013 c.368 §2]

Sec. 12. Section 11 of this 2012 Act is repealed July
1, 2017. [2012 c.8 §12]

Note: Sections 14, 16, 62 and 64 (4), chapter 602,
Oregon Laws 2011, provide:

Sec. 14. Transitional provisions. (1) Notwith-
standing ORS 414.631 and 414.651, in any area of the
state where a coordinated care organization has not
been certified, the Oregon Health Authority shall con-
tinue to contract with one or more prepaid managed
care health services organizations, as defined in ORS
414.736, that serve the area and that are in compliance
with contractual obligations owed to the state or local
government.

(2) Prepaid managed care health services organiza-
tions contracting with the authority under this section
are subject to the applicable requirements for, and are
permitted to exercise the rights of, coordinated care or-
ganizations under ORS 414.153, 414.625, 414.635, 414.638,
414.651, 414.655, 414.679, 414.712, 414.728, 414.743, 414.746,
414.760, 416.510 to 416.610, 441.094, 442.464, 655.515,
659.830 and 743.847.

(3) The authority may amend contracts that are in
place on July 1, 2011, to allow prepaid managed care
health services organizations that meet the criteria
adopted by the authority under ORS 414.625 to become
coordinated care organizations.

(4) The authority shall continue to renew the con-
tracts of prepaid managed care health services organ-
izations that have a contract with the authority on July
1, 2011, until the earlier of the date the prepaid man-
aged care health services organization becomes a coor-
dinated care organization or July 1, 2014. Contracts
with prepaid managed care health services organiza-
tions must terminate no later than July 1, 2017.

(5) The authority shall continue to renew contracts
or ensure that counties renew contracts with providers
of residential chemical dependency treatment until the
provider enters into a contract with a coordinated care
organization but no later than July 1, 2013.

(6) Notwithstanding ORS 414.625 (2)(g) and 414.655
(2), the authority shall allow for a period of transition
to the full adoption of health information technology
by coordinated care organizations and patient centered
primary care homes. The authority shall explore options
for assisting providers and coordinated care organiza-
tions in funding their use of health information tech-
nology. [2011 c.602 §14; 2012 c.8 §2]

Sec. 16. Health care cost containment. (1) The
Oregon Health Authority shall conduct a study and de-
velop recommendations for legislative and administra-
tive remedies that will contain health care costs by
reducing costs attributable to defensive medicine and
the overutilization of health services and procedures,
while protecting access to health care services for those
in need and protecting their access to seek redress
through the judicial system for harms caused by med-
ical malpractice. The study and recommendations
should address but are not limited to:

(a) An analysis of the cost of defensive medicine
within the Oregon health care delivery system and its
potential budget impact, and containment and savings
that would result from recommended changes.

(b) Identification of costs within the health care
delivery system, including costs to taxpayers and con-
sumers related to care and utilization rates impacted by
defensive medical procedures or medical malpractice
concerns.

(c) An analysis of utilization, testing, services or-
dered, prescribed or delivered through centers or facili-
ties in which there is a financial interest between the
provider requesting a test or service and the entity or
individual providing the test or service, including an
examination of Stark laws exceptions and exemptions.

(d) Establishment of criteria for evaluation and re-
duced utilization of services and procedures where the

Title 34 Page 31 (2013 Edition)



414.631 HUMAN SERVICES; JUVENILE CODE; CORRECTIONS

health of those served is not negatively impacted or
necessarily improved.

(e) Identification and analysis of the benefits and
impact of caps on medical liability insurance premiums
as well as the benefits and potential cost saving from
the extension of coverage through the Oregon Tort
Claims Act to those who serve or act as agents of the
state.

(f) A path for a cap on damages for those acting
on behalf of the state and serving individuals who re-
ceive medical assistance or have medical coverage
through other publicly funded programs.

(g) An examination of the possible clarifications
and limitations on joint and several liability require-
ments for coordinated care organizations so that these
organizations can assume the risk of their actions but
are not liable for the actions of others within the coor-
dinated care organization or its contracted services.

(h) The effectiveness of binding and nonbinding
medical panels in addressing claims of medical mal-
practice.

(2) The authority shall coordinate with the Depart-
ment of Consumer and Business Services and other ap-
propriate agencies, including nongovernmental agencies,
in order to collect and analyze the data generated by
the study and to make complete recommendations to the
Legislative Assembly.

(3) The authority shall secure assistance and input
from stakeholder organizations in an effort to secure
the best information available relevant to the impacts
on administrative costs resulting from litigation, as well
as to identify cost containment or cost reduction mech-
anisms.

(4) The authority shall focus its efforts on the
medical malpractice marketplace and coverage through-
out Oregon and the impact of implementing medical
malpractice liability caps, in order to provide complete
information to the Legislative Assembly as it studies the
collective elements of health system transformation.

(5) The authority shall present the study and rec-
ommendations for addressing health care cost contain-
ment and cost reductions to the Legislative Assembly
at the same time that the coordinated care organization
qualification criteria and global budgeting process are
presented to the Legislative Assembly for approval un-
der section 13 of this 2011 Act. [2011 c.602 §16]

Sec. 62. Approval required. The Oregon Health
Authority may not implement any provision of chapter
602, Oregon Laws 2011, that requires federal approval,
or that requires federal approval to receive federal fi-
nancial participation, until the authority has received
the federal approval. [2011 c.602 §62; 2012 c.8 §3]

Sec. 64. (4) Section 14, chapter 602, Oregon Laws
2011, as amended by section 2 of this 2012 Act [section
2, chapter 8, Oregon Laws 2012], is repealed July 1, 2017.
[2011 c.602 §64; 2011 c.602 §70; 2012 c.8 §23(4)]

414.630 [1983 c.590 §3; 1991 c.66 §24; 2003 c.794 §275;
2009 c.595 §317; 2011 c.602 §40; renumbered 414.618 in
2011]

414.631 Mandatory enrollment in co-
ordinated care organization; exemptions.
(1) Except as provided in subsections (2), (3),
(4) and (5) of this section and ORS 414.632
(2), a person who is eligible for or receiving
health services must be enrolled in a coordi-
nated care organization to receive the health
services for which the person is eligible. For
purposes of this subsection, Medicaid-funded
long term care services do not constitute
health services.

(2) Subsections (1) and (4) of this section
do not apply to:

(a) A person who is a noncitizen and who
is eligible only for labor and delivery ser-
vices and emergency treatment services;

(b) A person who is an American Indian
and Alaskan Native beneficiary;

(c) An individual described in ORS
414.632 (2) who is dually eligible for Medi-
care and Medicaid and enrolled in a program
of all-inclusive care for the elderly; and

(d) A person whom the Oregon Health
Authority may by rule exempt from the
mandatory enrollment requirement of sub-
section (1) of this section, including but not
limited to:

(A) A person who is also eligible for
Medicare;

(B) A woman in her third trimester of
pregnancy at the time of enrollment;

(C) A person under 19 years of age who
has been placed in adoptive or foster care
out of state;

(D) A person under 18 years of age who
is medically fragile and who has special
health care needs;

(E) A person receiving services under the
Medically Involved Home-Care Program cre-
ated by ORS 417.345 (1); and

(F) A person with major medical cover-
age.

(3) Subsection (1) of this section does not
apply to a person who resides in an area that
is not served by a coordinated care organ-
ization or where the organization’s provider
network is inadequate.

(4) In any area that is not served by a
coordinated care organization but is served
by a prepaid managed care health services
organization, a person must enroll with the
prepaid managed care health services organ-
ization to receive any of the health services
offered by the prepaid managed care health
services organization.

(5) As used in this section, “American
Indian and Alaskan Native beneficiary”
means:

(a) A member of a federally recognized
Indian tribe;

(b) An individual who resides in an urban
center and:

(A) Is a member of a tribe, band or other
organized group of Indians, including those
tribes, bands or groups whose recognition
was terminated since 1940 and those recog-
nized now or in the future by the state in
which the member resides, or who is a de-
scendant in the first or second degree of
such a member;
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(B) Is an Eskimo or Aleut or other
Alaskan Native; or

(C) Is determined to be an Indian under
regulations promulgated by the United States
Secretary of the Interior;

(c) A person who is considered by the
United States Secretary of the Interior to be
an Indian for any purpose; or

(d) An individual who is considered by
the United States Secretary of Health and
Human Services to be an Indian for purposes
of eligibility for Indian health care services,
including as a California Indian, Eskimo,
Aleut or other Alaskan Native. [Formerly
414.737]

414.632 Services to individuals who are
dually eligible for Medicare and Medicaid.
(1) Subject to the Oregon Health Authority
obtaining any necessary authorization from
the Centers for Medicare and Medicaid Ser-
vices, coordinated care organizations that
meet the criteria adopted under ORS 414.625
are responsible for providing covered Medi-
care and Medicaid services, other than
Medicaid-funded long term care services, to
members who are dually eligible for Medi-
care and Medicaid in addition to medical as-
sistance recipients.

(2) An individual who is dually eligible
for Medicare and Medicaid shall be permit-
ted to enroll in and remain enrolled in a:

(a) Program of all-inclusive care for the
elderly, as defined in 42 C.F.R. 460.6; and

(b) Medicare Advantage plan, as defined
in 42 C.F.R. 422.2, until the plan is fully in-
tegrated into a coordinated care organiza-
tion.

(3) Except for the enrollment in coordi-
nated care organizations of individuals who
are dually eligible for Medicare and
Medicaid, the rights and benefits of Medicare
beneficiaries under Title XVIII of the Social
Security Act shall be preserved. [2011 c.602 §7;
2012 c.8 §25]

414.635 Consumer and provider pro-
tections; rules. (1) The Oregon Health Au-
thority shall adopt by rule safeguards for
members enrolled in coordinated care organ-
izations that protect against underutilization
of services and inappropriate denials of ser-
vices. In addition to any other consumer
rights and responsibilities established by law,
each member:

(a) Must be encouraged to be an active
partner in directing the member’s health
care and services and not a passive recipient
of care.

(b) Must be educated about the coordi-
nated care approach being used in the com-
munity and how to navigate the coordinated
health care system.

(c) Must have access to advocates, in-
cluding qualified peer wellness specialists
where appropriate, personal health
navigators, and qualified community health
workers who are part of the member’s care
team to provide assistance that is culturally
and linguistically appropriate to the
member’s need to access appropriate services
and participate in processes affecting the
member’s care and services.

(d) Shall be encouraged within all aspects
of the integrated and coordinated health care
delivery system to use wellness and pre-
vention resources and to make healthy life-
style choices.

(e) Shall be encouraged to work with the
member’s care team, including providers and
community resources appropriate to the
member’s needs as a whole person.

(2) The authority shall establish and
maintain an enrollment process for individ-
uals who are dually eligible for Medicare and
Medicaid that promotes continuity of care
and that allows the member to disenroll from
a coordinated care organization that fails to
promptly provide adequate services and:

(a) To enroll in another coordinated care
organization of the member’s choice; or

(b) If another organization is not avail-
able, to receive Medicare-covered services on
a fee-for-service basis.

(3) Members and their providers and co-
ordinated care organizations have the right
to appeal decisions about care and services
through the authority in an expedited man-
ner and in accordance with the contested
case procedures in ORS chapter 183.

(4) A health care entity may not unrea-
sonably refuse to contract with an organiza-
tion seeking to form a coordinated care
organization if the participation of the entity
is necessary for the organization to qualify
as a coordinated care organization.

(5) A health care entity may refuse to
contract with a coordinated care organiza-
tion if the reimbursement established for a
service provided by the entity under the
contract is below the reasonable cost to the
entity for providing the service.

(6) A health care entity that unreason-
ably refuses to contract with a coordinated
care organization may not receive fee-for-
service reimbursement from the authority for
services that are available through a coordi-
nated care organization either directly or by
contract.

(7)(a) The authority shall adopt by rule a
process for resolving disputes involving:

(A) A health care entity’s refusal to con-
tract with a coordinated care organization
under subsections (4) and (5) of this section.
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(B) The termination, extension or re-
newal of a health care entity’s contract with
a coordinated care organization.

(b) The processes adopted under this
subsection must include the use of an inde-
pendent third party arbitrator.

(8) A coordinated care organization may
not unreasonably refuse to contract with a
licensed health care provider.

(9) The authority shall:
(a) Monitor and enforce consumer rights

and protections within the Oregon Integrated
and Coordinated Health Care Delivery Sys-
tem and ensure a consistent response to
complaints of violations of consumer rights
or protections.

(b) Monitor and report on the statewide
health care expenditures and recommend ac-
tions appropriate and necessary to contain
the growth in health care costs incurred by
all sectors of the system. [2011 c.602 §§8,9; 2012
c.8 §5; 2013 c.27 §1]

414.638 Metrics and scoring commit-
tee; identification of outcome and quality
measures and benchmarks. (1) There is
created a nine-member metrics and scoring
committee appointed by the Director of the
Oregon Health Authority. The members of
the committee serve two-year terms and must
include:

(a) Three members at large;
(b) Three individuals with expertise in

health outcomes measures; and
(c) Three representatives of coordinated

care organizations.
(2) The committee shall use a public

process to identify objective outcome and
quality measures, including measures of out-
come and quality for ambulatory care, inpa-
tient care, chemical dependency and mental
health treatment, oral health care and all
other health services provided by coordinated
care organizations. Quality measures
adopted by the committee must be consistent
with existing state and national quality mea-
sures. The Oregon Health Authority shall
incorporate these measures into coordinated
care organization contracts to hold the or-
ganizations accountable for performance and
customer satisfaction requirements.

(3) The committee must adopt outcome
and quality measures annually and adjust the
measures to reflect:

(a) The amount of the global budget for
a coordinated care organization;

(b) Changes in membership of the organ-
ization;

(c) The organization’s costs for imple-
menting outcome and quality measures; and

(d) The community health assessment and
the costs of the community health assess-
ment conducted by the organization under
ORS 414.627.

(4) The authority shall evaluate on a
regular and ongoing basis the outcome and
quality measures adopted by the committee
under this section for members in each coor-
dinated care organization and for members
statewide.

(5) The authority shall utilize available
data systems for reporting outcome and
quality measures adopted by the committee
and take actions to eliminate any redundant
reporting or reporting of limited value.

(6) The authority shall publish the infor-
mation collected under this section at aggre-
gate levels that do not disclose information
otherwise protected by law. The information
published must report, by coordinated care
organization:

(a) Quality measures;
(b) Costs;
(c) Outcomes; and
(d) Other information, as specified by the

contract between the coordinated care or-
ganization and the authority, that is neces-
sary for the authority, members and the
public to evaluate the value of health ser-
vices delivered by a coordinated care organ-
ization. [2011 c.602 §10; 2012 c.8 §21]

414.640 [1983 c.590 §4; 1991 c.66 §25; 2003 c.794 §276;
2009 c.595 §318; renumbered 414.615 in 2011]

414.645 Network adequacy; enrollee
transfers. (1) A coordinated care organiza-
tion that contracts with the Oregon Health
Authority must maintain a network of pro-
viders sufficient in numbers and areas of
practice and geographically distributed in a
manner to ensure that the health services
provided under the contract are reasonably
accessible to enrollees.

(2) An enrollee may transfer from one
organization to another organization no more
than once during each enrollment period.
[2011 c.417 §2]

414.646 Discrimination based on scope
of practice prohibited; appeals; rules. (1)
A fully capitated health plan, physician care
organization or coordinated care organiza-
tion may not discriminate with respect to
participation in the plan or organization or
coverage against any health care provider
who is acting within the scope of the
provider’s license or certification under ap-
plicable state law. This section does not re-
quire that a plan or organization contract
with any health care provider willing to
abide by the terms and conditions for partic-
ipation established by the plan or organiza-
tion. This section does not prevent a plan or
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organization from establishing varying re-
imbursement rates based on quality or per-
formance measures.

(2) A plan or organization may establish
an internal review process for a provider
aggrieved under this section, including an
alternative dispute resolution or peer review
process. An aggrieved provider may appeal
the determination of the internal review to
the Oregon Health Authority.

(3) The authority shall adopt by rule a
process for resolving claims of discrimination
under this section and, in making a determi-
nation of whether there has been discrimi-
nation, must consider the plan’s or
organization’s:

(a) Network adequacy;
(b) Provider types and qualifications;
(c) Provider disciplines; and
(d) Provider reimbursement rates.
(4) A prevailing party in an appeal under

this section shall be awarded the costs of the
appeal. [2012 c.80 §4]

Note: The amendments to 414.646 by section 5,
chapter 80, Oregon Laws 2012, become operative July
1, 2017. See section 6, chapter 80, Oregon Laws 2012. The
text that is operative on and after July 1, 2017, is set
forth for the user’s convenience.

414.646. (1) A coordinated care organization may
not discriminate with respect to participation in the
organization or coverage against any health care pro-
vider who is acting within the scope of the provider’s
license or certification under applicable state law. This
section does not require that an organization contract
with any health care provider willing to abide by the
terms and conditions for participation established by
the organization. This section does not prevent an or-
ganization from establishing varying reimbursement
rates based on quality or performance measures.

(2) An organization may establish an internal re-
view process for a provider aggrieved under this sec-
tion, including an alternative dispute resolution or peer
review process. An aggrieved provider may appeal the
determination of the internal review to the Oregon
Health Authority.

(3) The authority shall adopt by rule a process for
resolving claims of discrimination under this section
and, in making a determination of whether there has
been discrimination, must consider the organization’s:

(a) Network adequacy;
(b) Provider types and qualifications;
(c) Provider disciplines; and
(d) Provider reimbursement rates.
(4) A prevailing party in an appeal under this sec-

tion shall be awarded the costs of the appeal.

414.647 Transfer of 500 or more en-
rollees. (1) The Oregon Health Authority
may approve the transfer of 500 or more en-
rollees from one coordinated care organiza-
tion to another coordinated care organization
if:

(a) The enrollees’ provider has contracted
with the receiving organization and has
stopped accepting patients from or has ter-

minated providing services to enrollees in
the transferring organization; and

(b) Enrollees are offered the choice of
remaining enrolled in the transferring or-
ganization.

(2) Enrollees may not be transferred un-
der this section until the authority has eval-
uated the receiving organization and
determined that the organization meets cri-
teria established by the authority by rule,
including but not limited to criteria that en-
sure that the organization meets the re-
quirements of ORS 414.645 (1).

(3) The authority shall provide notice of
a transfer under this section to enrollees
that will be affected by the transfer at least
90 days before the scheduled date of the
transfer.

(4)(a) The authority may not approve the
transfer of enrollees under this section if:

(A) The transfer results from the termi-
nation of a provider’s contract with a coor-
dinated care organization for just cause; and

(B) The coordinated care organization
has notified the authority that the provider’s
contract was terminated for just cause.

(b) A provider is entitled to a contested
case hearing in accordance with ORS chap-
ter 183, on an expedited basis, to dispute the
denial of a transfer of enrollees under this
subsection.

(c) As used in this subsection, “just
cause” means that the contract was termi-
nated for reasons related to quality of care,
competency, fraud or other similar reasons
prescribed by the authority by rule.

(5) The provider and the organization
shall be the parties to any contested case
proceeding to determine whether the
provider’s contract was terminated for just
cause. The authority may award attorney
fees and costs to the party prevailing in the
proceeding, applying the factors in ORS
20.075. [2011 c.417 §3; 2013 c.234 §1]

414.650 [1983 c.590 §7; 1987 c.660 §19; 1989 c.513 §1;
1991 c.66 §26; repealed by 1995 c.727 §48]

414.651 Coordinated care organization
contracts; financial reporting; rules. (1)(a)
The Oregon Health Authority shall use, to
the greatest extent possible, coordinated care
organizations to provide fully integrated
physical health services, chemical depend-
ency and mental health services and oral
health services. This section, and any con-
tract entered into pursuant to this section,
does not affect and may not alter the deliv-
ery of Medicaid-funded long term care ser-
vices.

(b) The authority shall execute contracts
with coordinated care organizations that
meet the criteria adopted by the authority
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under ORS 414.625. Contracts under this
subsection are not subject to ORS chapters
279A and 279B, except ORS 279A.250 to
279A.290 and 279B.235.

(c) The authority shall establish financial
reporting requirements for coordinated care
organizations. The authority shall prescribe
a reporting procedure that elicits sufficiently
detailed information for the authority to as-
sess the financial condition of each coordi-
nated care organization and that:

(A) Enables the authority to verify that
the coordinated care organization’s reserves
and other financial resources are adequate to
ensure against the risk of insolvency; and

(B) Includes information on the three
highest executive salary and benefit pack-
ages of each coordinated care organization.

(d) The authority shall hold coordinated
care organizations, contractors and providers
accountable for timely submission of outcome
and quality data, including but not limited to
data described in ORS 442.466, prescribed by
the authority by rule.

(e) The authority shall require compli-
ance with the provisions of paragraphs (c)
and (d) of this subsection as a condition of
entering into a contract with a coordinated
care organization. A coordinated care organ-
ization, contractor or provider that fails to
comply with paragraph (c) or (d) of this sub-
section may be subject to sanctions, includ-
ing but not limited to civil penalties, barring
any new enrollment in the coordinated care
organization and termination of the contract.

(f)(A) The authority shall adopt rules and
procedures to ensure that if a rural health
clinic provides a health service to a member
of a coordinated care organization, and the
rural health clinic is not participating in the
member’s coordinated care organization, the
rural health clinic receives total aggregate
payments from the member’s coordinated
care organization, other payers on the claim
and the authority that are no less than the
amount the rural health clinic would receive
in the authority’s fee-for-service payment
system. The authority shall issue a payment
to the rural health clinic in accordance with
this subsection within 45 days of receipt by
the authority of a completed billing form.

(B) “Rural health clinic,” as used in this
paragraph, shall be defined by the authority
by rule and shall conform, as far as practi-
cable or applicable in this state, to the defi-
nition of that term in 42 U.S.C. 1395x(aa)(2).

(2) The authority may contract with pro-
viders other than coordinated care organiza-
tions to provide integrated and coordinated
health care in areas that are not served by
a coordinated care organization or where the
organization’s provider network is inade-

quate. Contracts authorized by this subsec-
tion are not subject to ORS chapters 279A
and 279B, except ORS 279A.250 to 279A.290
and 279B.235.

(3) As provided in subsections (1) and (2)
of this section, the aggregate expenditures by
the authority for health services provided
pursuant to ORS 414.631, 414.651 and 414.688
to 414.745 may not exceed the total dollars
appropriated for health services under ORS
414.631, 414.651 and 414.688 to 414.745.

(4) Actions taken by providers, potential
providers, contractors and bidders in specific
accordance with ORS 414.631, 414.651 and
414.688 to 414.745 in forming consortiums or
in otherwise entering into contracts to pro-
vide health care services shall be performed
pursuant to state supervision and shall be
considered to be conducted at the direction
of this state, shall be considered to be lawful
trade practices and may not be considered to
be the transaction of insurance for purposes
of the Insurance Code.

(5) Health care providers contracting to
provide services under ORS 414.631, 414.651
and 414.688 to 414.745 shall advise a patient
of any service, treatment or test that is
medically necessary but not covered under
the contract if an ordinarily careful practi-
tioner in the same or similar community
would do so under the same or similar cir-
cumstances.

(6) A coordinated care organization shall
provide information to a member as pre-
scribed by the authority by rule, including
but not limited to written information,
within 30 days of enrollment with the coor-
dinated care organization about available
providers.

(7) Each coordinated care organization
shall work to provide assistance that is cul-
turally and linguistically appropriate to the
needs of the member to access appropriate
services and participate in processes affect-
ing the member’s care and services.

(8) Each coordinated care organization
shall provide upon the request of a member
or prospective member annual summaries of
the organization’s aggregate data regarding:

(a) Grievances and appeals; and
(b) Availability and accessibility of ser-

vices provided to members.
(9) A coordinated care organization may

not limit enrollment in a geographic area
based on the zip code of a member or pro-
spective member. [Formerly 414.725]

414.652 Coordinated care organization
contracts; terms and amendments. (1) A
contract entered into between the Oregon
Health Authority and a coordinated care or-
ganization under ORS 414.625 (1):
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(a) Shall be for a term of five years;
(b) Except as provided in subsection (3)

of this section, may not be amended more
than once in each 12-month period; and

(c) May be terminated if a coordinated
care organization fails to meet outcome and
quality measures specified in the contract or
is otherwise in breach of the contract.

(2) This section does not prohibit the au-
thority from allowing a coordinated care or-
ganization a reasonable amount of time in
which to cure any failure to meet outcome
and quality measures specified in the con-
tract prior to the termination of the con-
tract.

(3) A contract entered into between the
authority and a coordinated care organiza-
tion may be amended more than once in each
12-month period if:

(a) The authority and the coordinated
care organization mutually agree to amend
the contract; or

(b) Amendments are necessitated by
changes in federal or state law. [2013 c.535 §2]

414.653 Alternative payment method-
ologies. (1) The Oregon Health Authority
shall encourage coordinated care organiza-
tions to use alternative payment methodol-
ogies that:

(a) Reimburse providers on the basis of
health outcomes and quality measures in-
stead of the volume of care;

(b) Hold organizations and providers re-
sponsible for the efficient delivery of quality
care;

(c) Reward good performance;
(d) Limit increases in medical costs; and
(e) Use payment structures that create

incentives to:
(A) Promote prevention;
(B) Provide person centered care; and
(C) Reward comprehensive care coordi-

nation using delivery models such as patient
centered primary care homes.

(2) The authority shall encourage coordi-
nated care organizations to utilize alterna-
tive payment methodologies that move from
a predominantly fee-for-service system to
payment methods that base reimbursement
on the quality rather than the quantity of
services provided.

(3) The authority shall assist and support
coordinated care organizations in identifying
cost-cutting measures.

(4) If a service provided in a health care
facility is not covered by Medicare because
the service is related to a health care ac-
quired condition, the cost of the service may
not be:

(a) Charged by a health care facility or
any health services provider employed by or
with privileges at the facility, to a coordi-
nated care organization, a patient or a third-
party payer; or

(b) Reimbursed by a coordinated care or-
ganization.

(5)(a) Notwithstanding subsections (1)
and (2) of this section, until July 1, 2014, a
coordinated care organization that contracts
with a Type A or Type B hospital or a rural
critical access hospital, as described in ORS
442.470, shall reimburse the hospital fully for
the cost of covered services based on the
cost-to-charge ratio used for each hospital in
setting the global payments to the coordi-
nated care organization for the contract pe-
riod.

(b) The authority shall base the global
payments to coordinated care organizations
that contract with rural hospitals described
in this section on the most recent audited
Medicare cost report for Oregon hospitals
adjusted to reflect the Medicaid mix of ser-
vices.

(c) The authority shall identify any rural
hospital that would not be expected to re-
main financially viable if paid in a manner
other than as prescribed in paragraphs (a)
and (b) of this subsection based upon an
evaluation by an actuary retained by the au-
thority. On and after July 1, 2014, the au-
thority may, on a case-by-case basis, require
a coordinated care organization to continue
to reimburse a rural hospital determined to
be at financial risk, in the manner prescribed
in paragraphs (a) and (b) of this subsection.

(d) This subsection does not prohibit a
coordinated care organization and a hospital
from mutually agreeing to reimbursement
other than the reimbursement specified in
paragraph (a) of this subsection.

(e) Hospitals reimbursed under para-
graphs (a) and (b) of this subsection are not
entitled to any additional reimbursement for
services provided.

(6) Notwithstanding subsections (1) and
(2) of this section, coordinated care organ-
izations must comply with federal require-
ments for payments to providers of Indian
health services, including but not limited to
the requirements of 42 U.S.C. 1396j and 42
U.S.C. 1396u-2(a)(2)(C). [2011 c.602 §5]

414.655 Patient centered primary care
homes in coordinated care organizations.
(1) The Oregon Health Authority shall es-
tablish standards for the utilization of pa-
tient centered primary care homes in
coordinated care organizations.

(2) Each coordinated care organization
shall implement, to the maximum extent fea-

Title 34 Page 37 (2013 Edition)



414.665 HUMAN SERVICES; JUVENILE CODE; CORRECTIONS

sible, patient centered primary care homes,
including developing capacity for services in
settings that are accessible to families, di-
verse communities and underserved popu-
lations. The organization shall require its
other health and services providers to com-
municate and coordinate care with the pa-
tient centered primary care home in a timely
manner using electronic health information
technology.

(3) Standards established by the authority
for the utilization of patient centered pri-
mary care homes by coordinated care organ-
izations may require the use of federally
qualified health centers, rural health clinics,
school-based health clinics and other safety
net providers that qualify as patient centered
primary care homes to ensure the continued
critical role of those providers in meeting the
needs of underserved populations.

(4) Each coordinated care organization
shall report to the authority on uniform
quality measures prescribed by the authority
by rule for patient centered primary care
homes.

(5) Patient centered primary care homes
must participate in the learning collaborative
described in ORS 442.210 (3). [2011 c.602 §6]

414.660 [1983 c.590 §5; 1985 c.747 §3; 1991 c.66 §27;
2009 c.11 §57; repealed by 2009 c.595 §1204]

414.665 Community health workers,
personal health navigators and peer
wellness specialists utilized by coordi-
nated care organizations; rules. (1) In
consultation with the Traditional Health
Workers Commission, the Oregon Health
Authority, for purposes related to the regu-
lation of community health workers, personal
health navigators, peer wellness specialists
and doulas, shall adopt by rule:

(a) The criteria and descriptions of such
individuals that may be utilized by coordi-
nated care organizations;

(b) Education and training requirements
for such individuals;

(c) Appropriate professional designations
for supervisors of such individuals; and

(d) Processes by which other occupa-
tional classifications may be approved to su-
pervise such individuals.

(2) The criteria and requirements estab-
lished under subsection (1) of this section:

(a) Must be broad enough to encompass
the potential unique needs of any coordi-
nated care organization;

(b) Must meet requirements of the Cen-
ters for Medicare and Medicaid Services to
qualify for federal financial participation;
and

(c) May not require certification by the
Home Care Commission. [2011 c.602 §11; 2013
c.752 §4]

414.670 [1983 c.590 §6; 1985 c.747 §3a; 1991 c.66 §28;
repealed by 2009 c.595 §1204]

414.679 Use and disclosure of member
information; access by member to per-
sonal health information. (1) The Oregon
Health Authority shall ensure the appropri-
ate use of member information by coordi-
nated care organizations, including the use
of electronic health information and admin-
istrative data that is available when and
where the data is needed to improve health
and health care through a secure, confiden-
tial health information exchange.

(2) A member of a coordinated care or-
ganization must have access to the member’s
personal health information in the manner
provided in 45 C.F.R. 164.524 so the member
can share the information with others in-
volved in the member’s care and make better
health care and lifestyle choices.

(3) Notwithstanding ORS 179.505, a coor-
dinated care organization, its provider net-
work and programs administered by the
Department of Human Services for seniors
and persons with disabilities shall use and
disclose member information for purposes of
service and care delivery, coordination, ser-
vice planning, transitional services and re-
imbursement, in order to improve the safety
and quality of care, lower the cost of care
and improve the health and well-being of the
organization’s members.

(4) A coordinated care organization and
its provider network shall use and disclose
sensitive diagnosis information including
HIV and other health and mental health di-
agnoses, within the coordinated care organ-
ization for the purpose of providing
whole-person care. Individually identifiable
health information must be treated as confi-
dential and privileged information subject to
ORS 192.553 to 192.581 and applicable federal
privacy requirements. Redisclosure of indi-
vidually identifiable information outside of
the coordinated care organization and the
organization’s providers for purposes unre-
lated to this section or the requirements of
ORS 414.625, 414.632, 414.635, 414.638,
414.653 or 414.655 remains subject to any ap-
plicable federal or state privacy require-
ments.

(5) This section does not prohibit the
disclosure of information between a coordi-
nated care organization and the
organization’s provider network, and the Or-
egon Health Authority and the Department
of Human Services for the purpose of admin-
istering the laws of Oregon.

(6) The Health Information Technology
Oversight Council shall develop readily
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available informational materials that can be
used by coordinated care organizations and
providers to inform all participants in the
health care workforce about the appropriate
uses and limitations on disclosure of elec-
tronic health records, including need-based
access and privacy mandates. [2011 c.602 §12]

414.685 Coordination between Oregon
Health Authority and Department of Hu-
man Services. (1) The Oregon Health Au-
thority and the Department of Human
Services shall cooperate with each other by
coordinating actions and responsibilities nec-
essary to implement the Oregon Integrated
and Coordinated Health Care Delivery Sys-
tem established in ORS 414.620.

(2) The authority and the department
may delegate to each other any duties, func-
tions or powers that the authority or depart-
ment are authorized to perform if necessary
to carry out ORS 414.625, 414.632, 414.635,
414.638, 414.653, 414.655, 414.665, 414.679 and
414.685 and sections 13, 14 and 17, chapter
602, Oregon Laws 2011. [2011 c.602 §15]

(Health Evidence Review Commission)
414.688 Commission established; mem-

bership. (1) As used in this section:
(a) “Practice of pharmacy” has the

meaning given that term in ORS 689.005.
(b) “Retail drug outlet” has the meaning

given that term in ORS 689.005.
(2) The Health Evidence Review Com-

mission is established in the Oregon Health
Authority, consisting of 13 members ap-
pointed by the Governor in consultation with
professional and other interested organiza-
tions, and confirmed by the Senate, as fol-
lows:

(a) Five members must be physicians li-
censed to practice medicine in this state who
have clinical expertise in the areas of family
medicine, internal medicine, obstetrics,
perinatal health, pediatrics, disabilities,
geriatrics or general surgery. One of the
physicians must be a doctor of osteopathy,
and one must be a hospital representative or
a physician whose practice is significantly
hospital-based.

(b) One member must be a dentist li-
censed under ORS chapter 679 who has clin-
ical expertise in general, pediatric or public
health dentistry.

(c) One member must be a public health
nurse.

(d) One member must be a behavioral
health representative who may be a social
services worker, alcohol and drug treatment
provider, psychologist or psychiatrist.

(e) Two members must be consumers of
health care who are patient advocates or
represent the areas of indigent services, la-
bor, business, education or corrections.

(f) One member must be a complementary
or alternative medicine provider who is a
chiropractic physician licensed under ORS
chapter 684, a naturopathic physician li-
censed under ORS chapter 685 or an acu-
puncturist licensed under ORS chapter 677.

(g) One member must be an insurance
industry representative who may be a med-
ical director or other administrator.

(h) One member must be a pharmacy
representative who engages in the practice
of pharmacy at a retail drug outlet.

(3) No more than six members of the
commission may be physicians either in ac-
tive practice or retired from practice.

(4) Members of the commission serve for
a term of four years at the pleasure of the
Governor. A member is eligible for reap-
pointment.

(5) Members are not entitled to compen-
sation, but may be reimbursed for actual and
necessary travel and other expenses incurred
by them in the performance of their official
duties in the manner and amounts provided
for in ORS 292.495. Claims for expenses shall
be paid out of funds available to the Oregon
Health Authority for purposes of the com-
mission. [2011 c.720 §22]

414.689 Members; meetings. (1) The
Health Evidence Review Commission shall
select one of its members as chairperson and
another as vice chairperson, for terms and
with duties and powers the commission de-
termines necessary for the performance of
the functions of the offices.

(2) A majority of the members of the
commission constitutes a quorum for the
transaction of business.

(3) The commission shall meet at least
four times per year at a place, day and hour
determined by the chairperson. The commis-
sion also shall meet at other times and
places specified by the call of the chairper-
son or of a majority of the members of the
commission.

(4) The commission may use advisory
committees or subcommittees whose mem-
bers are appointed by the chairperson of the
commission subject to approval by a majority
of the members of the commission. The advi-
sory committees or subcommittees may con-
tain experts appointed by the chairperson
and a majority of the members of the com-
mission. The conditions of service of the ex-
perts will be determined by the chairperson
and a majority of the members of the com-
mission.
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(5) The Office for Oregon Health Policy
and Research shall provide staff and support
services to the commission. [2011 c.720 §23]

414.690 Prioritized list of health ser-
vices. (1) The Health Evidence Review Com-
mission shall regularly solicit testimony and
information from stakeholders representing
consumers, advocates, providers, carriers and
employers in conducting the work of the
commission.

(2) The commission shall actively solicit
public involvement through a public meeting
process to guide health resource allocation
decisions.

(3) The commission shall develop and
maintain a list of health services ranked by
priority, from the most important to the least
important, representing the comparative ben-
efits of each service to the population to be
served. The list must be submitted by the
commission pursuant to subsection (5) of this
section and is not subject to alteration by
any other state agency.

(4) In order to encourage effective and
efficient medical evaluation and treatment,
the commission:

(a) May include clinical practice guide-
lines in its prioritized list of services. The
commission shall actively solicit testimony
and information from the medical community
and the public to build a consensus on clin-
ical practice guidelines developed by the
commission.

(b) May include statements of intent in
its prioritized list of services. Statements of
intent should give direction on coverage de-
cisions where medical codes and clinical
practice guidelines cannot convey the intent
of the commission.

(c) Shall consider both the clinical effec-
tiveness and cost-effectiveness of health ser-
vices, including drug therapies, in
determining their relative importance using
peer-reviewed medical literature as defined
in ORS 743A.060.

(5) The commission shall report the pri-
oritized list of services to the Oregon Health
Authority for budget determinations by July
1 of each even-numbered year.

(6) The commission shall make its report
during each regular session of the Legisla-
tive Assembly and shall submit a copy of its
report to the Governor, the Speaker of the
House of Representatives and the President
of the Senate.

(7) The commission may alter the list
during the interim only as follows:

(a) To make technical changes to correct
errors and omissions;

(b) To accommodate changes due to ad-
vancements in medical technology or new
data regarding health outcomes;

(c) To accommodate changes to clinical
practice guidelines; and

(d) To add statements of intent that clar-
ify the prioritized list.

(8) If a service is deleted or added during
an interim and no new funding is required,
the commission shall report to the Speaker
of the House of Representatives and the
President of the Senate. However, if a ser-
vice to be added requires increased funding
to avoid discontinuing another service, the
commission shall report to the Emergency
Board to request the funding.

(9) The prioritized list of services remains
in effect for a two-year period beginning no
earlier than October 1 of each odd-numbered
year. [2011 c.720 §24]

Note: Section 6, chapter 771, Oregon Laws 2013,
provides:

Sec. 6. Not later than August 30, 2013, the Health
Evidence Review Commission shall begin the process of
evaluating applied behavior analysis, as defined in sec-
tion 2 of this 2013 Act, as a treatment for autism spec-
trum disorder, as defined in section 2 of this 2013 Act,
for the purpose of updating the list of health services
recommended under ORS 414.690. Any adjustments to
the list of health services that result from the evalu-
ation process must be implemented not later than:

(1) October 1, 2014, if the adjustments do not re-
quire the development of new medical coding; and

(2) April 1, 2015, if the adjustments require the de-
velopment or adoption of new medical coding. [2013
c.771 §6]

414.695 Medical technology assess-
ment. (1) As used in this section and ORS
414.698:

(a) “Medical technology” means medical
equipment and devices, medical or surgical
procedures and techniques used by health
care providers in delivering medical care to
individuals, and the organizational or sup-
portive systems within which medical care is
delivered.

(b) “Medical technology assessment”
means evaluation of the use, clinical effec-
tiveness and cost of a technology in compar-
ison with its alternatives.

(2) The Health Evidence Review Com-
mission shall develop a medical technology
assessment process. The Oregon Health Au-
thority shall direct the commission with re-
gard to medical technologies to be assessed
and the timing of the assessments.

(3) The commission shall appoint and
work with an advisory committee whose
members have the appropriate expertise to
conduct a medical technology assessment.

(4) The commission shall present its pre-
liminary findings at a public hearing and
shall solicit testimony and information from
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health care consumers. The commission shall
give strong consideration to the recommen-
dations of the advisory committee and public
testimony in developing its assessment.

(5) To ensure that confidentiality is
maintained, identification of a patient or a
person licensed to provide health services
may not be included with the data submitted
under this section, and the commission shall
release such data only in aggregate statis-
tical form. All findings and conclusions,
interviews, reports, studies, communications
and statements procured by or furnished to
the commission in connection with obtaining
the data necessary to perform its functions
is confidential pursuant to ORS 192.501 to
192.505. [2011 c.720 §25]

Note: 414.695 to 414.701 were enacted into law by
the Legislative Assembly but were not added to or made
a part of ORS chapter 414 or any series therein by leg-
islative action. See Preface to Oregon Revised Statutes
for further explanation.

414.698 Comparative effectiveness of
medical technologies. (1) The Health Evi-
dence Review Commission shall conduct
comparative effectiveness research of med-
ical technologies selected in accordance with
ORS 414.695. The commission may conduct
the research by comprehensive review of the
comparative effectiveness research under-
taken by recognized state, national or inter-
national entities. The commission may
consider evidence relating to prescription
drugs that is relevant to a medical technol-
ogy assessment but may not conduct a drug
class evidence review or medical technology
assessment solely of a prescription drug. The
commission shall disseminate the research
findings to health care consumers, providers
and third-party payers and to other inter-
ested stakeholders.

(2) The commission shall develop or
identify and shall disseminate evidence-based
health care guidelines for use by providers,
consumers and purchasers of health care in
Oregon.

(3) The Oregon Health Authority shall
vigorously pursue health care purchasing
strategies that adopt the research findings
described in subsection (1) of this section and
the evidence-based health care guidelines de-
scribed in subsection (2) of this section. [2011
c.720 §26]

Note: See note under 414.695.

414.701 Commission may not rely
solely on comparative effectiveness re-
search. The Health Evidence Review Com-
mission, in ranking health services or
developing guidelines under ORS 414.690 or
in assessing medical technologies under ORS
414.698, and the Pharmacy and Therapeutics
Committee, in considering a recommendation
for a drug to be included on any preferred

drug list or on the Practitioner-Managed
Prescription Drug Plan, may not rely solely
on the results of comparative effectiveness
research. [2011 c.720 §26a]

Note: See note under 414.695.

414.704 Advisory committee. The
Health Evidence Review Commission shall
consult with an advisory committee in deter-
mining priorities for mental health care and
chemical dependency. The advisory commit-
tee shall include mental health and chemical
dependency professionals who provide inpa-
tient and outpatient mental health and
chemical dependency care. [Formerly 414.730]

414.705 [1989 c.836 §2; 1991 c.753 §4; 2003 c.735 §1;
2003 c.810 §7; repealed by 2011 c.602 §§64,70]

SCOPE OF COVERED HEALTH
SERVICES

414.706 Persons eligible for medical
assistance; rules. Within available funds
and subject to the rules of the Oregon
Health Authority, medical assistance shall
be provided to an individual who is a resi-
dent of this state and who:

(1) Is receiving a category of aid;
(2) Would be eligible for a category of aid

but is not receiving a category of aid;
(3) Is required by federal law to be in-

cluded in the state’s medical assistance pro-
gram in order for that program to qualify for
federal funds; and

(4) Is not described in subsection (3) of
this section but for whom federal funding is
available under Title XIX or XXI of the So-
cial Security Act. [2003 c.735 §3; 2009 c.867 §37; 2011
c.602 §41; 2013 c.688 §77]

414.707 [2003 c.735 §4; 2009 c.595 §319; 2009 c.867 §44;
2011 c.602 §42; 2011 c.720 §143; repealed by 2013 c.688
§98]

414.708 [2003 c.735 §11; 2005 c.381 §16; 2007 c.70 §194;
2009 c.595 §320; 2011 c.720 §144; repealed by 2013 c.688
§98]

414.709 Adjustment of population of
eligible persons in event of insufficient
resources prohibited. If insufficient re-
sources are available during a biennium, the
population of eligible persons receiving
health services may not be reduced below the
population of eligible persons approved and
funded in the legislatively adopted budget for
the Oregon Health Authority for the
biennium. [2003 c.735 §4a; 2009 c.595 §321; 2013 c.688
§78]

414.710 Services not subject to prior-
itized list. The following services are not
subject to ORS 414.690:

(1) Nursing facilities, institutional and
home- and community-based waivered ser-
vices funded through the Department of Hu-
man Services; and
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(2) Services to children who are wards of
the Department of Human Services by order
of the juvenile court and services to children
and families for health care or mental health
care through the department. [1989 c.836 §3; 1991
c.67 §107; 1991 c.753 §5; 1993 c.815 §17; 1997 c.581 §25;
1999 c.1084 §52; 2005 c.381 §17; 2007 c.70 §195; 2009 c.595
§322; 2009 c.867 §45; 2011 c.720 §145]

414.712 Health services for certain eli-
gible persons. The Oregon Health Authority
shall provide health services under ORS
414.631, 414.651 and 414.688 to 414.745 to eli-
gible persons who are determined eligible for
medical assistance as defined in ORS 414.025.
The Oregon Health Authority shall also pro-
vide the following:

(1) Ombudsman services for individuals
who receive medical assistance under ORS
411.706 and for recipients who are members
of coordinated care organizations. With the
concurrence of the Governor and the Oregon
Health Policy Board, the Director of the Or-
egon Health Authority shall appoint
ombudsmen and may terminate an ombuds-
man. Ombudsmen are under the supervision
and control of the director. An ombudsman
shall serve as a recipient’s advocate when-
ever the recipient or a physician or other
medical personnel serving the recipient is
reasonably concerned about access to, qual-
ity of or limitations on the care being pro-
vided by a health care provider or a
coordinated care organization. Recipients
shall be informed of the availability of an
ombudsman. Ombudsmen shall report to the
Governor and the Oregon Health Policy
Board in writing at least once each quarter.
A report shall include a summary of the ser-
vices that the ombudsman provided during
the quarter and the ombudsman’s recommen-
dations for improving ombudsman services
and access to or quality of care provided to
eligible persons by health care providers and
coordinated care organizations.

(2) Case management services in each
health care provider organization or coordi-
nated care organization for those individuals
who receive assistance under ORS 411.706.
Case managers shall be trained in and shall
exhibit skills in communication with and
sensitivity to the unique health care needs
of individuals who receive assistance under
ORS 411.706. Case managers shall be reason-
ably available to assist recipients served by
the organization with the coordination of the
recipient’s health services at the reasonable
request of the recipient or a physician or
other medical personnel serving the recipi-
ent. Recipients shall be informed of the
availability of case managers.

(3) A mechanism, established by rule, for
soliciting consumer opinions and concerns
regarding accessibility to and quality of the
services of each health care provider.

(4) A choice of available medical plans
and, within those plans, choice of a primary
care provider.

(5) Due process procedures for any indi-
vidual whose request for medical assistance
coverage for any treatment or service is de-
nied or is not acted upon with reasonable
promptness. These procedures shall include
an expedited process for cases in which a
recipient’s medical needs require swift reso-
lution of a dispute. An ombudsman described
in subsection (1) of this section may not act
as the recipient’s representative during any
grievance or hearing process. [1991 c.753 §14;
1993 c.815 §18; 1997 c.581 §26; 1999 c.547 §7; 1999 c.1084
§53; 2003 c.14 §§193,193a; 2003 c.591 §§1,2; 2005 c.381 §18;
2009 c.595 §323; 2009 c.867 §46; 2011 c.602 §25; 2011 c.720
§146]

414.715 [1989 c.836 §4; 1991 c.753 §12; 2009 c.469 §1;
repealed by 2011 c.720 §228]

414.720 [1989 c.836 §4a; 1991 c.753 §6; 1991 c.916 §2a;
1993 c.754 §1; 1993 c.815 §19; 1997 c.245 §2; 2003 c.735 §10;
2003 c.810 §8; 2009 c.595 §324; 2011 c.545 §48; repealed by
2011 c.720 §228]

414.721 Federal approval for funding
services with assessments. The Oregon
Health Authority shall promptly seek federal
approval necessary to obtain federal financial
participation in the costs of programs and
services funded with assessments paid under
ORS 743.951 and 743.961 and section 9,
chapter 867, Oregon Laws 2009. [2009 c.867 §16;
2009 c.828 §50]

414.725 [1989 c.836 §6; 1991 c.753 §8; 2003 c.14 §194;
2003 c.735 §13; 2003 c.794 §277; 2003 c.810 §4; 2005 c.806
§8; 2007 c.458 §1; 2009 c.595 §325; 2009 c.795 §3; 2011 c.602
§26; renumbered 414.651 in 2011]

414.727 Reimbursement of rural hos-
pitals by prepaid managed care health
services organization. (1) A prepaid man-
aged care health services organization, as
defined in ORS 414.736, that contracts with
the Oregon Health Authority to provide pre-
paid managed care health services, including
hospital services, shall reimburse Type A and
Type B hospitals and rural critical access
hospitals, as described in ORS 442.470 and
identified by the Office of Rural Health as
rural hospitals, fully for the cost of covered
services based on the cost-to-charge ratio
used for each hospital in setting the
capitation rates paid to the prepaid managed
care health services organization for the
contract period.

(2) The authority shall base the
capitation rates described in subsection (1)
of this section on the most recent audited
Medicare cost report for Oregon hospitals
adjusted to reflect the Medicaid mix of ser-
vices.

(3) This section may not be construed to
prohibit a prepaid managed care health ser-
vices organization and a hospital from mutu-
ally agreeing to reimbursement other than
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the reimbursement specified in subsection (1)
of this section.

(4) Hospitals reimbursed under subsec-
tion (1) of this section are not entitled to any
additional reimbursement for services pro-
vided. [1997 c.642 §2; 1999 c.546 §2; 2005 c.806 §2; 2009
c.595 §326; 2013 c.688 §79]

414.728 Reimbursement of rural hos-
pitals on fee-for-service basis. For services
provided on a fee-for-service basis to persons
who are entitled to receive medical assist-
ance, the Oregon Health Authority shall re-
imburse Type A and Type B hospitals and
rural critical access hospitals, as described
in ORS 442.470 and identified by the Office
of Rural Health as rural hospitals, fully for
the cost of covered services based on the
most recent audited Medicare cost report for
Oregon hospitals adjusted to reflect the
Medicaid mix of services. [2005 c.806 §4; 2009
c.595 §327; 2011 c.602 §43]

414.730 [1989 c.836 §7; 1995 c.79 §209; 2005 c.22 §286;
2011 c.720 §148; renumbered 414.704 in 2011]

414.735 Reduction in scope of health
services in event of insufficient re-
sources; approval of Legislative Assembly
or Emergency Board; notice to providers.
(1) If insufficient resources are available
during a contract period:

(a) The population of eligible persons de-
termined by law may not be reduced.

(b) The reimbursement rate for providers
and plans established under the contractual
agreement may not be reduced.

(2) In the circumstances described in
subsection (1) of this section, reimbursement
shall be adjusted by reducing the health ser-
vices for the eligible population by eliminat-
ing services in the order of priority
recommended by the Health Evidence Re-
view Commission, starting with the least im-
portant and progressing toward the most
important.

(3) The Oregon Health Authority shall
obtain the approval of the Legislative As-
sembly, or the Emergency Board if the Leg-
islative Assembly is not in session, before
instituting the reductions. In addition, pro-
viders contracting to provide health services
under ORS 414.631, 414.651 and 414.688 to
414.745 must be notified at least two weeks
prior to any legislative consideration of such
reductions. Any reductions made under this
section shall take effect no sooner than 60
days following final legislative action ap-
proving the reductions.

(4) This section does not apply to re-
ductions made by the Legislative Assembly
in a legislatively adopted or approved budget.
[1989 c.836 §8; 1991 c.753 §9; 2003 c.14 §195; 2009 c.595
§328; 2009 c.827 §18; 2011 c.720 §149]

414.736 Definitions for ORS chapters
414 and 416 and ORS 192.493. As used in
ORS 192.493, this chapter, ORS chapter 416
and section 9, chapter 867, Oregon Laws
2009:

(1) “Designated area” means a geographic
area of the state defined by the Oregon
Health Authority by rule that is served by a
prepaid managed care health services organ-
ization.

(2) “Fully capitated health plan” means
an organization that contracts with the au-
thority on a prepaid capitated basis under
ORS 414.618.

(3) “Physician care organization” means
an organization that contracts with the au-
thority on a prepaid capitated basis under
ORS 414.618 to provide the health services
described in ORS 414.025 (7)(b), (c), (d), (e),
(f), (g) and (j). A physician care organization
may also contract with the authority on a
prepaid capitated basis to provide the health
services described in ORS 414.025 (7)(k) and
(L).

(4) “Prepaid managed care health ser-
vices organization” means a managed phys-
ical health, dental, mental health or
chemical dependency organization that con-
tracts with the authority on a prepaid
capitated basis under ORS 414.618. A prepaid
managed care health services organization
may be a dental care organization, fully
capitated health plan, physician care organ-
ization, mental health organization or chem-
ical dependency organization. [2003 c.810 §2; 2009
c.595 §329; 2009 c.867 §47; 2009 c.886 §6; 2011 c.417 §4;
2011 c.602 §45; 2011 c.720 §150; 2013 c.688 §80]

Note: 414.736 is repealed July 1, 2017. See section
64, chapter 602, Oregon Laws 2011, as amended by sec-
tion 70, chapter 602, Oregon Laws 2011, and section 23,
chapter 8, Oregon Laws 2012.

414.737 [2003 c.810 §3; 2007 c.751 §8; 2009 c.595
§§330,331; 2011 c.602 §§27,28; renumbered 414.631 in 2011]

414.738 Use of physician care organ-
izations. (1) If the Oregon Health Authority
has not been able to contract with the fully
capitated health plan or plans in a desig-
nated area, the authority may contract with
a physician care organization in the desig-
nated area.

(2) The Office for Oregon Health Policy
and Research shall develop criteria that the
authority shall consider when determining
the circumstances under which the authority
may contract with a physician care organ-
ization. The criteria developed by the office
shall include but not be limited to the fol-
lowing:

(a) The physician care organization must
be able to assign an enrollee to a person or
entity that is primarily responsible for coor-
dinating the physical health services pro-
vided to the enrollee;
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(b) The contract with a physician care
organization does not threaten the financial
viability of other fully capitated health plans
in the designated area; and

(c) The contract with a physician care
organization must be consistent with the
legislative intent of using prepaid managed
care health services organizations to provide
services under ORS 414.631, 414.651 and
414.688 to 414.745. [2003 c.810 §5; 2009 c.595 §332]

Note: 414.738 is repealed July 1, 2017. See section
64, chapter 602, Oregon Laws 2011, as amended by sec-
tion 70, chapter 602, Oregon Laws 2011, and section 23,
chapter 8, Oregon Laws 2012.

414.739 Circumstances under which
fully capitated health plan may contract
as physician care organization. (1) A fully
capitated health plan may apply to the Ore-
gon Health Authority to contract with the
authority as a physician care organization
rather than as a fully capitated health plan
to provide services under ORS 414.631,
414.651 and 414.688 to 414.745.

(2) The Office for Oregon Health Policy
and Research shall develop the criteria that
the authority must use to determine the cir-
cumstances under which the authority may
accept an application by a fully capitated
health plan to contract as a physician care
organization. The criteria developed by the
office shall include but not be limited to the
following:

(a) The fully capitated health plan must
show documented losses due to hospital risk
and must show due diligence in managing
those risks; and

(b) Contracting as a physician care or-
ganization is financially viable for the fully
capitated health plan. [2003 c.810 §5a; 2009 c.595
§333]

Note: 414.739 is repealed July 1, 2017. See section
64, chapter 602, Oregon Laws 2011, as amended by sec-
tion 70, chapter 602, Oregon Laws 2011, and section 23,
chapter 8, Oregon Laws 2012.

414.740 Contracts with certain prepaid
group practice health plans. (1) Notwith-
standing ORS 414.738 (1), the Oregon Health
Authority shall contract under ORS 414.651
with a prepaid group practice health plan
that serves at least 200,000 members in this
state and that has been issued a certificate
of authority by the Department of Consumer
and Business Services as a health care ser-
vice contractor to provide health services as
described in ORS 414.025 (7)(b), (c), (d), (e),
(g) and (j). A health plan may also contract
with the authority on a prepaid capitated
basis to provide the health services described
in ORS 414.025 (7)(k) and (L). The authority
may accept financial contributions from any
public or private entity to help implement
and administer the contract. The authority
shall seek federal matching funds for any fi-

nancial contributions received under this
section.

(2) In a designated area, in addition to
the contract described in subsection (1) of
this section, the authority shall contract
with prepaid managed care health services
organizations to provide health services un-
der ORS 414.631, 414.651 and 414.688 to
414.745. [2003 c.810 §6; 2009 c.595 §334; 2012 c.8 §26;
2013 c.688 §81]

Note: 414.740 is repealed July 1, 2017. See section
64, chapter 602, Oregon Laws 2011, as amended by sec-
tion 70, chapter 602, Oregon Laws 2011, and section 23,
chapter 8, Oregon Laws 2012.

414.741 [2003 c.810 §9; 2009 c.595 §335; repealed by
2011 c.720 §228]

414.742 Payment for mental health
drugs. The Oregon Health Authority may
not establish capitation rates or global bud-
gets that include payment for mental health
drugs. The authority shall reimburse phar-
macy providers for mental health drugs only
on a fee-for-service payment basis. [2003 c.810
§11; 2009 c.595 §336; 2011 c.602 §46]

414.743 Payment to noncontracting
hospital by coordinated care organiza-
tion; rules. (1) Except as provided in sub-
section (2) of this section, a coordinated care
organization that does not have a contract
with a hospital to provide inpatient or out-
patient hospital services under ORS 414.631,
414.651 and 414.688 to 414.745 must, using
Medicare payment methodology, reimburse
the noncontracting hospital for services pro-
vided to an enrollee of the plan at a rate no
less than a percentage of the Medicare re-
imbursement rate for those services. The
percentage of the Medicare reimbursement
rate that is used to determine the re-
imbursement rate under this subsection is
equal to four percentage points less than the
percentage of Medicare cost used by the au-
thority in calculating the base hospital
capitation payment to the plan, excluding
any supplemental payments.

(2)(a) If a coordinated care organization
does not have a contract with a hospital, and
the hospital provides less than 10 percent of
the hospital admissions and outpatient hos-
pital services to enrollees of the organiza-
tion, the percentage of the Medicare
reimbursement rate that is used to determine
the reimbursement rate under subsection (1)
of this section is equal to two percentage
points less than the percentage of Medicare
cost used by the Oregon Health Authority in
calculating the base hospital capitation pay-
ment to the organization, excluding any sup-
plemental payments.

(b) This subsection is not intended to
discourage a coordinated care organization
and a hospital from entering into a contract
and is intended to apply to hospitals that
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provide primarily, but not exclusively, spe-
cialty and emergency care to enrollees of the
organization.

(3) A hospital that does not have a con-
tract with a coordinated care organization to
provide inpatient or outpatient hospital ser-
vices under ORS 414.631, 414.651 and 414.688
to 414.745 must accept as payment in full for
hospital services the rates described in sub-
sections (1) and (2) of this section.

(4) This section does not apply to type A
and type B hospitals, as described in ORS
442.470, and rural critical access hospitals,
as defined in ORS 315.613.

(5) The Oregon Health Authority shall
adopt rules to implement and administer this
section. [Subsection (1) of 2003 Edition enacted as
2003 c.735 §16(1); subsections (2) to (5) of 2003 Edition
enacted as 2003 c.735 §16(2) to (5) and 2003 c.810 §12(1)
to (4); 2007 c.886 §§1,2; 2009 c.595 §§337,338; 2009 c.886
§§4,5; 2011 c.602 §§47,71]

Note: 414.743 is repealed January 2, 2016. See sec-
tion 7, chapter 886, Oregon Laws 2009, as amended by
section 2, chapter 27, Oregon Laws 2013.

414.744 [2003 c.810 §13; repealed by 2009 c.595 §1204]

414.745 Liability of health care pro-
viders and plans. Any health care provider
or plan contracting to provide services to the
eligible population under ORS 414.631,
414.651 and 414.688 to 414.745 shall not be
subject to criminal prosecution, civil liability
or professional disciplinary action for failing
to provide a service which the Legislative
Assembly has not funded or has eliminated
from its funding pursuant to ORS 414.735.
[1989 c.836 §10; 1991 c.753 §10]

414.746 [2009 c.867 §15; 2009 c.828 §49; 2011 c.602 §48;
2013 c.608 §11; repealed by 2013 c.608 §12]

Note 1: 414.746 is repealed April 1, 2014. See
sections 12 and 25, chapter 608, Oregon Laws 2013.
414.746 (2011 Edition) is set forth for the user’s conven-
ience.

414.746 Hospital add-on to coordinated care or-
ganization payment rate. (1) The Oregon Health Au-
thority shall establish an adjustment to the payments
made to a coordinated care organization defined in
section 9, chapter 867, Oregon Laws 2009.

(2) The contracts entered into between the author-
ity and coordinated care organizations must include
provisions that ensure that the adjustment to the pay-
ments established under subsection (1) of this section is
distributed by the coordinated care organizations to
hospitals located in Oregon that receive Medicare re-
imbursement based upon diagnostic related groups.

(3) The adjustment to the capitation rate paid to
coordinated care organizations shall be established in
an amount consistent with the legislatively adopted
budget and the aggregate assessment imposed pursuant
to section 2, chapter 736, Oregon Laws 2003.

Note 2: 414.746 is repealed April 1, 2014. See
sections 12 and 25 (2), chapter 608, Oregon Laws 2013.
The amendments to 414.746 by section 11, chapter 608,
Oregon Laws 2013, become operative on the date of no-
tification of receipt of federal approval as described in
section 13, chapter 608, Oregon Laws 2013. See section
25 (1), chapter 608, Oregon Laws 2013. The text that is

operative on and after receipt of notification and until
April 1, 2014, is set forth for the user’s convenience.

414.746. (1) The Oregon Health Authority may es-
tablish an adjustment to the payments made to a coor-
dinated care organization.

(2) The contracts entered into between the author-
ity and coordinated care organizations may include
provisions that ensure that the adjustment to the pay-
ments established under subsection (1) of this section is
distributed by the coordinated care organizations to
hospitals located in Oregon that receive Medicare re-
imbursement based upon diagnostic related groups.

414.747 [2003 c.810 §15; renumbered 414.326 in 2011]
414.750 [1989 c.836 §18; 1991 c.753 §11; 2009 c.595

§340; repealed by 2013 c.688 §98]
414.751 [1997 c.683 §35; 2001 c.69 §2; 2009 c.595 §341;

renumbered 414.229 in 2009]

414.755 Hospital reimbursement rates.
The Oregon Health Authority shall establish
fee-for-service reimbursement rates for inpa-
tient hospital services provided by hospitals
that receive Medicare reimbursement on the
basis of diagnostic related groups as follows:

(1) For the period from October 1, 2009,
through September 30, 2013, at the same rate
paid by Medicare on the date of the service.

(2) For the period beginning October 1,
2013, at a rate that is 70 percent of the rate
paid by Medicare on the date of the service.
[2009 c.867 §29; 2009 c.828 §54]

414.760 Payment for patient centered
primary care home services. (1) The Ore-
gon Health Authority shall provide re-
imbursement in the state’s medical
assistance program for services provided by
patient centered primary care homes. If
practicable, efforts to align financial incen-
tives to support patient centered primary
care homes for enrollees in medical assist-
ance programs should be aligned with efforts
of the learning collaborative described in
ORS 442.210 (3).

(2) The authority shall require each co-
ordinated care organization, to the extent
practicable, to offer patient centered primary
care homes that meet the standards estab-
lished in ORS 414.655.

(3) The authority may reimburse patient
centered primary care homes for interpretive
services provided to people in the state’s
medical assistance programs if interpretive
services qualify for federal financial partic-
ipation.

(4) The authority shall require patient
centered primary care homes receiving these
reimbursements to report on quality mea-
sures described in ORS 442.210 (1)(c). [2009
c.595 §1164; 2011 c.602 §29]

Note: 414.760 was enacted into law by the Legisla-
tive Assembly but was not added to or made a part of
ORS chapter 414 or any series therein by legislative
action. See Preface to Oregon Revised Statutes for fur-
ther explanation.
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PAYMENT OF MEDICAL EXPENSES
 OF PERSON IN CUSTODY OF LAW

 ENFORCEMENT OFFICER
414.805 Liability of individual for

medical services received while in cus-
tody of law enforcement officer. (1) An
individual who receives medical services
while in the custody of a law enforcement
officer is liable:

(a) To the provider of the medical ser-
vices for the charges and expenses therefor;
and

(b) To the Oregon Health Authority for
any charges or expenses paid by the author-
ity out of the Law Enforcement Medical Li-
ability Account for the medical services.

(2) A person providing medical services
to an individual described in subsection (1)
of this section shall first make reasonable
efforts to collect the charges and expenses
thereof from the individual before seeking to
collect them from the authority out of the
Law Enforcement Medical Liability Account.

(3)(a) If the provider has not been paid
within 45 days of the date of the billing, the
provider may bill the authority who shall pay
the account out of the Law Enforcement
Medical Liability Account.

(b) A bill submitted to the authority un-
der this subsection must be accompanied by
evidence documenting that:

(A) The provider has billed the individual
or the individual’s insurer or health care
service contractor for the charges or ex-
penses owed to the provider; and

(B) The provider has made a reasonable
effort to collect from the individual or the
individual’s insurer or health care service
contractor the charges and expenses owed to
the provider.

(c) If the provider receives payment from
the individual or the insurer or health care
service contractor after receiving payment
from the authority, the provider shall repay
the authority the amount received from the
public agency less any difference between
payment received from the individual, in-
surer or contractor and the amount of the
billing.

(4) As used in this section:
(a) “Law enforcement officer” means:
(A) An officer who is commissioned and

employed by a public agency as a peace offi-
cer to enforce the criminal laws of this state
or laws or ordinances of a public agency; or

(B) An authorized tribal police officer as
defined in section 1, chapter 644, Oregon
Laws 2011.

(b) “Public agency” means the state, a
city, university that has established a police

department under ORS 352.383 or 353.125,
port, school district, mass transit district or
county. [1991 c.778 §7; 2007 c.71 §105; 2009 c.595 §342;
2011 c.506 §37; 2011 c.644 §29; 2013 c.180 §38]

Note: The amendments to 414.805 by section 52,
chapter 644, Oregon Laws 2011, become operative July
1, 2015. See section 58, chapter 644, Oregon Laws 2011,
as amended by section 77, chapter 644, Oregon Laws
2011. The text that is operative on and after July 1,
2015, including amendments by section 39, chapter 180,
Oregon Laws 2013, is set forth for the user’s conven-
ience.

414.805. (1) An individual who receives medical
services while in the custody of a law enforcement offi-
cer is liable:

(a) To the provider of the medical services for the
charges and expenses therefor; and

(b) To the Oregon Health Authority for any
charges or expenses paid by the authority out of the
Law Enforcement Medical Liability Account for the
medical services.

(2) A person providing medical services to an indi-
vidual described in subsection (1) of this section shall
first make reasonable efforts to collect the charges and
expenses thereof from the individual before seeking to
collect them from the authority out of the Law En-
forcement Medical Liability Account.

(3)(a) If the provider has not been paid within 45
days of the date of the billing, the provider may bill the
authority who shall pay the account out of the Law
Enforcement Medical Liability Account.

(b) A bill submitted to the authority under this
subsection must be accompanied by evidence document-
ing that:

(A) The provider has billed the individual or the
individual’s insurer or health care service contractor for
the charges or expenses owed to the provider; and

(B) The provider has made a reasonable effort to
collect from the individual or the individual’s insurer
or health care service contractor the charges and ex-
penses owed to the provider.

(c) If the provider receives payment from the indi-
vidual or the insurer or health care service contractor
after receiving payment from the authority, the provider
shall repay the authority the amount received from the
public agency less any difference between payment re-
ceived from the individual, insurer or contractor and
the amount of the billing.

(4) As used in this section:
(a) “Law enforcement officer” means an officer who

is commissioned and employed by a public agency as a
peace officer to enforce the criminal laws of this state
or laws or ordinances of a public agency.

(b) “Public agency” means the state, a city, uni-
versity that has established a police department under
ORS 352.383 or 353.125, port, school district, mass transit
district or county.

Note: 414.805 to 414.815 were enacted into law by
the Legislative Assembly but were not added to or made
a part of ORS chapter 414 or any series therein by leg-
islative action. See Preface to Oregon Revised Statutes
for further explanation.

414.807 Oregon Health Authority to
pay for medical services related to law
enforcement activity; certification of in-
jury. (1)(a) When charges and expenses are
incurred for medical services provided to an
individual for injuries related to law en-
forcement activity and subject to the avail-
ability of funds in the account, the cost of
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such services shall be paid by the Oregon
Health Authority out of the Law Enforce-
ment Medical Liability Account established
in ORS 414.815 if the provider of the medical
services has made all reasonable efforts to
collect the amount, or any part thereof, from
the individual who received the services.

(b) When a law enforcement agency in-
volved with an injury certifies that the in-
jury is related to law enforcement activity,
the Oregon Health Authority shall pay the
provider:

(A) If the provider is a hospital, in ac-
cordance with current fee schedules estab-
lished by the Director of the Department of
Consumer and Business Services for purposes
of workers’ compensation under ORS 656.248;
or

(B) If the provider is other than a hospi-
tal, 75 percent of the customary and usual
rates for the services.

(2) After the injured person is incarcer-
ated and throughout the period of incarcer-
ation, the Oregon Health Authority shall
continue to pay, out of the Law Enforcement
Medical Liability Account, charges and ex-
penses for injuries related to law enforce-
ment activities as provided in subsection (1)
of this section. Upon release of the injured
person from actual physical custody, the Law
Enforcement Medical Liability Account is no
longer liable for the payment of medical ex-
penses of the injured person.

(3) If the provider of medical services has
filed a medical services lien as provided in
ORS 87.555, the Oregon Health Authority
shall be subrogated to the rights of the pro-
vider to the extent of payments made by the
authority to the provider for the medical
services. The authority may foreclose the
lien as provided in ORS 87.585.

(4) The authority shall deposit in the Law
Enforcement Medical Liability Account all
moneys received by the authority from:

(a) Providers of medical services as re-
payment;

(b) Individuals whose medical expenses
were paid by the authority under this sec-
tion; and

(c) Foreclosure of a lien as provided in
subsection (3) of this section.

(5) As used in this section:
(a) “Injuries related to law enforcement

activity” means injuries sustained prior to
booking, citation in lieu of arrest or release
instead of booking that occur during and as
a result of efforts by a law enforcement offi-
cer to restrain or detain, or to take or retain
custody of, the individual.

(b) “Law enforcement officer” has the
meaning given that term in ORS 414.805.
[1991 c.778 §2; 1993 c.196 §9; 2009 c.595 §343]

Note: See second note under 414.805.
414.810 [Formerly 414.040; renumbered 566.310]

414.815 Law Enforcement Medical Li-
ability Account; limited liability; rules;
report. (1) The Law Enforcement Medical
Liability Account is established separate and
distinct from the General Fund. Interest
earned, if any, shall inure to the benefit of
the account. The moneys in the Law En-
forcement Medical Liability Account are ap-
propriated continuously to the Oregon
Health Authority to pay expenses in admin-
istering the account and paying claims out
of the account as provided in ORS 414.807.

(2) The liability of the Law Enforcement
Medical Liability Account is limited to funds
allocated to the account from the Criminal
Fine Account, or collected from individuals
under ORS 414.805.

(3) The authority may contract with per-
sons experienced in medical claims process-
ing to provide claims processing for the
account.

(4) The authority shall adopt rules to im-
plement administration of the Law Enforce-
ment Medical Liability Account including,
but not limited to, rules that establish rea-
sonable deadlines for submission of claims.

(5) Each biennium, the Oregon Health
Authority shall submit a report to the Legis-
lative Assembly regarding the status of the
Law Enforcement Medical Liability Account.
Within 30 days of the convening of each
odd-numbered year regular session of the
Legislative Assembly, the authority shall
submit the report to the chair of the Senate
Judiciary Committee and the chair of the
House Judiciary Committee. The report shall
include, but is not limited to, the number of
claims submitted and paid during the
biennium and the amount of money in the
fund at the time of the report. [1991 c.778 §1;
1993 c.196 §10; 1999 c.1051 §256; 2005 c.804 §8; 2009 c.595
§344; 2011 c.545 §49; 2011 c.597 §62]

Note: See second note under 414.805.
414.820 [Formerly 414.050; renumbered 566.320]
414.821 [2001 c.898 §1; 2003 c.14 §196; repealed by

2003 c.735 §5]
414.823 [2001 c.898 §2; 2003 c.14 §197; repealed by

2003 c.735 §5]

PREMIUM ASSISTANCE
414.825 Policy. It is the policy of the

State of Oregon that:
(1) The state, in partnership with the

private sector, move toward providing afford-
able access to basic health care services for
Oregon’s low-income, uninsured children and
families;
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(2) Subject to funds available, the state
provide subsidies to low-income Oregonians,
using federal and state resources, to make
health care services affordable to Oregon’s
low-income, uninsured children and families
and that those subsidies should encourage
the shared responsibility of employers and
individuals in a public-private partnership;

(3) The respective roles and responsibil-
ities of government, employers, providers, in-
dividuals and the health care delivery system
be clearly defined;

(4) All public subsidies be clearly defined
and based on an individual’s ability to pay,
not exceeding the cost of purchasing a basic
package of health care services, except for
those individuals with the greatest medical
needs; and

(5) The health care delivery system en-
courage the use of evidence-based health
care services, including appropriate educa-
tion, early intervention and prevention, and
procedures that are effective and appropriate
in producing good health. [2001 c.898 §3; 2003 c.14
§198]

Note: 414.825 is repealed June 30, 2015. See section
9, chapter 365, Oregon Laws 2013, as amended by section
16, chapter 640, Oregon Laws 2013.

Note: 414.825 and 431.839 were enacted into law by
the Legislative Assembly but were not added to or made
a part of ORS chapter 414 or any series therein by leg-
islative action. See Preface to Oregon Revised Statutes
for further explanation.

414.826 Private health option; rules. (1)
As used in this section:

(a) “Child” means a person under 19
years of age who is lawfully present in this
state.

(b) “Dental plan” means a policy or cer-
tificate of group or individual health insur-
ance, as defined in ORS 731.162, providing
payment or reimbursement only for the ex-
penses of dental care.

(c) “Health benefit plan” has the mean-
ing given that term in ORS 743.730.

(2) The Oregon Health Authority shall
administer a private health option to expand
access to private health insurance for
Oregon’s children.

(3) The authority shall adopt by rule cri-
teria for health benefit plans to qualify for
premium assistance under the private health
option. The criteria may include, but are not
limited to, the following:

(a) The health benefit plan offers a bene-
fit package comparable to the health services
provided to children receiving medical as-
sistance, including mental health, vision and
dental services, and without any exclusion
of or delay of coverage for preexisting condi-
tions.

(b) The health benefit plan imposes co-
payments or other cost sharing that is based
upon a family’s ability to pay.

(c) Expenditures for the health benefit
plan qualify for federal financial partic-
ipation.

(4) To qualify for premium assistance un-
der the private health option:

(a) A dental plan must provide coverage
of dental services necessary to prevent dis-
ease and promote oral health, restore oral
structures to health and function and treat
emergency conditions.

(b) Expenditures for the dental plan must
qualify for federal financial participation.

(5) The amount of premium assistance
provided under this section shall be:

(a) Equal to the full cost of the premiums
for a health benefit plan and a dental plan
for children whose family income is at or
below 200 percent of the federal poverty
guidelines and who have access to employer
sponsored health insurance; and

(b) Based on a sliding scale under crite-
ria established by the authority by rule for
children whose family income is above 200
percent but at or below 300 percent of the
federal poverty guidelines, regardless of
whether the child has access to coverage
under an employer sponsored health benefit
plan or dental plan.

(6) Premium assistance may be available
under this section to a child described in
subsection (5)(b) of this section for a health
benefit plan purchased through the Oregon
health insurance exchange. [2009 c.867 §30; 2011
c.700 §1; 2013 c.681 §49]

Note: 414.826 is repealed June 30, 2015. See section
9, chapter 365, Oregon Laws 2013, as amended by section
16, chapter 640, Oregon Laws 2013.

Note: 414.826 and 414.828 were enacted into law by
the Legislative Assembly but were not added to or made
a part of ORS chapter 414 or any series therein by leg-
islative action. See Preface to Oregon Revised Statutes
for further explanation.

414.827 [2001 c.898 §4; 2003 c.14 §199; repealed by
2003 c.735 §5]

414.828 Assistance subject to legisla-
tive appropriation. Notwithstanding eligi-
bility criteria and premium assistance
amounts determined pursuant to ORS
414.826, the Oregon Health Authority shall
provide premium assistance under the pri-
vate health option to eligible children to the
extent the Legislative Assembly appropriates
funds for that purpose or establishes expend-
iture limitations to provide such premium
assistance. [2009 c.867 §31; 2013 c.681 §50]

Note: 414.828 is repealed June 30, 2015. See section
9, chapter 365, Oregon Laws 2013, as amended by section
16, chapter 640, Oregon Laws 2013.

Note: See second note under 414.826.
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414.829 [2001 c.898 §5; 2003 c.14 §200; repealed by
2003 c.684 §13 and 2003 c.735 §5]

414.830 [Formerly 414.060; renumbered 566.330]
414.831 [2001 c.898 §5a; 2003 c.14 §201; 2003 c.684

§6; 2005 c.744 §37; repealed by 2013 c.681 §65 and 2013
c.640 §21]

414.833 [2001 c.898 §6; 2003 c.14 §202; repealed by
2003 c.735 §5]

414.834 [2001 c.898 §7; 2003 c.14 §203; repealed by
2003 c.735 §5]

414.835 [2001 c.898 §8; 2003 c.14 §204; repealed by
2003 c.735 §5]

414.837 [2001 c.898 §10; 2003 c.14 §205; repealed by
2003 c.735 §5]

414.839 Premium assistance for health
insurance coverage. Subject to funds avail-
able, the Oregon Health Authority may pro-
vide medical assistance in the form of
premium assistance for the purchase of
health insurance coverage provided by public
programs or private insurance, including but
not limited to medical assistance described in
ORS 414.115. [2001 c.898 §11; 2003 c.14 §206; 2003
c.684 §7; 2003 c.735 §9; 2009 c.595 §344a; 2009 c.867 §38;
2013 c.365 §2; 2013 c.681 §51]

Note: See second note under 414.825.
414.840 [Formerly 414.070; renumbered 566.340]
414.841 [Formerly 735.720; 2011 c.70 §1; 2011 c.700

§2; repealed by 2013 c.681 §65 and 2013 c.640 §21]
414.842 [Formerly 735.722; 2011 c.70 §2; 2011 c.700

§6; repealed by 2013 c.681 §65 and 2013 c.640 §21]
414.844 [Formerly 735.724; 2011 c.70 §3; repealed by

2013 c.681 §65 and 2013 c.640 §21]
414.846 [Formerly 735.726; repealed by 2013 c.681

§65 and 2013 c.640 §21]
414.848 [Formerly 735.728; repealed by 2013 c.681

§65 and 2013 c.640 §21]
414.850 [Formerly 414.080; renumbered 566.350]
414.851 [Formerly 735.730; 2011 c.700 §4; repealed by

2013 c.681 §65 and 2013 c.640 §21]
414.852 [Formerly 735.731; repealed by 2013 c.681

§65 and 2013 c.640 §21]
414.854 [Formerly 735.732; repealed by 2013 c.681

§65 and 2013 c.640 §21]
414.856 [Formerly 735.733; repealed by 2013 c.681

§65 and 2013 c.640 §21]
414.858 [Formerly 735.734; repealed by 2013 c.681

§65 and 2013 c.640 §21]
414.860 [Formerly 414.090; renumbered 566.360]
414.861 [Formerly 735.736; repealed by 2013 c.681

§65 and 2013 c.640 §21]
414.862 [Formerly 735.738; repealed by 2013 c.681

§65 and 2013 c.640 §21]
414.864 [Formerly 735.740; 2011 c.70 §4; repealed by

2013 c.681 §65 and 2013 c.640 §21]
414.866 [Formerly 735.750; 2011 c.70 §5; repealed by

2013 c.681 §65, 2013 c.640 §21 and 2013 c.688 §98]
414.868 [Formerly 735.752; 2011 c.70 §6; repealed by

2013 c.681 §65, 2013 c.640 §§20,21, 2013 c.688 §98 and 2013
c.698 §42]

414.870 [Formerly 735.754; repealed by 2013 c.681
§65, 2013 c.640 §21 and 2013 c.688 §98]

414.872 [Formerly 735.756; repealed by 2013 c.681
§65, 2013 c.640 §§20,21, 2013 c.688 §98 and 2013 c.698 §42]

HOSPITAL ASSESSMENT
Note: Sections 1 to 10 and 12 to 14, chapter 736,

Oregon Laws 2003, provide:
Sec. 1. As used in sections 1 to 9, chapter 736,

Oregon Laws 2003:
(1) “Charity care” means costs for providing inpa-

tient or outpatient care services free of charge or at a
reduced charge because of the indigence or lack of
health insurance of the patient receiving the care ser-
vices.

(2) “Contractual adjustments” means the difference
between the amounts charged based on the hospital’s
full established charges and the amount received or due
from the payor.

(3) “Hospital” has the meaning given that term in
ORS 442.015. “Hospital” does not include special inpa-
tient care facilities.

(4) “Net revenue”:
(a) Means the total amount of charges for inpatient

or outpatient care provided by the hospital to patients,
less charity care, bad debts and contractual adjust-
ments;

(b) Does not include revenue derived from sources
other than inpatient or outpatient operations, including
but not limited to interest and guest meals; and

(c) Does not include any revenue that is taken into
account in computing a long term care facility assess-
ment under sections 15 to 22, chapter 736, Oregon Laws
2003 [series became sections 15 to 22, 24 and 29, chapter
736, Oregon Laws 2003].

(5) “Waivered hospital” means a type A or type B
hospital, as described in ORS 442.470, a hospital that
provides only psychiatric care or a hospital identified
by the Department of Human Services as appropriate
for inclusion in the application described in section 4,
chapter 736, Oregon Laws 2003. [2003 c.736 §1; 2009 c.792
§34]

Sec. 2. (1) An assessment is imposed on the net
revenue of each hospital in this state that is not a
waivered hospital. The assessment shall be imposed at
a rate determined by the Director of the Oregon Health
Authority by rule that is the director’s best estimate of
the rate needed to fund the services and costs identified
in section 9, chapter 736, Oregon Laws 2003. The rate
of assessment shall be imposed on the net revenue of
each hospital subject to assessment. The director shall
consult with representatives of hospitals before setting
the assessment.

(2) The assessment shall be reported on a form
prescribed by the Oregon Health Authority and shall
contain the information required to be reported by the
authority. The assessment form shall be filed with the
authority on or before the 75th day following the end
of the calendar quarter for which the assessment is be-
ing reported. Except as provided in subsection (6) of
this section, the hospital shall pay the assessment at the
time the hospital files the assessment report. The pay-
ment shall accompany the report.

(3)(a) To the extent permitted by federal law, ag-
gregate assessments imposed under this section may not
exceed the total of the following amounts received by
the hospitals that are reimbursed by Medicare based on
diagnostic related groups:

(A) The adjustment to the capitation rate paid to
Medicaid managed care organizations under section 15,
chapter 867, Oregon Laws 2009 [414.746];

(B) 30 percent of payments made to hospitals on a
fee-for-service basis by the authority for inpatient hos-
pital services; and

(C) 41 percent of payments made to hospitals on a
fee-for-service basis by the authority for outpatient
hospital services.
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(b) Notwithstanding paragraph (a) of this subsec-
tion, aggregate assessments imposed for the biennium
beginning July 1, 2009, may exceed the total of the
amounts described in paragraph (a) of this subsection
to the extent necessary to compensate for any reduction
of funding in the legislatively adopted budget for that
biennium for hospital services under ORS 414.705 to
414.750 [series became 414.631, 414.651 and 414.688 to
414.745].

(4) Notwithstanding subsection (3) of this section,
a hospital is not guaranteed that any additional moneys
paid to the hospital in the form of payments for services
shall equal or exceed the amount of the assessment paid
by the hospital.

(5) Hospitals operated by the United States De-
partment of Veterans Affairs and pediatric specialty
hospitals providing care to children at no charge are
exempt from the assessment imposed under this section.

(6)(a) The authority shall develop a schedule for
collection of the assessment for the calendar quarter
ending September 30, 2013, that will result in the col-
lection occurring between December 15, 2013, and the
time all Medicaid cost settlements are finalized for that
calendar quarter.

(b) The authority shall prescribe by rule criteria
for late payment of assessments. [2003 c.736 §2; 2007
c.780 §1; 2009 c.828 §51; 2009 c.867 §17]

Note: The amendments to section 2, chapter 736,
Oregon Laws 2003, by section 2, chapter 608, Oregon
Laws 2013, become operative on the date of notification
of receipt of federal approval as described in section 13,
chapter 608, Oregon Laws 2013. See section 25 (1),
chapter 608, Oregon Laws 2013. The text that is opera-
tive on and after receipt of notification is set forth for
the user’s convenience.

Sec. 2. (1) An assessment is imposed on the net
revenue of each hospital in this state that is not a
waivered hospital. The assessment shall be imposed at
a rate determined by the Director of the Oregon Health
Authority by rule that is the director’s best estimate of
the rate needed to fund the services and costs identified
in section 9, chapter 736, Oregon Laws 2003. The rate
of assessment shall be imposed on the net revenue of
each hospital subject to assessment. The director shall
consult with representatives of hospitals before setting
the assessment.

(2) The assessment shall be reported on a form
prescribed by the Oregon Health Authority and shall
contain the information required to be reported by the
authority. The assessment form shall be filed with the
authority on or before the 75th day following the end
of the calendar quarter for which the assessment is be-
ing reported. Except as provided in subsection (6) of
this section, the hospital shall pay the assessment at the
time the hospital files the assessment report. The pay-
ment shall accompany the report.

(3)(a) To the extent permitted by federal law, ag-
gregate assessments imposed under this section may not
exceed the total of the following amounts received by
the hospitals that are reimbursed by Medicare based on
diagnostic related groups:

(A) 30 percent of payments made to the hospitals
on a fee-for-service basis by the authority for inpatient
hospital services;

(B) 41 percent of payments made to the hospitals
on a fee-for-service basis by the authority for outpatient
hospital services; and

(C) Payments made to the hospitals using a pay-
ment methodology established by the authority that ad-
vances the goals of the Oregon Integrated and
Coordinated Health Care Delivery System described in
ORS 414.620 (3).

(b) Notwithstanding paragraph (a) of this subsec-
tion, aggregate assessments imposed for the biennium

beginning July 1, 2013, may exceed the total of the
amounts described in paragraph (a) of this subsection
to the extent necessary to compensate for any reduction
of funding in the legislatively adopted budget for that
biennium for hospital services under ORS 414.631,
414.651 and 414.688 to 414.750 [series became 414.631,
414.651 and 414.688 to 414.745].

(4) Notwithstanding subsection (3) of this section,
a hospital is not guaranteed that any additional moneys
paid to the hospital in the form of payments for services
shall equal or exceed the amount of the assessment paid
by the hospital.

(5) Hospitals operated by the United States De-
partment of Veterans Affairs and pediatric specialty
hospitals providing care to children at no charge are
exempt from the assessment imposed under this section.

(6)(a) The authority shall develop a schedule for
collection of the assessment for the calendar quarter
ending September 30, 2015, that will result in the col-
lection occurring between December 15, 2015, and the
time all Medicaid cost settlements are finalized for that
calendar quarter.

(b) The authority shall prescribe by rule criteria
for late payment of assessments.

Sec. 3. Notwithstanding section 2 of this 2003 Act,
the Director of Human Services shall reduce the rate
of assessment imposed under section 2 of this 2003 Act
to the maximum rate allowed under federal law if the
reduction is required to comply with federal law. [2003
c.736 §3]

Note: The amendments to section 3, chapter 736,
Oregon Laws 2003, by section 3, chapter 608, Oregon
Laws 2013, become operative on the date of notification
of receipt of federal approval as described in section 13,
chapter 608, Oregon Laws 2013. See section 25 (1),
chapter 608, Oregon Laws 2013. The text that is opera-
tive on and after receipt of notification is set forth for
the user’s convenience.

Sec. 3. (1) Notwithstanding section 2, chapter 736,
Oregon Laws 2003, the Director of the Oregon Health
Authority shall reduce the rate of assessment imposed
under section 2, chapter 736, Oregon Laws 2003, to the
maximum rate allowed under federal law if the re-
duction is required to comply with federal law.

(2) If federal law requires a reduction in the rate
of assessments, the director shall, after consulting with
representatives of the hospitals that are subject to the
assessments, first reduce the distribution of moneys de-
scribed in section 9 (2)(d), chapter 736, Oregon Laws
2003, by a corresponding amount.

Sec. 4. (1) On or before January 1, 2004, the De-
partment of Human Services shall submit an application
to the Centers for Medicare and Medicaid Services to
request a waiver of the broad-based tax requirement
pursuant to 42 C.F.R. 433.68(e) to exempt waivered fa-
cilities from the assessment imposed under section 2 of
this 2003 Act. The department shall ensure that the ap-
plication requesting a waiver meets the requirements of
42 C.F.R. 433.68(e)(1).

(2) The Director of Human Services may include in
the application requesting a waiver any hospital oper-
ated exclusively for a prepaid group practice health
plan that serves at least 200,000 members in this state
and that has been issued a certificate of authority by
the Department of Consumer and Business Services as
a health care service contractor if the application re-
questing a waiver meets the requirements of 42 C.F.R.
433.68(e)(1).

(3) The department shall notify waivered facilities
that the department has submitted the application to the
Centers for Medicare and Medicaid Services to request
a waiver of the broad-based tax requirement pursuant
to 42 C.F.R. 433.68(e) to exempt waivered facilities from
the assessment imposed under section 2 of this 2003 Act.
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(4) If an application to the Centers for Medicare
and Medicaid Services for a waiver of the broad-based
tax requirement pursuant to 42 C.F.R. 433.68(e) is de-
nied, the Director of Human Services may resubmit the
application with appropriate changes to receive a
waiver of the broad-based tax requirement. [2003 c.736
§4]

Sec. 5. (1) A hospital that fails to file a report or
pay an assessment under section 2, chapter 736, Oregon
Laws 2003, by the date the report or payment is due
shall be subject to a penalty of up to $500 per day of
delinquency. The total amount of penalties imposed un-
der this section for each reporting period may not ex-
ceed five percent of the assessment for the reporting
period for which penalties are being imposed.

(2) Penalties imposed under this section shall be
collected by the Oregon Health Authority and deposited
in the Oregon Health Authority Fund established under
section 18, chapter 595, Oregon Laws 2009 [413.101].

(3) Penalties paid under this section are in addition
to and not in lieu of the assessment imposed under
section 2, chapter 736, Oregon Laws 2003. [2003 c.736
§5; 2009 c.828 §52; 2009 c.867 §18]

Sec. 6. (1) Any hospital that has paid an amount
that is not required under sections 1 to 9 of this 2003
Act may file a claim for refund with the Department of
Human Services.

(2) Any hospital that is aggrieved by an action of
the Department of Human Services or by an action of
the Director of Human Services taken pursuant to sub-
section (1) of this section shall be entitled to notice and
an opportunity for a contested case hearing under ORS
chapter 183. [2003 c.736 §6]

Note: The amendments to section 6, chapter 736,
Oregon Laws 2003, by section 4, chapter 608, Oregon
Laws 2013, become operative on the date of notification
of receipt of federal approval as described in section 13,
chapter 608, Oregon Laws 2013. See section 25 (1),
chapter 608, Oregon Laws 2013. The text that is opera-
tive on and after receipt of notification is set forth for
the user’s convenience.

Sec. 6. (1) Any hospital that has paid an amount
that is not required under sections 1 to 9, chapter 736,
Oregon Laws 2003, may file a claim for refund with the
Oregon Health Authority.

(2) Any hospital that is aggrieved by an action of
the authority or by an action of the Director of the
Oregon Health Authority taken pursuant to subsection
(1) of this section shall be entitled to notice and an
opportunity for a contested case hearing under ORS
chapter 183.

Sec. 7. The Department of Human Services may
audit the records of any hospital in this state to deter-
mine compliance with sections 1 to 9 of this 2003 Act.
The department may audit records at any time for a
period of five years following the date an assessment is
due to be reported and paid under section 2 of this 2003
Act. [2003 c.736 §7]

Note: The amendments to section 7, chapter 736,
Oregon Laws 2003, by section 5, chapter 608, Oregon
Laws 2013, become operative on the date of notification
of receipt of federal approval as described in section 13,
chapter 608, Oregon Laws 2013. See section 25 (1),
chapter 608, Oregon Laws 2013. The text that is opera-
tive on and after receipt of notification is set forth for
the user’s convenience.

Sec. 7. The Oregon Health Authority may audit
the records of any hospital in this state to determine
compliance with sections 1 to 9, chapter 736, Oregon
Laws 2003, and section 1 of this 2013 Act [section 1,
chapter 608, Oregon Laws 2013]. The authority may au-
dit records at any time for a period of five years fol-
lowing the date an assessment is due to be reported and
paid under section 2, chapter 736, Oregon Laws 2003.

Sec. 8. Amounts collected by the Department of
Human Services from the assessments imposed under
section 2, chapter 736, Oregon Laws 2003, shall be de-
posited in the Hospital Quality Assurance Fund estab-
lished under section 9, chapter 736, Oregon Laws 2003.
[2003 c.736 §8; 2005 c.757 §1]

Note: The amendments to section 8, chapter 736,
Oregon Laws 2003, by section 6, chapter 608, Oregon
Laws 2013, become operative on the date of notification
of receipt of federal approval as described in section 13,
chapter 608, Oregon Laws 2013. See section 25 (1),
chapter 608, Oregon Laws 2013. The text that is opera-
tive on and after receipt of notification is set forth for
the user’s convenience.

Sec. 8. Amounts collected by the Oregon Health
Authority from the assessments imposed under section
2, chapter 736, Oregon Laws 2003, shall be deposited in
the Hospital Quality Assurance Fund established under
section 9, chapter 736, Oregon Laws 2003.

Sec. 9. (1) The Hospital Quality Assurance Fund
is established in the State Treasury, separate and dis-
tinct from the General Fund. Interest earned by the
Hospital Quality Assurance Fund shall be credited to
the Hospital Quality Assurance Fund.

(2) Amounts in the Hospital Quality Assurance
Fund are continuously appropriated to the Oregon
Health Authority for the purpose of paying refunds due
under section 6, chapter 736, Oregon Laws 2003, and
funding services under ORS 414.705 to 414.750 [series
became 414.631, 414.651 and 414.688 to 414.745], including
but not limited to:

(a) Increasing reimbursement rates for inpatient
and outpatient hospital services under ORS 414.705 to
414.750;

(b) Maintaining, expanding or modifying services
for persons described in ORS 414.025 (3)(s);

(c) Maintaining or increasing the number of per-
sons described in ORS 414.025 (3)(s) who are enrolled in
the medical assistance program; and

(d) Paying administrative costs incurred by the
authority to administer the assessments imposed under
section 2, chapter 736, Oregon Laws 2003.

(3) Except for assessments imposed pursuant to
section 2 (3)(b), chapter 736, Oregon Laws 2003, the au-
thority may not use moneys from the Hospital Quality
Assurance Fund to supplant, directly or indirectly,
other moneys made available to fund services described
in subsection (2) of this section. [2003 c.736 §9; 2005 c.757
§2; 2007 c.780 §2; 2009 c.828 §53; 2009 c.867 §19; 2011 c.602
§59]

Note: The amendments to section 9, chapter 736,
Oregon Laws 2003, by section 7, chapter 608, Oregon
Laws 2013, become operative on the date of notification
of receipt of federal approval as described in section 13,
chapter 608, Oregon Laws 2013. See section 25 (1),
chapter 608, Oregon Laws 2013. The text that is opera-
tive on and after receipt of notification is set forth for
the user’s convenience.

Sec. 9. (1) The Hospital Quality Assurance Fund
is established in the State Treasury, separate and dis-
tinct from the General Fund. Interest earned by the
Hospital Quality Assurance Fund shall be credited to
the Hospital Quality Assurance Fund.

(2) Amounts in the Hospital Quality Assurance
Fund are continuously appropriated to the Oregon
Health Authority for the purpose of:

(a) Paying refunds due under section 6, chapter 736,
Oregon Laws 2003;

(b) Funding services under ORS 414.631, 414.651 and
414.688 to 414.750 [series became 414.631, 414.651 and
414.688 to 414.745], including but not limited to increas-
ing reimbursement rates for inpatient and outpatient
hospital services under ORS 414.631, 414.651 and 414.688
to 414.750;
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(c) Making payments described in section 2
(3)(a)(C), chapter 736, Oregon Laws 2003;

(d) Making distributions, as described in section 1
(4) of this 2013 Act [section 1 (4), chapter 608, Oregon
Laws 2013], of an amount of moneys equal to the federal
financial participation received from one percentage
point of the rate assessed under section 2, chapter 736,
Oregon Laws 2003; and

(e) Paying administrative costs incurred by the au-
thority to administer section 1 of this 2013 Act and the
assessments imposed under section 2, chapter 736, Ore-
gon Laws 2003.

(3) Except for assessments imposed pursuant to
section 2 (3)(b), chapter 736, Oregon Laws 2003, the au-
thority may not use moneys from the Hospital Quality
Assurance Fund to supplant, directly or indirectly,
other moneys made available to fund services described
in subsection (2) of this section.

Sec. 10. Sections 1 to 9, chapter 736, Oregon Laws
2003, apply to net revenues earned by hospitals during
a period beginning October 1, 2009, and ending the ear-
lier of September 30, 2013, or the date on which the as-
sessment no longer qualifies for federal matching funds
under Title XIX of the Social Security Act. [2003 c.736
§10; 2007 c.780 §3; 2009 c.867 §20]

Note: The amendments to section 10, chapter 736,
Oregon Laws 2003, by section 8, chapter 608, Oregon
Laws 2013, become operative on the date of notification
of receipt of federal approval as described in section 13,
chapter 608, Oregon Laws 2013. See section 25 (1),
chapter 608, Oregon Laws 2013. The text that is opera-
tive on and after receipt of notification is set forth for
the user’s convenience.

Sec. 10. Sections 1 to 9, chapter 736, Oregon Laws
2003, apply to net revenues earned by hospitals during
a period beginning October 1, 2013, and ending the ear-
lier of September 30, 2015, or the date on which the as-
sessment no longer qualifies for federal financial
participation under Title XIX or XXI of the Social Se-
curity Act.

Sec. 12. Sections 1 to 9, chapter 736, Oregon Laws
2003, are repealed on January 2, 2015. [2003 c.736 §12;
2007 c.780 §4; 2009 c.867 §21]

Note: The amendments to section 12, chapter 736,
Oregon Laws 2003, by section 9, chapter 608, Oregon
Laws 2013, become operative on the date of notification
of receipt of federal approval as described in section 13,
chapter 608, Oregon Laws 2013. See section 25 (1),
chapter 608, Oregon Laws 2013. The text that is opera-
tive on and after receipt of notification is set forth for
the user’s convenience.

Sec. 12. Sections 1 to 9, chapter 736, Oregon Laws
2003, and section 1 of this 2013 Act [section 1, chapter
608, Oregon Laws 2013] are repealed on January 2, 2017.

Sec. 13. Nothing in the repeal of sections 1 to 9,
chapter 736, Oregon Laws 2003, by section 12, chapter
736, Oregon Laws 2003, affects the imposition and col-
lection of a hospital assessment under sections 1 to 9,
chapter 736, Oregon Laws 2003, for a calendar quarter
beginning before September 30, 2013. [2003 c.736 §13; 2007
c.780 §5; 2009 c.867 §22]

Note: The amendments to section 13, chapter 736,
Oregon Laws 2003, by section 10, chapter 608, Oregon
Laws 2013, become operative on the date of notification
of receipt of federal approval as described in section 13,
chapter 608, Oregon Laws 2013. See section 25 (1),
chapter 608, Oregon Laws 2013. The text that is opera-
tive on and after receipt of notification is set forth for
the user’s convenience.

Sec. 13. Nothing in the repeal of sections 1 to 9,
chapter 736, Oregon Laws 2003, and section 1 of this
2013 Act [section 1, chapter 608, Oregon Laws 2013] by
section 12, chapter 736, Oregon Laws 2003, affects the
imposition and collection of a hospital assessment under
sections 1 to 9, chapter 736, Oregon Laws 2003, for a
calendar quarter beginning before September 30, 2015.

Sec. 14. Any moneys remaining in the Hospital
Quality Assurance Fund on December 31, 2017, are
transferred to the General Fund. [2003 c.736 §14; 2007
c.780 §6; 2009 c.867 §23]

Note: Sections 1, 13 and 25 (1), chapter 608, Oregon
Laws 2013, provide:

Sec. 1. (1) As used in this section, “hospital” means
a hospital that is subject to the assessment imposed
under section 2, chapter 736, Oregon Laws 2003.

(2) In consultation with the President of the Senate
and the Speaker of the House of Representatives, the
Director of the Oregon Health Authority shall appoint
a hospital performance metrics advisory committee con-
sisting of nine members, including:

(a) Four members who represent hospitals;
(b) Three members who have expertise in measur-

ing health outcomes; and
(c) Two members who represent coordinated care

organizations.
(3) The hospital performance metrics advisory

committee shall recommend three to five performance
standards that are reasonably attainable by hospitals
within the biennium beginning July 1, 2013, and that are
consistent with state and national quality standards.

(4) The Oregon Health Authority shall adopt by
rule the procedures for distributing to hospitals the
moneys described in section 9 (2)(d), chapter 736, Oregon
Laws 2003, to ensure that such moneys are distributed
as follows:

(a) The authority shall distribute 50 percent of the
moneys based upon each hospital’s compliance with
data submission requirements.

(b) The authority shall distribute the remainder of
the moneys based upon each hospital’s achievement of
the performance standards recommended by the hospital
performance metrics advisory committee under subsec-
tion (3) of this section. [2013 c.608 §1]

Sec. 13. (1) The Director of the Oregon Health
Authority shall apply to the federal Centers for Medi-
care and Medicaid Services for any approval necessary
to secure federal financial participation in the distrib-
utions described in section 9 (2)(d), chapter 736, Oregon
Laws 2003, as amended by section 7 of this 2013 Act, and
in using the payment methodology described in section
2 (3)(a)(C), chapter 736, Oregon Laws 2003, as amended
by section 2 of this 2013 Act.

(2) The Director of the Oregon Health Authority
shall immediately notify the Legislative Counsel upon
receipt of federal approval or disapproval under this
section. [2013 c.608 §13]

Sec. 25. (1) Section 1 of this 2013 Act and the
amendments to ORS 414.746 and sections 2, 3, 6, 7, 8, 9,
10, 12 and 13, chapter 736, Oregon Laws 2003, by
sections 2 to 11 of this 2013 Act become operative on the
date that the Director of the Oregon Health Authority
notifies the Legislative Counsel that the director re-
ceived federal approval as described in section 13 of this
2013 Act. [2013 c.608 §25(1)]
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