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DEFINITIONS AND PURPOSES
743B.001 Definitions
743B.003 Purposes
743B.005 Definitions

EMPLOYER-SPONSORED HEALTH
INSURANCE

743B.010 Issuance of group health benefit plan to
affiliated group of employers; determi-
nation of number of employees for pur-
pose of determining eligibility as small
employer

743B.011 Group health benefit plans subject to
provisions of specified laws; exemptions

743B.012 Requirement to offer all health benefit
plans to small employers; offering of plan
by carriers; exceptions

743B.013 Requirements for small employer health
benefit plans

743B.020 Eligible employees and small employers;
rules

MARKETING REQUIREMENTS
743B.100 Department’s authority to regulate mar-

ket
743B.102 Certifications and disclosure of coverage
743B.103 Use of health-related information
743B.104 Coverage in group health benefit plans;

consideration of prospective enrollee
health status restricted; effect of discon-
tinuing offer of plans; exceptions; cover-
age by multiple employer welfare
arrangements

743B.105 Requirements for group health benefit
plans other than small employer plans

743B.110 Implementation of federal laws; rules
743B.120 Preventive health services; coverage; cost

sharing
743B.125 Individual health benefit plans; waiting

or exclusion periods; preexisting condition
exclusions; essential health benefits

743B.126 Carrier marketing of individual health
benefit plans; rules; duties of carrier re-
garding applications; effect of discontinu-
ing offer of plans

743B.127 Rules for ORS 743.022, 743B.125 and
743B.126

743B.128 Exceptions to requirement to actively
market all plans

743B.130 Requirement to offer bronze and silver
plans; rules

743B.195 Enforcement of Newborns’ and Mothers’
Health Protection Act of 1996

743B.197 Health Care Consumer Protection Advi-
sory Committee
(Temporary provisions relating to transi-
tional health plans are compiled as notes
following ORS 743B.197)

MANAGED HEALTH INSURANCE
743B.200 Requirements for insurers offering man-

aged health insurance; quality assess-
ment; rules

743B.202 Requirements for insurers offering man-
aged health or preferred provider organ-
ization insurance; rules; opportunity to
participate

743B.204 Required managed health insurance con-
tract provision; enrollee liability

743B.206 Consortium established; managed health
care performance

743B.220 Requirements for insurers that require
designation of participating primary care
physician; exceptions

743B.222 Designation of women’s health care pro-
vider as primary care provider; direct ac-
cess to women’s health care provider

743B.225 Continuity of care
743B.227 Referrals to specialists

GRIEVANCES AND APPEALS
743B.250 Required notices to applicants and enroll-

ees; grievances, internal appeals and ex-
ternal reviews

743B.252 External review; rules
743B.253 Director to contract with independent re-

view organizations to provide external re-
view; rules

743B.254 Notice to enrollee of right to sue if in-
surer does not follow decision of inde-
pendent review organization

743B.255 Enrollee application for external review;
when enrollee deemed to have exhausted
internal appeal

743B.256 Duties of independent review organiza-
tions; expedited reviews

743B.257 Civil penalty for failure to comply by in-
surer that agreed to be bound by decision

743B.258 Private right of action

OUT-OF-POCKET COSTS
743B.280 Definitions for ORS 743B.280 to 743B.285
743B.281 Estimate of costs for in-network proce-

dure or service
743B.282 Estimate of costs for out-of-network pro-

cedure or service
743B.283 Submission of methodology used to deter-

mine insurer’s allowable charges
743B.284 Alternative mechanism for disclosure of

costs and charges
743B.285 Rules

SUBSTITUTION, RESCISSION,
TERMINATION AND CONTINUATION

(Substitution)
743B.300 Disclosure of differences in replacement

health insurance policies; nonduplication
for persons 65 and older; rules
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(Rescission)
743B.310 Rescinding coverage; permissible bases;

notice; rules

(Termination)
743B.320 Minimum grace period; notice upon ter-

mination of policy; effect of failure to no-
tify

743B.321 Applicability of ORS 743B.320
743B.323 Separate notice to policyholder required

before cancellation of individual or group
health insurance policy for nonpayment
of premium

743B.324 Rules for certain notice requirements
743B.330 Notice to policyholder required for can-

cellation or nonrenewal of health benefit
plan; effect of failure to give notice
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continue in effect upon payment of pre-
mium by insured individual

743B.341 Continuation of benefits after termination
of group health insurance policy; rules

743B.342 Continuation of benefits after injury or
illness covered by workers’ compensation

743B.343 Availability of continued coverage under
group policy for surviving, divorced or
separated spouse 55 or older

743B.344 Procedure for obtaining continuation of
coverage under ORS 743B.343

743B.345 Premium for continuation of coverage
under ORS 743B.344; termination of right
to continuation

743B.347 Continuation of coverage under group
policy upon termination of membership in
group health insurance policy; applicabil-
ity of waiting period to rehired employee

CONTRACTED HEALTH CARE
PROVIDERS

743B.400 Decisions regarding health care facility
length of stay, level of care and follow-up
care

743B.403 Insurer prohibited practices; patient com-
munication and referral

743B.405 Medical services contract provisions; non-
provider party prohibitions; future con-
tracts

743B.406 Vision care providers
743B.407 Naturopathic physicians

UTILIZATION CONTROLS
743B.420 Prior authorization requirements

743B.422 Utilization review requirements for med-
ical services contracts to which insurer
not party; right to appeal

743B.423 Utilization review requirements for in-
surers offering health benefit plan

743B.424 Applicability

PAYMENT OF CLAIMS
743B.450 Prompt payment of claims; limits on use

of electronic payment methods; rules
743B.451 Refund of paid claims
743B.452 Interest on unpaid claims
743B.453 Underpayment of claims
743B.454 Claims submitted during credentialing pe-

riod
743B.460 Direct payment of hospital and medical

services; rate limitations
743B.462 Direct payments to providers
743B.470 Medicaid not considered in coverage el-

igibility determination; claims for services
paid for by medical assistance; prohibited
ground for denial of enrollment of child;
insurer duties

743B.475 Guidelines for coordination of benefits;
rules
(Temporary provisions relating to primary
care payment collaborative are compiled
as notes following ORS 743B.475)

PROVIDER PANELS
743B.500 Selling and leasing of provider panels by

contracting entity; definitions
743B.501 Registration of contracting entity
743B.502 Third party contracts for leasing of pro-

vider panels; requirements
743B.503 Additional requirements for third party

contracts
743B.505 Provider networks; rules

DISCLOSURE OF HEALTH
INFORMATION

743B.550 Disclosure of information
743B.555 Confidential communications

PRESCRIPTION DRUG COVERAGE
743B.601 Synchronization of prescription drug re-

fills
743B.602 Step therapy

MISCELLANEOUS
743B.800 Risk adjustment procedures; rules
743B.810 Enrollees covered by workers’ compensa-

tion
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HEALTH BENEFIT PLANS: INDIVIDUAL AND GROUP 743B.001

DEFINITIONS AND PURPOSES
743B.001 Definitions. As used in this

section and ORS 743.008, 743.035, 743B.195,
743B.197, 743B.200, 743B.202, 743B.204,
743B.206, 743B.220, 743B.225, 743B.227,
743B.250, 743B.252, 743B.253, 743B.254,
743B.255, 743B.256, 743B.257, 743B.258,
743B.310, 743B.400, 743B.403, 743B.405,
743B.420, 743B.422, 743B.423, 743B.424,
743B.450, 743B.451, 743B.452, 743B.453,
743B.454, 743B.550 and 743B.555:

(1) “Adverse benefit determination”
means an insurer’s denial, reduction or ter-
mination of a health care item or service, or
an insurer’s failure or refusal to provide or
to make a payment in whole or in part for a
health care item or service, that is based on
the insurer’s:

(a) Denial of eligibility for or termination
of enrollment in a health benefit plan;

(b) Rescission or cancellation of a policy
or certificate;

(c) Imposition of a preexisting condition
exclusion as defined in ORS 743B.005,
source-of-injury exclusion, network exclu-
sion, annual benefit limit or other limitation
on otherwise covered items or services;

(d) Determination that a health care item
or service is experimental, investigational or
not medically necessary, effective or appro-
priate; or

(e) Determination that a course or plan
of treatment that an enrollee is undergoing
is an active course of treatment for purposes
of continuity of care under ORS 743B.225.

(2) “Authorized representative” means an
individual who by law or by the consent of
a person may act on behalf of the person.

(3) “Credit card” has the meaning given
that term in 15 U.S.C. 1602.

(4) “Electronic funds transfer” has the
meaning given that term in ORS 293.525.

(5) “Enrollee” has the meaning given
that term in ORS 743B.005.

(6) “Grievance” means:
(a) A communication from an enrollee or

an authorized representative of an enrollee
expressing dissatisfaction with an adverse
benefit determination, without specifically
declining any right to appeal or review, that
is:

(A) In writing, for an internal appeal or
an external review; or

(B) In writing or orally, for an expedited
response described in ORS 743B.250 (2)(d) or
an expedited external review; or

(b) A written complaint submitted by an
enrollee or an authorized representative of
an enrollee regarding the:

(A) Availability, delivery or quality of a
health care service;

(B) Claims payment, handling or re-
imbursement for health care services and,
unless the enrollee has not submitted a re-
quest for an internal appeal, the complaint
is not disputing an adverse benefit determi-
nation; or

(C) Matters pertaining to the contractual
relationship between an enrollee and an in-
surer.

(7) “Health benefit plan” has the mean-
ing given that term in ORS 743B.005.

(8) “Independent practice association”
means a corporation wholly owned by pro-
viders, or whose membership consists en-
tirely of providers, formed for the sole
purpose of contracting with insurers for the
provision of health care services to enrollees,
or with employers for the provision of health
care services to employees, or with a group,
as described in ORS 731.098, to provide
health care services to group members.

(9) “Insurer” includes a health care ser-
vice contractor as defined in ORS 750.005.

(10) “Internal appeal” means a review by
an insurer of an adverse benefit determi-
nation made by the insurer.

(11) “Managed health insurance” means
any health benefit plan that:

(a) Requires an enrollee to use a speci-
fied network or networks of providers man-
aged, owned, under contract with or
employed by the insurer in order to receive
benefits under the plan, except for emer-
gency or other specified limited service; or

(b) In addition to the requirements of
paragraph (a) of this subsection, offers a
point-of-service provision that allows an
enrollee to use providers outside of the spec-
ified network or networks at the option of
the enrollee and receive a reduced level of
benefits.

(12) “Medical services contract” means a
contract between an insurer and an inde-
pendent practice association, between an in-
surer and a provider, between an
independent practice association and a pro-
vider or organization of providers, between
medical or mental health clinics, and be-
tween a medical or mental health clinic and
a provider to provide medical or mental
health services. “Medical services contract”
does not include a contract of employment
or a contract creating legal entities and
ownership thereof that are authorized under
ORS chapter 58, 60 or 70, or other similar
professional organizations permitted by stat-
ute.
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743B.001 INSURANCE

(13)(a) “Preferred provider organization
insurance” means any health benefit plan
that:

(A) Specifies a preferred network of pro-
viders managed, owned or under contract
with or employed by an insurer;

(B) Does not require an enrollee to use
the preferred network of providers in order
to receive benefits under the plan; and

(C) Creates financial incentives for an
enrollee to use the preferred network of pro-
viders by providing an increased level of
benefits.

(b) “Preferred provider organization in-
surance” does not mean a health benefit plan
that has as its sole financial incentive a hold
harmless provision under which providers in
the preferred network agree to accept as
payment in full the maximum allowable
amounts that are specified in the medical
services contracts.

(14) “Prior authorization” means a deter-
mination by an insurer prior to provision of
services that the insurer will provide re-
imbursement for the services. “Prior author-
ization” does not include referral approval
for evaluation and management services be-
tween providers.

(15)(a) “Provider” means a person li-
censed, certified or otherwise authorized or
permitted by laws of this state to administer
medical or mental health services in the or-
dinary course of business or practice of a
profession.

(b) With respect to the statutes govern-
ing the billing for or payment of claims,
“provider” also includes an employee or
other designee of the provider who has the
responsibility for billing claims for re-
imbursement or receiving payments on
claims.

(16) “Utilization review” means a set of
formal techniques used by an insurer or de-
legated by the insurer designed to monitor
the use of or evaluate the medical necessity,
appropriateness, efficacy or efficiency of
health care services, procedures or settings.
[Formerly 743.801]

Note: The amendments to 743B.001 (formerly
743.801) by sections 3 and 4, chapter 59, Oregon Laws
2015, become operative January 1, 2017, and apply to
health benefit plans in effect on or after January 1,
2017. See section 11, chapter 59, Oregon Laws 2015. The
text that is operative on and after January 1, 2017, is
set forth for the user’s convenience.

743B.001. As used in this section and ORS 743.008,
743.035, 743B.195, 743B.197, 743B.200, 743B.202, 743B.204,
743B.206, 743B.220, 743B.225, 743B.227, 743B.250, 743B.252,
743B.253, 743B.254, 743B.255, 743B.256, 743B.257, 743B.258,
743B.310, 743B.400, 743B.403, 743B.405, 743B.420, 743B.422,
743B.423, 743B.424, 743B.450, 743B.451, 743B.452, 743B.453,
743B.454, 743B.505, 743B.550 and 743B.555:

(1) “Adverse benefit determination” means an
insurer’s denial, reduction or termination of a health

care item or service, or an insurer’s failure or refusal
to provide or to make a payment in whole or in part for
a health care item or service, that is based on the
insurer’s:

(a) Denial of eligibility for or termination of en-
rollment in a health benefit plan;

(b) Rescission or cancellation of a policy or certif-
icate;

(c) Imposition of a preexisting condition exclusion
as defined in ORS 743B.005, source-of-injury exclusion,
network exclusion, annual benefit limit or other limita-
tion on otherwise covered items or services;

(d) Determination that a health care item or service
is experimental, investigational or not medically neces-
sary, effective or appropriate; or

(e) Determination that a course or plan of treat-
ment that an enrollee is undergoing is an active course
of treatment for purposes of continuity of care under
ORS 743B.225.

(2) “Authorized representative” means an individual
who by law or by the consent of a person may act on
behalf of the person.

(3) “Credit card” has the meaning given that term
in 15 U.S.C. 1602.

(4) “Electronic funds transfer” has the meaning
given that term in ORS 293.525.

(5) “Enrollee” has the meaning given that term in
ORS 743B.005.

(6) “Essential community provider” has the mean-
ing given that term in rules adopted by the Department
of Consumer and Business Services consistent with the
description of the term in 42 U.S.C. 18031 and the rules
adopted by the United States Department of Health and
Human Services, the United States Department of the
Treasury or the United States Department of Labor to
carry out 42 U.S.C. 18031.

(7) “Grievance” means:
(a) A communication from an enrollee or an au-

thorized representative of an enrollee expressing dissat-
isfaction with an adverse benefit determination, without
specifically declining any right to appeal or review, that
is:

(A) In writing, for an internal appeal or an ex-
ternal review; or

(B) In writing or orally, for an expedited response
described in ORS 743B.250 (2)(d) or an expedited ex-
ternal review; or

(b) A written complaint submitted by an enrollee
or an authorized representative of an enrollee regarding
the:

(A) Availability, delivery or quality of a health
care service;

(B) Claims payment, handling or reimbursement for
health care services and, unless the enrollee has not
submitted a request for an internal appeal, the com-
plaint is not disputing an adverse benefit determination;
or

(C) Matters pertaining to the contractual relation-
ship between an enrollee and an insurer.

(8) “Health benefit plan” has the meaning given
that term in ORS 743B.005.

(9) “Independent practice association” means a
corporation wholly owned by providers, or whose mem-
bership consists entirely of providers, formed for the
sole purpose of contracting with insurers for the pro-
vision of health care services to enrollees, or with em-
ployers for the provision of health care services to
employees, or with a group, as described in ORS 731.098,
to provide health care services to group members.

(10) “Insurer” includes a health care service con-
tractor as defined in ORS 750.005.
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HEALTH BENEFIT PLANS: INDIVIDUAL AND GROUP 743B.005

(11) “Internal appeal” means a review by an insurer
of an adverse benefit determination made by the in-
surer.

(12) “Managed health insurance” means any health
benefit plan that:

(a) Requires an enrollee to use a specified network
or networks of providers managed, owned, under con-
tract with or employed by the insurer in order to re-
ceive benefits under the plan, except for emergency or
other specified limited service; or

(b) In addition to the requirements of paragraph (a)
of this subsection, offers a point-of-service provision
that allows an enrollee to use providers outside of the
specified network or networks at the option of the
enrollee and receive a reduced level of benefits.

(13) “Medical services contract” means a contract
between an insurer and an independent practice associ-
ation, between an insurer and a provider, between an
independent practice association and a provider or or-
ganization of providers, between medical or mental
health clinics, and between a medical or mental health
clinic and a provider to provide medical or mental
health services. “Medical services contract” does not
include a contract of employment or a contract creating
legal entities and ownership thereof that are authorized
under ORS chapter 58, 60 or 70, or other similar pro-
fessional organizations permitted by statute.

(14)(a) “Preferred provider organization insurance”
means any health benefit plan that:

(A) Specifies a preferred network of providers
managed, owned or under contract with or employed by
an insurer;

(B) Does not require an enrollee to use the pre-
ferred network of providers in order to receive benefits
under the plan; and

(C) Creates financial incentives for an enrollee to
use the preferred network of providers by providing an
increased level of benefits.

(b) “Preferred provider organization insurance”
does not mean a health benefit plan that has as its sole
financial incentive a hold harmless provision under
which providers in the preferred network agree to ac-
cept as payment in full the maximum allowable amounts
that are specified in the medical services contracts.

(15) “Prior authorization” means a determination
by an insurer prior to provision of services that the
insurer will provide reimbursement for the services.
“Prior authorization” does not include referral approval
for evaluation and management services between pro-
viders.

(16)(a) “Provider” means a person licensed, certified
or otherwise authorized or permitted by laws of this
state to administer medical or mental health services in
the ordinary course of business or practice of a profes-
sion.

(b) With respect to the statutes governing the bill-
ing for or payment of claims, “provider” also includes
an employee or other designee of the provider who has
the responsibility for billing claims for reimbursement
or receiving payments on claims.

(17) “Utilization review” means a set of formal
techniques used by an insurer or delegated by the in-
surer designed to monitor the use of or evaluate the
medical necessity, appropriateness, efficacy or efficiency
of health care services, procedures or settings.

743B.003 Purposes. The purposes of ORS
743.004, 743.022, 743.535, 743B.003 to
743B.127 and 743B.800 are:

(1) To promote the availability of health
insurance coverage to groups regardless of
their enrollees’ health status or claims expe-
rience;

(2) To prevent abusive rating practices;
(3) To require disclosure of rating prac-

tices to purchasers of small employer and
individual health benefit plans;

(4) To prohibit the use of preexisting
condition exclusions except in individual
grandfathered health plans;

(5) To encourage the availability of indi-
vidual health benefit plans for individuals
who are not enrolled in group health benefit
plans;

(6) To improve renewability and continu-
ity of coverage for employers and covered
individuals;

(7) To improve the efficiency and fairness
of the health insurance marketplace; and

(8) To ensure that health insurance cov-
erage in Oregon satisfies the requirements
of the Health Insurance Portability and Ac-
countability Act of 1996 (P.L. 104-191) and
the Patient Protection and Affordable Care
Act (P.L. 111-148) as amended by the Health
Care and Education Reconciliation Act (P.L.
111-152), and that enforcement authority for
those requirements is retained by the Direc-
tor of the Department of Consumer and
Business Services. [Formerly 743.731]

743B.005 Definitions. For purposes of
ORS 743.004, 743.007, 743.022, 743.535,
743B.003 to 743B.127 and 743B.128:

(1) “Actuarial certification” means a
written statement by a member of the Amer-
ican Academy of Actuaries or other individ-
ual acceptable to the Director of the
Department of Consumer and Business Ser-
vices that a carrier is in compliance with the
provisions of ORS 743B.012 based upon the
person’s examination, including a review of
the appropriate records and of the actuarial
assumptions and methods used by the carrier
in establishing premium rates for small em-
ployer health benefit plans.

(2) “Affiliate” of, or person “affiliated”
with, a specified person means any carrier
who, directly or indirectly through one or
more intermediaries, controls or is controlled
by or is under common control with a speci-
fied person. For purposes of this definition,
“control” has the meaning given that term in
ORS 732.548.

(3) “Affiliation period” means, under the
terms of a group health benefit plan issued
by a health care service contractor, a period:

(a) That is applied uniformly and without
regard to any health status related factors to
an enrollee or late enrollee;

(b) That must expire before any coverage
becomes effective under the plan for the
enrollee or late enrollee;
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743B.005 INSURANCE

(c) During which no premium shall be
charged to the enrollee or late enrollee; and

(d) That begins on the enrollee’s or late
enrollee’s first date of eligibility for coverage
and runs concurrently with any eligibility
waiting period under the plan.

(4) “Bona fide association” means an as-
sociation that:

(a) Has been in active existence for at
least five years;

(b) Has been formed and maintained in
good faith for purposes other than obtaining
insurance;

(c) Does not condition membership in the
association on any factor relating to the
health status of an individual or the
individual’s dependent or employee;

(d) Makes health insurance coverage that
is offered through the association available
to all members of the association regardless
of the health status of the member or indi-
viduals who are eligible for coverage through
the member;

(e) Does not make health insurance cov-
erage that is offered through the association
available other than in connection with a
member of the association;

(f) Has a constitution and bylaws; and
(g) Is not owned or controlled by a car-

rier, producer or affiliate of a carrier or pro-
ducer.

(5) “Carrier” means any person who pro-
vides health benefit plans in this state, in-
cluding:

(a) A licensed insurance company;
(b) A health care service contractor;
(c) A health maintenance organization;
(d) An association or group of employers

that provides benefits by means of a multiple
employer welfare arrangement and that:

(A) Is subject to ORS 750.301 to 750.341;
or

(B) Is fully insured and otherwise exempt
under ORS 750.303 (4) but elects to be gov-
erned by ORS 743B.010 to 743B.013; or

(e) Any other person or corporation re-
sponsible for the payment of benefits or pro-
vision of services.

(6) “Dependent” means the spouse or
child of an eligible employee, subject to ap-
plicable terms of the health benefit plan
covering the employee.

(7) “Eligible employee” means an em-
ployee who is eligible for coverage under a
group health benefit plan.

(8) “Employee” means any individual em-
ployed by an employer.

(9) “Enrollee” means an employee, de-
pendent of the employee or an individual
otherwise eligible for a group or individual
health benefit plan who has enrolled for
coverage under the terms of the plan.

(10) “Exchange” means an American
Health Benefit Exchange described in 42
U.S.C. 18031, 18032, 18033 and 18041.

(11) “Exclusion period” means a period
during which specified treatments or services
are excluded from coverage.

(12) “Financial impairment” means that
a carrier is not insolvent and is:

(a) Considered by the director to be po-
tentially unable to fulfill its contractual ob-
ligations; or

(b) Placed under an order of rehabili-
tation or conservation by a court of compe-
tent jurisdiction.

(13)(a) “Geographic average rate” means
the arithmetical average of the lowest pre-
mium and the corresponding highest pre-
mium to be charged by a carrier in a
geographic area established by the director
for the carrier’s:

(A) Group health benefit plans offered to
small employers; or

(B) Individual health benefit plans.
(b) “Geographic average rate” does not

include premium differences that are due to
differences in benefit design, age, tobacco use
or family composition.

(14) “Grandfathered health plan” has the
meaning prescribed by the United States
Secretaries of Labor, Health and Human
Services and the Treasury pursuant to 42
U.S.C. 18011(e).

(15) “Group eligibility waiting period”
means, with respect to a group health benefit
plan, the period of employment or member-
ship with the group that a prospective
enrollee must complete before plan coverage
begins.

(16)(a) “Health benefit plan” means any:
(A) Hospital expense, medical expense or

hospital or medical expense policy or certif-
icate;

(B) Subscriber contract of a health care
service contractor as defined in ORS 750.005;
or

(C) Plan provided by a multiple employer
welfare arrangement or by another benefit
arrangement defined in the federal Employee
Retirement Income Security Act of 1974, as
amended, to the extent that the plan is sub-
ject to state regulation.

(b) “Health benefit plan” does not in-
clude:
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HEALTH BENEFIT PLANS: INDIVIDUAL AND GROUP 743B.005

(A) Coverage for accident only, specific
disease or condition only, credit or disability
income;

(B) Coverage of Medicare services pursu-
ant to contracts with the federal government;

(C) Medicare supplement insurance poli-
cies;

(D) Coverage of TRICARE services pur-
suant to contracts with the federal govern-
ment;

(E) Benefits delivered through a flexible
spending arrangement established pursuant
to section 125 of the Internal Revenue Code
of 1986, as amended, when the benefits are
provided in addition to a group health benefit
plan;

(F) Separately offered long term care in-
surance, including, but not limited to, cover-
age of nursing home care, home health care
and community-based care;

(G) Independent, noncoordinated,
hospital-only indemnity insurance or other
fixed indemnity insurance;

(H) Short term health insurance policies
that are in effect for periods of 12 months or
less, including the term of a renewal of the
policy;

(I) Dental only coverage;
(J) Vision only coverage;
(K) Stop-loss coverage that meets the re-

quirements of ORS 742.065;
(L) Coverage issued as a supplement to

liability insurance;
(M) Insurance arising out of a workers’

compensation or similar law;
(N) Automobile medical payment insur-

ance or insurance under which benefits are
payable with or without regard to fault and
that is statutorily required to be contained
in any liability insurance policy or equiv-
alent self-insurance; or

(O) Any employee welfare benefit plan
that is exempt from state regulation because
of the federal Employee Retirement Income
Security Act of 1974, as amended.

(c) For purposes of this subsection, re-
newal of a short term health insurance pol-
icy includes the issuance of a new short term
health insurance policy by an insurer to a
policyholder within 60 days after the expira-
tion of a policy previously issued by the in-
surer to the policyholder.

(17) “Individual health benefit plan”
means a health benefit plan:

(a) That is issued to an individual policy-
holder; or

(b) That provides individual coverage
through a trust, association or similar group,

regardless of the situs of the policy or con-
tract.

(18) “Initial enrollment period” means a
period of at least 30 days following com-
mencement of the first eligibility period for
an individual.

(19) “Late enrollee” means an individual
who enrolls in a group health benefit plan
subsequent to the initial enrollment period
during which the individual was eligible for
coverage but declined to enroll. However, an
eligible individual shall not be considered a
late enrollee if:

(a) The individual qualifies for a special
enrollment period in accordance with 42
U.S.C. 300gg or as prescribed by rule by the
Department of Consumer and Business Ser-
vices;

(b) The individual applies for coverage
during an open enrollment period;

(c) A court issues an order that coverage
be provided for a spouse or minor child un-
der an employee’s employer sponsored health
benefit plan and request for enrollment is
made within 30 days after issuance of the
court order;

(d) The individual is employed by an em-
ployer that offers multiple health benefit
plans and the individual elects a different
health benefit plan during an open enroll-
ment period; or

(e) The individual’s coverage under
Medicaid, Medicare, TRICARE, Indian
Health Service or a publicly sponsored or
subsidized health plan, including, but not
limited to, the medical assistance program
under ORS chapter 414, has been involuntar-
ily terminated within 63 days after applying
for coverage in a group health benefit plan.

(20) “Multiple employer welfare arrange-
ment” means a multiple employer welfare
arrangement as defined in section 3 of the
federal Employee Retirement Income Secu-
rity Act of 1974, as amended, 29 U.S.C. 1002,
that is subject to ORS 750.301 to 750.341.

(21) “Preexisting condition exclusion”
means:

(a) Except for a grandfathered health
plan, a limitation or exclusion of benefits or
a denial of coverage based on a medical con-
dition being present before the effective date
of coverage or before the date coverage is
denied, whether or not any medical advice,
diagnosis, care or treatment was recom-
mended or received for the condition before
the date of coverage or denial of coverage.

(b) With respect to a grandfathered
health plan, a provision applicable to an
enrollee or late enrollee that excludes cover-
age for services, charges or expenses in-
curred during a specified period immediately
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following enrollment for a condition for
which medical advice, diagnosis, care or
treatment was recommended or received
during a specified period immediately pre-
ceding enrollment. For purposes of this par-
agraph pregnancy and genetic information do
not constitute preexisting conditions.

(22) “Premium” includes insurance pre-
miums or other fees charged for a health
benefit plan, including the costs of benefits
paid or reimbursements made to or on behalf
of enrollees covered by the plan.

(23) “Rating period” means the 12-month
calendar period for which premium rates es-
tablished by a carrier are in effect, as deter-
mined by the carrier.

(24) “Representative” does not include an
insurance producer or an employee or au-
thorized representative of an insurance pro-
ducer or carrier.

(25) “Small employer” has the meaning
given that term in 42 U.S.C. 18024 unless
otherwise prescribed by the department by
rule in accordance with guidance issued by
the United States Department of Health and
Human Services, the United States Depart-
ment of Labor or the United States Depart-
ment of the Treasury. [Formerly 743.730]

EMPLOYER-SPONSORED HEALTH
INSURANCE

743B.010 Issuance of group health
benefit plan to affiliated group of em-
ployers; determination of number of em-
ployees for purpose of determining
eligibility as small employer. (1) If an af-
filiated group of employers is treated as a
single employer under section 414 (b), (c), (m)
or (o) of the Internal Revenue Code of 1986,
a carrier may issue a single group health
benefit plan to the affiliated group on the
basis of the number of employees in the af-
filiated group if the group requests such
coverage.

(2) Subsequent to the issuance of a
health benefit plan to a small employer,
other than a plan issued through the health
insurance exchange, a carrier shall deter-
mine annually the number of employees of
the employer for purposes of determining the
employer’s ongoing eligibility as a small em-
ployer.

(3)(a) ORS 743B.010 to 743B.013 shall
continue to apply to a health benefit plan is-
sued outside of the exchange to a small em-
ployer until the plan anniversary date
following the date the employer no longer
meets the definition of a small employer.

(b) ORS 743B.010 to 743B.013 shall con-
tinue to apply to an employer that receives
coverage through the exchange until the em-

ployer no longer receives coverage through
the exchange and is no longer a small em-
ployer. [Formerly 743.733]

743B.011 Group health benefit plans
subject to provisions of specified laws;
exemptions. (1) Every health benefit plan
shall be subject to the provisions of ORS
743B.010 to 743B.013, if the plan provides
health benefits covering one or more em-
ployees of a small employer and if any one
of the following conditions is met:

(a) Any portion of the premium or bene-
fits is paid by a small employer or any em-
ployee is reimbursed, whether through wage
adjustments or otherwise, by a small em-
ployer for any portion of the health benefit
plan premium; or

(b) The health benefit plan is treated by
the employer or any of the employees as part
of a plan or program for the purposes of sec-
tion 106, section 125 or section 162 of the
Internal Revenue Code of 1986, as amended.

(2) Except as otherwise provided by ORS
743B.010 to 743B.013 or other law, no health
benefit plan offered to a small employer
shall:

(a) Inhibit a carrier from contracting
with providers or groups of providers with
respect to health care services or benefits;
or

(b) Impose any restriction on the ability
of a carrier to negotiate with providers re-
garding the level or method of reimbursing
care or services provided under health bene-
fit plans.

(3)(a) A carrier may provide different
health benefit plans to different categories
of employees of a small employer when the
employer has chosen to establish different
categories of employees in a manner that
does not relate to the actual or expected
health status of such employees or their de-
pendents. The categories must be based on
bona fide employment-based classifications
that are consistent with the employer’s usual
business practice.

(b) Except as provided in ORS 743B.012
(7), a carrier that offers coverage to a small
employer shall offer coverage to all eligible
employees of the small employer.

(c) If a small employer elects to offer
coverage to dependents of eligible employees,
the carrier shall offer coverage to all depen-
dents of eligible employees.

(4) An insurer may not deny, delay or
terminate participation of an individual in a
group health benefit plan or exclude cover-
age otherwise provided to an individual un-
der a group health benefit plan based on a
preexisting condition of the individual.
[Formerly 743.734]
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743B.012 Requirement to offer all
health benefit plans to small employers;
offering of plan by carriers;
exceptions. (1) As a condition of transacting
business in the small employer health insur-
ance market in this state, a carrier shall of-
fer small employers all of the carrier’s health
benefit plans, approved by the Department of
Consumer and Business Services for use in
the small employer market, for which the
small employer is eligible.

(2) A carrier shall issue to a small em-
ployer any health benefit plan that is offered
by the carrier if the small employer applies
for the plan and agrees to make the required
premium payments and to satisfy the other
provisions of the health benefit plan.

(3) A multiple employer welfare arrange-
ment, professional or trade association or
other similar arrangement established or
maintained to provide benefits to a particular
trade, business, profession or industry or
their subsidiaries may not issue coverage to
a group or individual that is not in the same
trade, business, profession or industry as that
covered by the arrangement. The arrange-
ment shall accept all groups and individuals
in the same trade, business, profession or in-
dustry or their subsidiaries that apply for
coverage under the arrangement and that
meet the requirements for membership in the
arrangement. For purposes of this subsec-
tion, the requirements for membership in an
arrangement may not include any require-
ments that relate to the actual or expected
health status of the prospective enrollee.

(4) A carrier shall, pursuant to subsec-
tion (2) of this section, accept applications
from and offer coverage to a small employer
group covered under an existing health ben-
efit plan regardless of whether a prospective
enrollee is excluded from coverage under the
existing plan because of late enrollment.
When a carrier accepts an application for a
small employer group, the carrier may con-
tinue to exclude the prospective enrollee ex-
cluded from coverage by the replaced plan
until the prospective enrollee would have
become eligible for coverage under that re-
placed plan.

(5) A carrier is not required to accept
applications from and offer coverage pursu-
ant to subsection (2) of this section if the
department finds that acceptance of an ap-
plication or applications would endanger the
carrier’s ability to fulfill its contractual obli-
gations or result in financial impairment of
the carrier.

(6) A carrier shall actively market all
health benefit plans that are offered by the
carrier to small employers in the geograph-
ical areas in which the carrier makes cover-
age available or provides benefits.

(7)(a) Subsection (2) of this section does
not require a carrier to offer coverage to or
accept applications from:

(A) A small employer if the small em-
ployer is not physically located in the
carrier’s approved service area;

(B) An employee of a small employer if
the employee does not work or reside within
the carrier’s approved service areas; or

(C) Small employers located within an
area where the carrier reasonably antic-
ipates, and demonstrates to the department,
that it will not have the capacity in its net-
work of providers to deliver services ade-
quately to the enrollees of those small
employer groups because of its obligations to
existing small employer group contract hold-
ers and enrollees.

(b) A carrier that does not offer coverage
pursuant to paragraph (a)(C) of this subsec-
tion may not offer coverage in the applicable
service area to new employer groups other
than small employers until the carrier re-
sumes enrolling groups of new small employ-
ers in the applicable area.

(8) For purposes of ORS 743B.010 to
743B.013, except as provided in this subsec-
tion, carriers that are affiliated carriers or
that are eligible to file a consolidated tax
return pursuant to ORS 317.715 shall be
treated as one carrier and any restrictions
or limitations imposed by ORS 743B.010 to
743B.013 apply as if all health benefit plans
delivered or issued for delivery to small em-
ployers in this state by the affiliated carriers
were issued by one carrier. However, any
insurance company or health maintenance
organization that is an affiliate of a health
care service contractor located in this state,
or any health maintenance organization lo-
cated in this state that is an affiliate of an
insurance company or health care service
contractor, may treat the health mainte-
nance organization as a separate carrier and
each health maintenance organization that
operates only one health maintenance organ-
ization in a service area in this state may be
considered a separate carrier.

(9) A carrier that elects to discontinue
offering all of its health benefit plans to
small employers under ORS 743B.013 (3)(e)
or elects to discontinue renewing all such
plans is prohibited from offering health ben-
efit plans to small employers in this state for
a period of five years from one of the follow-
ing dates:

(a) The date of notice to the department
pursuant to ORS 743B.013 (3)(e); or

(b) If notice is not provided under para-
graph (a) of this subsection, from the date on
which the department provides notice to the
carrier that the department has determined
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that the carrier has effectively discontinued
offering health benefit plans to small em-
ployers in this state. [Formerly 743.736]

743B.013 Requirements for small em-
ployer health benefit plans. (1) A health
benefit plan issued to a small employer:

(a) Other than a grandfathered health
plan, must cover essential health benefits
consistent with 42 U.S.C. 300gg-11.

(b) May require an affiliation period that
does not exceed two months for an enrollee
or 90 days for a late enrollee.

(c) May not apply a preexisting condition
exclusion to any enrollee.

(2) Late enrollees in a small employer
health benefit plan may be subjected to a
group eligibility waiting period that does not
exceed 90 days.

(3) Each small employer health benefit
plan shall be renewable with respect to all
eligible enrollees at the option of the policy-
holder, small employer or contract holder
unless:

(a) The policyholder, small employer or
contract holder fails to pay the required pre-
miums.

(b) The policyholder, small employer or
contract holder or, with respect to coverage
of individual enrollees, an enrollee or a rep-
resentative of an enrollee engages in fraud
or makes an intentional misrepresentation of
a material fact as prohibited by the terms of
the plan.

(c) The number of enrollees covered un-
der the plan is less than the number or per-
centage of enrollees required by participation
requirements under the plan.

(d) The small employer fails to comply
with the contribution requirements under the
health benefit plan.

(e) The carrier discontinues both offering
and renewing all of its small employer health
benefit plans in this state or in a specified
service area within this state. In order to
discontinue plans under this paragraph, the
carrier:

(A) Must give notice of the decision to
the Department of Consumer and Business
Services and to all policyholders covered by
the plans;

(B) May not cancel coverage under the
plans for 180 days after the date of the notice
required under subparagraph (A) of this par-
agraph if coverage is discontinued in the en-
tire state or, except as provided in
subparagraph (C) of this paragraph, in a
specified service area; and

(C) May not cancel coverage under the
plans for 90 days after the date of the notice
required under subparagraph (A) of this par-

agraph if coverage is discontinued in a spec-
ified service area because of an inability to
reach an agreement with the health care
providers or organization of health care pro-
viders to provide services under the plans
within the service area.

(f) The carrier discontinues both offering
and renewing a small employer health bene-
fit plan in a specified service area within this
state because of an inability to reach an
agreement with the health care providers or
organization of health care providers to pro-
vide services under the plan within the ser-
vice area. In order to discontinue a plan
under this paragraph, the carrier:

(A) Must give notice to the department
and to all policyholders covered by the plan;

(B) May not cancel coverage under the
plan for 90 days after the date of the notice
required under subparagraph (A) of this par-
agraph; and

(C) Must offer in writing to each small
employer covered by the plan, all other small
employer health benefit plans that the car-
rier offers to small employers in the specified
service area. The carrier shall issue any
such plans pursuant to the provisions of ORS
743B.010 to 743B.013. The carrier shall offer
the plans at least 90 days prior to discontin-
uation.

(g) The carrier discontinues both offering
and renewing a health benefit plan, other
than a grandfathered health plan, for all
small employers in this state or in a specified
service area within this state, other than a
plan discontinued under paragraph (f) of this
subsection.

(h) The carrier discontinues both offering
and renewing a grandfathered health plan for
all small employers in this state or in a
specified service area within this state, other
than a plan discontinued under paragraph (f)
of this subsection.

(i) With respect to plans that are being
discontinued under paragraph (g) or (h) of
this subsection, the carrier must:

(A) Offer in writing to each small em-
ployer covered by the plan, all other health
benefit plans that the carrier offers to small
employers in the specified service area.

(B) Issue any such plans pursuant to the
provisions of ORS 743B.010 to 743B.013.

(C) Offer the plans at least 90 days prior
to discontinuation.

(D) Act uniformly without regard to the
claims experience of the affected policyhold-
ers or the health status of any current or
prospective enrollee.

(j) The Director of the Department of
Consumer and Business Services orders the
carrier to discontinue coverage in accor-
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dance with procedures specified or approved
by the director upon finding that the contin-
uation of the coverage would:

(A) Not be in the best interests of the
enrollees; or

(B) Impair the carrier’s ability to meet
contractual obligations.

(k) In the case of a small employer health
benefit plan that delivers covered services
through a specified network of health care
providers, there is no longer any enrollee
who lives, resides or works in the service
area of the provider network.

(L) In the case of a health benefit plan
that is offered in the small employer market
only to one or more bona fide associations,
the membership of an employer in the asso-
ciation ceases and the termination of cover-
age is not related to the health status of any
enrollee.

(4) A carrier may modify a small em-
ployer health benefit plan at the time of
coverage renewal. The modification is not a
discontinuation of the plan under subsection
(3)(e), (g) and (h) of this section.

(5) Notwithstanding any provision of
subsection (3) of this section to the contrary,
a carrier may not rescind the coverage of an
enrollee in a small employer health benefit
plan unless:

(a) The enrollee or a person seeking cov-
erage on behalf of the enrollee:

(A) Performs an act, practice or omission
that constitutes fraud; or

(B) Makes an intentional misrepresen-
tation of a material fact as prohibited by the
terms of the plan;

(b) The carrier provides at least 30 days’
advance written notice, in the form and
manner prescribed by the department, to the
enrollee; and

(c) The carrier provides notice of the
rescission to the department in the form,
manner and time frame prescribed by the
department by rule.

(6) Notwithstanding any provision of
subsection (3) of this section to the contrary,
a carrier may not rescind a small employer
health benefit plan unless:

(a) The small employer or a represen-
tative of the small employer:

(A) Performs an act, practice or omission
that constitutes fraud; or

(B) Makes an intentional misrepresen-
tation of a material fact as prohibited by the
terms of the plan;

(b) The carrier provides at least 30 days’
advance written notice, in the form and
manner prescribed by the department, to

each plan enrollee who would be affected by
the rescission of coverage; and

(c) The carrier provides notice of the
rescission to the department in the form,
manner and time frame prescribed by the
department by rule.

(7)(a) A carrier may continue to enforce
reasonable employer participation and con-
tribution requirements on small employers.
However, participation and contribution re-
quirements shall be applied uniformly among
all small employer groups with the same
number of eligible employees applying for
coverage or receiving coverage from the car-
rier. In determining minimum participation
requirements, a carrier shall count only
those employees who are not covered by an
existing group health benefit plan, Medicaid,
Medicare, TRICARE, Indian Health Service
or a publicly sponsored or subsidized health
plan, including but not limited to the medical
assistance program under ORS chapter 414.

(b) A carrier may not deny a small
employer’s application for coverage under a
health benefit plan based on participation or
contribution requirements but may require
small employers that do not meet partic-
ipation or contribution requirements to en-
roll during the open enrollment period
beginning November 15 and ending Decem-
ber 15.

(8) Premium rates for small employer
health benefit plans, except grandfathered
health plans, shall be subject to the following
provisions:

(a) Each carrier must file with the de-
partment the initial geographic average rate
and any changes in the geographic average
rate with respect to each health benefit plan
issued by the carrier to small employers.

(b)(A) The variations in premium rates
charged during a rating period for health
benefit plans issued to small employers shall
be based solely on the factors specified in
subparagraph (B) of this paragraph. A carrier
may elect which of the factors specified in
subparagraph (B) of this paragraph apply to
premium rates for health benefit plans for
small employers. All other factors must be
applied in the same actuarially sound way to
all small employer health benefit plans.

(B) The variations in premium rates de-
scribed in subparagraph (A) of this paragraph
may be based only on one or more of the
following factors as prescribed by the de-
partment by rule:

(i) The ages of enrolled employees and
their dependents, except that the rate for
adults may not vary by more than three to
one;

(ii) The level at which enrolled employees
and their dependents 18 years of age and
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older engage in tobacco use, except that the
rate may not vary by more than 1.5 to one;
and

(iii) Adjustments to reflect differences in
family composition.

(C) A carrier shall apply the carrier’s
schedule of premium rate variations as ap-
proved by the department and in accordance
with this paragraph. Except as otherwise
provided in this section, the premium rate
established by a carrier for a small employer
health benefit plan shall apply uniformly to
all employees of the small employer enrolled
in that plan.

(c) Except as provided in paragraph (b)
of this subsection, the variation in premium
rates between different health benefit plans
offered by a carrier to small employers must
be based solely on objective differences in
plan design or coverage, age, tobacco use and
family composition and must not include dif-
ferences based on the risk characteristics of
groups assumed to select a particular health
benefit plan.

(d) A carrier may not increase the rates
of a health benefit plan issued to a small
employer more than once in a 12-month pe-
riod. Annual rate increases shall be effective
on the plan anniversary date of the health
benefit plan issued to a small employer. The
percentage increase in the premium rate
charged to a small employer for a new rating
period may not exceed the sum of the fol-
lowing:

(A) The percentage change in the ge-
ographic average rate measured from the
first day of the prior rating period to the
first day of the new period; and

(B) Any adjustment attributable to
changes in age and differences in family
composition.

(9) Premium rates for grandfathered
health plans shall be subject to requirements
prescribed by the department by rule.

(10) In connection with the offering for
sale of any health benefit plan to a small
employer, each carrier shall make a reason-
able disclosure as part of its solicitation and
sales materials of:

(a) The full array of health benefit plans
that are offered to small employers by the
carrier;

(b) The authority of the carrier to adjust
rates and premiums, and the extent to which
the carrier considers age, tobacco use, family
composition and geographic factors in estab-
lishing and adjusting rates and premiums;
and

(c) The benefits and premiums for all
health insurance coverage for which the em-
ployer is qualified.

(11)(a) Each carrier shall maintain at its
principal place of business a complete and
detailed description of its rating practices
and renewal underwriting practices relating
to its small employer health benefit plans,
including information and documentation
that demonstrate that its rating methods and
practices are based upon commonly accepted
actuarial practices and are in accordance
with sound actuarial principles.

(b) A carrier offering a small employer
health benefit plan shall file with the de-
partment at least once every 12 months an
actuarial certification that the carrier is in
compliance with ORS 743B.010 to 743B.013
and that the rating methods of the carrier
are actuarially sound. Each certification
shall be in a uniform form and manner and
shall contain such information as specified
by the department. A copy of each certifica-
tion shall be retained by the carrier at its
principal place of business. A carrier is not
required to file the actuarial certification
under this paragraph if the department has
approved the carrier’s rate filing within the
preceding 12-month period.

(c) A carrier shall make the information
and documentation described in paragraph
(a) of this subsection available to the depart-
ment upon request. Except as provided in
ORS 743.018 and except in cases of violations
of ORS 743B.010 to 743B.013, the information
shall be considered proprietary and trade se-
cret information and shall not be subject to
disclosure to persons outside the department
except as agreed to by the carrier or as or-
dered by a court of competent jurisdiction.

(12) A carrier shall not provide any fi-
nancial or other incentive to any insurance
producer that would encourage the insurance
producer to sell health benefit plans of the
carrier to small employer groups based on a
small employer group’s anticipated claims
experience.

(13) For purposes of this section, the date
a small employer health benefit plan is con-
tinued shall be the anniversary date of the
first issuance of the health benefit plan.

(14) A carrier must include a provision
that offers coverage to all eligible employees
of a small employer and to all dependents of
the eligible employees to the extent the em-
ployer chooses to offer coverage to depen-
dents.

(15) All small employer health benefit
plans shall contain special enrollment peri-
ods during which eligible employees and de-
pendents may enroll for coverage, as
provided by federal law and rules adopted by
the department.

(16) A small employer health benefit plan
may not impose annual or lifetime limits on
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the dollar amount of essential health bene-
fits. [Formerly 743.737]

743B.020 Eligible employees and small
employers; rules. (1) The Department of
Consumer and Business Services shall adopt
by rule a method for determining whether:

(a) An employee is an eligible employee
as defined in ORS 743B.005; and

(b) An employer is a small employer as
defined in ORS 743B.005.

(2) The method adopted by the depart-
ment under subsection (1) of this section
must be consistent with corresponding fed-
eral requirements for the Small Business
Health Options Program as defined in ORS
741.300. [2015 c.515 §3a]

Note: 743B.020 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

MARKETING REQUIREMENTS
743B.100 Department’s authority to

regulate market. (1) In order to ensure the
broadest availability of small employer and
individual health benefit plans, the Depart-
ment of Consumer and Business Services
may approve market conduct and other re-
quirements for carriers and insurance pro-
ducers, including:

(a) Registration by each carrier with the
department of the carrier’s intention to offer
group health benefit plans under ORS
743B.010 to 743B.013 or individual health
benefit plans, or both.

(b) To the extent deemed necessary by
the department to ensure the fair distrib-
ution of high-risk individuals and groups
among carriers, periodic reports by carriers
and insurance producers concerning small
employer and individual health benefit plans
issued, provided that reporting requirements
shall be limited to information concerning
case characteristics and numbers of health
benefit plans in various categories sold or
issued to small employers and individuals.

(c) Methods concerning periodic demon-
stration by carriers offering health benefit
plans to individuals or small employers and
insurance producers that the carriers and
insurance producers are selling or issuing
health benefit plans in fulfillment of the
purposes of ORS 743.004, 743.022, 743.535 and
743B.003 to 743B.127.

(2) The department may require carriers
and insurance producers offering health ben-
efit plans to individuals or small employers
to use the open and special enrollment peri-
ods prescribed by the department by rule.
[Formerly 743.745]

Note: Sections 5 and 6, chapter 80, Oregon Laws
2014, provide:

Sec. 5. (1) As used in this section:
(a) “Health benefit plan” has the meaning given

that term in ORS 743.730 [renumbered 743B.005].
(b) “Transitional health benefit plan” means a

health benefit plan that:
(A) Was issued to an individual or a small em-

ployer who elected to renew coverage under the plan in
calendar year 2013 instead of obtaining coverage under
a new health benefit plan;

(B) Is in force on the effective date of this 2014 Act
[March 19, 2014];

(C) Does not comply with the requirements of the
Insurance Code in effect on or after January 1, 2014;
and

(D) Complies with the requirements of the Insur-
ance Code in effect on December 31, 2013.

(2) If authorized by guidance from the United
States Department of Health and Human Services, the
United States Department of Labor or the United States
Department of the Treasury, the Department of Con-
sumer and Business Services shall permit a transitional
health benefit plan to remain in force until the later of:

(a) December 31, 2015; or
(b) A later date specified by the Department of

Consumer and Business Services by rule. [2014 c.80 §5]
Sec. 6. Section 5 of this 2014 Act is repealed Jan-

uary 2, 2017. [2014 c.80 §6]

743B.102 Certifications and disclosure
of coverage. All carriers that offer individ-
ual or group health benefit plans shall pro-
vide certifications and disclosure of coverage
in accordance with 42 U.S.C. 300gg(e) and
300gg-43 as amended and in effect on July 1,
1997. [Formerly 743.749]

743B.103 Use of health-related infor-
mation. (1) Except as provided in subsection
(2) of this section, a carrier may not:

(a) Require an applicant to provide
health-related information as a precondition
for the issuance of an individual health ben-
efit plan policy; or

(b) Deny coverage under an individual
health benefit plan policy based on health-
related information provided by the appli-
cant.

(2) A carrier may require an applicant for
an individual grandfathered health plan to
complete the standard health statement pre-
scribed by the Department of Consumer and
Business Services prior to enrollment for the
purpose of:

(a) Determining eligibility for coverage;
or

(b) Imposing a preexisting condition pro-
vision.

(3) A carrier may require an enrollee in
a health benefit plan to complete the stan-
dard health statement prescribed by the de-
partment for the purpose of:

(a) Managing the enrollee’s health care;
or
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(b) Administering:
(A) A program of health promotion or

disease prevention, as described in 42 U.S.C.
300gg-4;

(B) A program to promote healthy be-
haviors under ORS 743.824; or

(C) A wellness program defined by the
department by rule. [Formerly 743.751]

743B.104 Coverage in group health
benefit plans; consideration of prospec-
tive enrollee health status restricted; ef-
fect of discontinuing offer of plans;
exceptions; coverage by multiple em-
ployer welfare arrangements. (1) Except in
the case of a late enrollee and as otherwise
provided in this section, a carrier offering a
group health benefit plan to a group of two
or more prospective certificate holders shall
not decline to offer coverage to any eligible
prospective enrollee and shall not impose
different terms or conditions on the cover-
age, premiums or contributions of any
enrollee in the group that are based on the
actual or expected health status of the
enrollee.

(2) A carrier that elects to discontinue
offering all of its group health benefit plans
under ORS 743B.105 (5)(e), elects to discon-
tinue renewing all such plans or elects to
discontinue offering and renewing all such
plans is prohibited from offering health ben-
efit plans in the group market in this state
for a period of five years from one of the
following dates:

(a) The date of notice to the Director of
the Department of Consumer and Business
Services pursuant to ORS 743B.105 (5)(e); or

(b) If notice is not provided under para-
graph (a) of this subsection, from the date on
which the director provides notice to the
carrier that the director has determined that
the carrier has effectively discontinued of-
fering group health benefit plans in this
state.

(3) Subsection (1) of this section applies
only to group health benefit plans that are
not small employer health benefit plans.

(4) Nothing in this section shall prohibit
an employer from providing different group
health benefit plans to various categories of
employees as defined by the employer nor
prohibit an employer from providing health
benefit plans through different carriers so
long as the employer’s categories of em-
ployees are established in a manner that does
not relate to the actual or expected health
status of the employees or their dependents.

(5) A multiple employer welfare arrange-
ment, professional or trade association, or
other similar arrangement established or
maintained to provide benefits to a particular

trade, business, profession or industry or
their subsidiaries, shall not issue coverage to
a group or individual that is not in the same
trade, business, profession or industry or
their subsidiaries as that covered by the ar-
rangement. The arrangement shall accept all
groups and individuals in the same trade,
business, profession or industry or their sub-
sidiaries that apply for coverage under the
arrangement and that meet the requirements
for membership in the arrangement. For
purposes of this subsection, the requirements
for membership in an arrangement shall not
include any requirements that relate to the
actual or expected health status of the pro-
spective enrollee. [Formerly 743.752]

743B.105 Requirements for group
health benefit plans other than small
employer plans. The following requirements
apply to all group health benefit plans other
than small employer health benefit plans
covering two or more certificate holders:

(1) A carrier offering a group health
benefit plan may not decline to offer cover-
age to any eligible prospective enrollee and
may not impose different terms or conditions
on the coverage, premiums or contributions
of any enrollee in the group that are based
on the actual or expected health status of
the enrollee.

(2) A group health benefit plan may not
apply a preexisting condition exclusion to
any enrollee but may impose:

(a) An affiliation period that does not
exceed two months for an enrollee or three
months for a late enrollee; or

(b) A group eligibility waiting period for
late enrollees that does not exceed 90 days.

(3) Each group health benefit plan shall
contain a special enrollment period during
which eligible employees and dependents may
enroll for coverage, as provided by federal
law and rules adopted by the Department of
Consumer and Business Services.

(4)(a) A carrier shall issue to a group any
of the carrier’s group health benefit plans
offered by the carrier for which the group is
eligible, if the group applies for the plan,
agrees to make the required premium pay-
ments and agrees to satisfy the other re-
quirements of the plan.

(b) The department may waive the re-
quirements of this subsection if the depart-
ment finds that issuing a plan to a group or
groups would endanger the carrier’s ability
to fulfill its contractual obligations or result
in financial impairment of the carrier.

(5) Each group health benefit plan shall
be renewable with respect to all eligible en-
rollees at the option of the policyholder un-
less:
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(a) The policyholder fails to pay the re-
quired premiums.

(b) The policyholder or, with respect to
coverage of individual enrollees, an enrollee
or a representative of an enrollee engages in
fraud or makes an intentional misrepresen-
tation of a material fact as prohibited by the
terms of the plan.

(c) The number of enrollees covered un-
der the plan is less than the number or per-
centage of enrollees required by participation
requirements under the plan.

(d) The policyholder fails to comply with
the contribution requirements under the
plan.

(e) The carrier discontinues both offering
and renewing, all of its group health benefit
plans in this state or in a specified service
area within this state. In order to discon-
tinue plans under this paragraph, the carrier:

(A) Must give notice of the decision to
the department and to all policyholders cov-
ered by the plans;

(B) May not cancel coverage under the
plans for 180 days after the date of the notice
required under subparagraph (A) of this par-
agraph if coverage is discontinued in the en-
tire state or, except as provided in
subparagraph (C) of this paragraph, in a
specified service area; and

(C) May not cancel coverage under the
plans for 90 days after the date of the notice
required under subparagraph (A) of this par-
agraph if coverage is discontinued in a spec-
ified service area because of an inability to
reach an agreement with the health care
providers or organization of health care pro-
viders to provide services under the plans
within the service area.

(f) The carrier discontinues both offering
and renewing a group health benefit plan in
a specified service area within this state be-
cause of an inability to reach an agreement
with the health care providers or organiza-
tion of health care providers to provide ser-
vices under the plan within the service area.
In order to discontinue a plan under this
paragraph, the carrier:

(A) Must give notice of the decision to
the department and to all policyholders cov-
ered by the plan;

(B) May not cancel coverage under the
plan for 90 days after the date of the notice
required under subparagraph (A) of this par-
agraph; and

(C) Must offer in writing to each policy-
holder covered by the plan, all other group
health benefit plans that the carrier offers in
the specified service area. The carrier shall
offer the plans at least 90 days prior to dis-
continuation.

(g) The carrier discontinues both offering
and renewing a group health benefit plan,
other than a grandfathered health plan, for
all groups in this state or in a specified ser-
vice area within this state, other than a plan
discontinued under paragraph (f) of this sub-
section.

(h) The carrier discontinues both offering
and renewing a grandfathered health plan for
all groups in this state or in a specified ser-
vice are within this state, other than a plan
discontinued under paragraph (f) of this sub-
section.

(i) With respect to plans that are being
discontinued under paragraph (g) or (h) of
this subsection, the carrier must:

(A) Offer in writing to each policyholder
covered by the plan, one or more health
benefit plans that the carrier offers to groups
in the specified service area.

(B) Offer the plans at least 90 days prior
to discontinuation.

(C) Act uniformly without regard to the
claims experience of the affected policyhold-
ers or the health status of any current or
prospective enrollee.

(j) The Director of the Department of
Consumer and Business Services orders the
carrier to discontinue coverage in accor-
dance with procedures specified or approved
by the director upon finding that the contin-
uation of the coverage would:

(A) Not be in the best interests of the
enrollees; or

(B) Impair the carrier’s ability to meet
contractual obligations.

(k) In the case of a group health benefit
plan that delivers covered services through
a specified network of health care providers,
there is no longer any enrollee who lives,
resides or works in the service area of the
provider network.

(L) In the case of a health benefit plan
that is offered in the group market only to
one or more bona fide associations, the
membership of an employer in the associ-
ation ceases and the termination of coverage
is not related to the health status of any
enrollee.

(6) A carrier may modify a group health
benefit plan at the time of coverage renewal.
The modification is not a discontinuation of
the plan under subsection (5)(e), (g) and (h)
of this section.

(7) Notwithstanding any provision of
subsection (5) of this section to the contrary,
a carrier may not rescind the coverage of an
enrollee under a group health benefit plan
unless:

(a) The enrollee:
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(A) Performs an act, practice or omission
that constitutes fraud; or

(B) Makes an intentional misrepresen-
tation of a material fact as prohibited by the
terms of the plan;

(b) The carrier provides at least 30 days’
advance written notice, in the form and
manner prescribed by the department, to the
enrollee; and

(c) The carrier provides notice of the
rescission to the department in the form,
manner and time frame prescribed by the
department by rule.

(8) Notwithstanding any provision of
subsection (5) of this section to the contrary,
a carrier may not rescind a group health
benefit plan unless:

(a) The plan sponsor or a representative
of the plan sponsor:

(A) Performs an act, practice or omission
that constitutes fraud; or

(B) Makes an intentional misrepresen-
tation of a material fact as prohibited by the
terms of the plan;

(b) The carrier provides at least 30 days’
advance written notice, in the form and
manner prescribed by the department, to
each plan enrollee who would be affected by
the rescission of coverage; and

(c) The carrier provides notice of the
rescission to the department in the form,
manner and time frame prescribed by the
department by rule.

(9) A group health benefit plan may not
impose annual or lifetime limits on the dollar
amount of essential health benefits. [Formerly
743.754]

743B.110 Implementation of federal
laws; rules. The Department of Consumer
and Business Services may adopt rules in-
corporating, implementing and administering
the Health Insurance Portability and Ac-
countability Act of 1996 (P.L. 104-191), the
Patient Protection and Affordable Care Act
(P.L. 111-148) as amended by the Health Care
and Education Reconciliation Act (P.L.
111-152) and federal regulations that are is-
sued in conjunction with the Acts. [Formerly
743.758]

743B.120 Preventive health services;
coverage; cost sharing. Notwithstanding
any other provision of law, a health benefit
plan that is not a grandfathered health plan:

(1) Must provide coverage of preventive
health services as prescribed by the United
States Department of Health and Human
Services pursuant to 42 U.S.C. 300gg-13; and

(2) May not impose cost-sharing require-
ments on an enrollee for preventive health

services, except as allowed by federal law.
[Formerly 743.764]

743B.125 Individual health benefit
plans; waiting or exclusion periods; pre-
existing condition exclusions; essential
health benefits. (1) With respect to cover-
age under an individual health benefit plan,
a carrier may not impose an individual cov-
erage waiting period.

(2) With respect to individual coverage
under a grandfathered health plan, a carrier:

(a) May impose an exclusion period for
specified covered services applicable to all
individuals enrolling for the first time in the
individual health benefit plan.

(b) May not impose a preexisting condi-
tion exclusion unless the exclusion complies
with the following requirements:

(A) The exclusion applies only to a con-
dition for which medical advice, diagnosis,
care or treatment was recommended or re-
ceived during the six-month period imme-
diately preceding the individual’s effective
date of coverage.

(B) The exclusion expires no later than
six months after the individual’s effective
date of coverage.

(3) An individual health benefit plan
other than a grandfathered health plan must
cover, at a minimum, all essential health
benefits.

(4) A carrier shall renew an individual
health benefit plan, including a health bene-
fit plan issued through a bona fide associ-
ation, unless:

(a) The policyholder fails to pay the re-
quired premiums.

(b) The policyholder or a representative
of the policyholder engages in fraud or
makes an intentional misrepresentation of a
material fact as prohibited by the terms of
the policy.

(c) The carrier discontinues both offering
and renewing all of its individual health
benefit plans in this state or in a specified
service area within this state. In order to
discontinue the plans under this paragraph,
the carrier:

(A) Must give notice of the decision to
the Department of Consumer and Business
Services and to all policyholders covered by
the plans;

(B) May not cancel coverage under the
plans for 180 days after the date of the notice
required under subparagraph (A) of this par-
agraph if coverage is discontinued in the en-
tire state or, except as provided in
subparagraph (C) of this paragraph, in a
specified service area; and

Title 56 Page 16 (2015 Edition)



HEALTH BENEFIT PLANS: INDIVIDUAL AND GROUP 743B.125

(C) May not cancel coverage under the
plans for 90 days after the date of the notice
required under subparagraph (A) of this par-
agraph if coverage is discontinued in a spec-
ified service area because of an inability to
reach an agreement with the health care
providers or organization of health care pro-
viders to provide services under the plans
within the service area.

(d) The carrier discontinues both offering
and renewing an individual health benefit
plan in a specified service area within this
state because of an inability to reach an
agreement with the health care providers or
organization of health care providers to pro-
vide services under the plan within the ser-
vice area. In order to discontinue a plan
under this paragraph, the carrier:

(A) Must give notice of the decision to
the department and to all policyholders cov-
ered by the plan;

(B) May not cancel coverage under the
plan for 90 days after the date of the notice
required under subparagraph (A) of this par-
agraph; and

(C) Must offer in writing to each policy-
holder covered by the plan, all other individ-
ual health benefit plans that the carrier
offers in the specified service area. The car-
rier shall offer the plans at least 90 days
prior to discontinuation.

(e) The carrier discontinues both offering
and renewing an individual health benefit
plan, other than a grandfathered health plan,
for all individuals in this state or in a speci-
fied service area within this state, other than
a plan discontinued under paragraph (d) of
this subsection.

(f) The carrier discontinues both offering
and renewing a grandfathered health plan for
all individuals in this state or in a specified
service area within this state, other than a
plan discontinued under paragraph (d) of this
subsection.

(g) With respect to plans that are being
discontinued under paragraph (e) or (f) of
this subsection, the carrier must:

(A) Offer in writing to each policyholder
covered by the plan, all health benefit plans
that the carrier offers to individuals in the
specified service area.

(B) Offer the plans at least 90 days prior
to discontinuation.

(C) Act uniformly without regard to the
claims experience of the affected policyhold-
ers or the health status of any current or
prospective enrollee.

(h) The Director of the Department of
Consumer and Business Services orders the
carrier to discontinue coverage in accor-

dance with procedures specified or approved
by the director upon finding that the contin-
uation of the coverage would:

(A) Not be in the best interests of the
enrollee; or

(B) Impair the carrier’s ability to meet its
contractual obligations.

(i) In the case of an individual health
benefit plan that delivers covered services
through a specified network of health care
providers, the enrollee no longer lives, re-
sides or works in the service area of the
provider network and the termination of
coverage is not related to the health status
of any enrollee.

(j) In the case of a health benefit plan
that is offered in the individual market only
through one or more bona fide associations,
the membership of an individual in the asso-
ciation ceases and the termination of cover-
age is not related to the health status of any
enrollee.

(5) A carrier may modify an individual
health benefit plan at the time of coverage
renewal. The modification is not a discontin-
uation of the plan under subsection (4)(c), (e)
and (f) of this section.

(6) Notwithstanding any other provision
of this section, and subject to the provisions
of ORS 743B.310 (2) and (4), a carrier may
rescind an individual health benefit plan if
the policyholder or a representative of the
policyholder:

(a) Performs an act, practice or omission
that constitutes fraud; or

(b) Makes an intentional misrepresen-
tation of a material fact as prohibited by the
terms of the policy.

(7) A carrier that continues to offer cov-
erage in the individual market in this state
is not required to offer coverage in all of the
carrier’s individual health benefit plans.
However, if a carrier elects to continue a
plan that is closed to new individual policy-
holders instead of offering alternative cover-
age in its other individual health benefit
plans, the coverage for all existing policy-
holders in the closed plan is renewable in
accordance with subsection (4) of this sec-
tion.

(8) An individual health benefit plan may
not impose annual or lifetime limits on the
dollar amount of essential health benefits.

(9) A grandfathered health plan may not
impose lifetime limits on the dollar amount
of essential health benefits.

(10) This section does not require a car-
rier to actively market, offer, issue or accept
applications for:

Title 56 Page 17 (2015 Edition)



743B.126 INSURANCE

(a) A bona fide association health benefit
plan from individuals who are not members
of the bona fide association; or

(b) A grandfathered health plan from in-
dividuals who are not eligible for coverage
under the plan. [Formerly 743.766]

743B.126 Carrier marketing of individ-
ual health benefit plans; rules; duties of
carrier regarding applications; effect of
discontinuing offer of plans. (1) Each car-
rier shall actively market all individual
health benefit plans sold by the carrier that
are not grandfathered health plans.

(2) Except as provided in subsection (3)
of this section, no carrier or insurance pro-
ducer shall, directly or indirectly, discourage
an individual from filing an application for
coverage because of the health status, claims
experience, occupation or geographic lo-
cation of the individual.

(3) Subsection (2) of this section does not
apply with respect to information provided
by a carrier to an individual regarding the
established geographic service area or a re-
stricted network provision of a carrier.

(4) Rejection by a carrier of an applica-
tion for coverage shall be in writing and
shall state the reason or reasons for the re-
jection.

(5) The Director of the Department of
Consumer and Business Services may estab-
lish by rule additional standards to provide
for the fair marketing and broad availability
of individual health benefit plans.

(6) A carrier that elects to discontinue
offering all of its individual health benefit
plans under ORS 743B.125 (4)(c) or to dis-
continue both offering and renewing all such
plans is prohibited from offering and renew-
ing health benefit plans in the individual
market in this state for a period of five years
from the date of notice to the director pur-
suant to ORS 743B.125 (4)(c) or, if such no-
tice is not provided, from the date on which
the director provides notice to the carrier
that the director has determined that the
carrier has effectively discontinued offering
individual health benefit plans in this state.
This subsection does not apply with respect
to a health benefit plan discontinued in a
specified service area by a carrier that cov-
ers services provided only by a particular
organization of health care providers or only
by health care providers who are under con-
tract with the carrier. [Formerly 743.769]

743B.127 Rules for ORS 743.022,
743B.125 and 743B.126. The Director of the
Department of Consumer and Business Ser-
vices shall adopt all rules necessary for the
implementation and administration of ORS
743.022, 743B.125 and 743B.126. [Formerly
743.773]

743B.128 Exceptions to requirement to
actively market all plans. Notwithstanding
ORS 743B.012, 743B.013 and 743B.105, a car-
rier is not required to actively market:

(1) A health benefit plan sold only to a
bona fide association, to groups that are not
members of the bona fide association;

(2) A grandfathered health plan, to a
group or individual who is not eligible for
coverage under the plan;

(3) A group health benefit plan, to a
group that is not eligible for coverage under
the plan;

(4) A qualified health plan sold only
through the health insurance exchange, to
an individual or group outside of the ex-
change; or

(5) A policy of group health insurance
that may be delivered or issued for delivery
in this state without the approval of the Di-
rector of the Department of Consumer and
Business Services under ORS 742.003 (1).
[2015 c.515 §3]

Note: 743B.128 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

743B.130 Requirement to offer bronze
and silver plans; rules. (1) In each individ-
ual or small group market, in which a car-
rier offers a health benefit plan through or
outside of the health insurance exchange de-
scribed in ORS 741.310, the carrier must of-
fer to residents of this state a bronze and a
silver plan certified by the Department of
Consumer and Business Services as qualified
health plans and meeting the requirements
of subsection (2) of this section.

(2) The department shall prescribe by
rule, in accordance with federal require-
ments, the form, level of coverage and bene-
fit design for the bronze and silver plans that
must be offered under subsection (1) of this
section.

(3) As used in this section, “health bene-
fit plan” has the meaning given that term in
ORS 743B.005. [Formerly 743.822]

Note: 743B.130 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

743B.195 Enforcement of Newborns’
and Mothers’ Health Protection Act of
1996. The Department of Consumer and
Business Services shall enforce insurer com-
pliance with the federal Newborns’ and
Mothers’ Health Protection Act of 1996.
[Formerly 743.823]
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743B.197 Health Care Consumer Pro-
tection Advisory Committee. The Director
of the Department of Consumer and Business
Services shall appoint a Health Care Con-
sumer Protection Advisory Committee with
fair representation of health care consumers,
providers and insurers. The committee shall
advise the director regarding the implemen-
tation of ORS 743.008, 743A.012, 743B.001,
743B.195, 743B.197, 743B.200, 743B.202,
743B.204, 743B.206, 743B.220, 743B.250,
743B.400, 743B.403, 743B.405, 743B.420,
743B.422, 743B.423, 743B.424 and 743B.550
and other issues related to health care con-
sumer protection. [Formerly 743.827]

(Temporary provisions relating to
transitional health plans)

Note: Sections 2 and 32, chapter 515, Oregon Laws
2015, provide:

Sec. 2. (1) As used in this section:
(a) “Carrier” has the meaning given that term in

ORS 743.730 [renumbered 743B.005].
(b) “Grandfathered health plan” has the meaning

given that term in ORS 743.730.
(c) “Health benefit plan” has the meaning given

that term in ORS 743.730.
(d) “Transitional grandfathered health benefit

plan” means a grandfathered health plan that is issued
or renewed by an employer with 51 to 100 employees.

(e) “Transitional health benefit plan” means a
health benefit plan, other than a grandfathered health
plan, that is:

(A) Before January 1, 2016, issued to or renewed
by an employer with 51 to 100 employees on the date the
plan is issued or renewed;

(B) In effect on December 31, 2015; and
(C) According to published federal guidance, not

subject to enforcement by the United States Department
of Health and Human Services, the United States De-
partment of Labor or the United States Department of
the Treasury, for compliance with the requirements of:

(i) 42 U.S.C. 300gg;
(ii) 42 U.S.C. 300gg-1;
(iii) 42 U.S.C. 300gg-2;
(iv) 42 U.S.C. 300gg-5;
(v) 42 U.S.C. 300gg-6; and
(vi) 42 U.S.C. 300gg-8.
(2) A transitional health benefit plan and a transi-

tional grandfathered health benefit plan are not subject
to the requirements:

(a) In ORS 742.005 (6) unless otherwise required by
rule by the Department of Consumer and Business Ser-
vices;

(b) In ORS 743.736 [renumbered 743B.012];
(c) In ORS 743.737 (1)(a), (8), (10) and (11)

[renumbered 743B.013 (1)(a), (8), (10) and (11)]; and
(d) Imposing limitations on participation and con-

tribution rates contained in ORS 743.737.
(3) On and after January 1, 2016, each transitional

health benefit plan shall be renewable with respect to
all eligible enrollees at the option of the policyholder,
employer or contract holder unless the carrier discon-
tinues both offering and renewing the health benefit
plan in this state or in a specified service area within

this state, other than a plan discontinued in a specified
service area within this state:

(a) Because of the inability to reach an agreement
with the health care providers or organization of health
care providers to provide services under the plan within
the service area;

(b) That gives notice of the decision to discontinue
the plan to the Department of Consumer and Business
Services and to all policyholders covered by the plan;

(c) That does not cancel coverage under the plan
for 90 days after the date of the notice required under
paragraph (b) of this subsection; and

(d) That offers in writing to each policyholder
covered by the plan, all other group health benefit plans
that the carrier offers in the specified service area. The
carrier shall offer the plans at least 90 days prior to
discontinuation.

(4) ORS 743.752 (2) [renumbered 743B.104 (2)] does
not apply when a carrier discontinues a group health
benefit plan due to the change in the definition of
“small employer” from an employer with a maximum of
50 employees to an employer with a maximum of 100
employees.

(5) The Department of Consumer and Business Ser-
vices may modify the requirements of this section or
extend or delay the operative date of this section to the
extent necessary to comply with published federal guid-
ance described in subsection (1)(e)(C) of this section.

(6) No later than September 1, 2018, the department
shall report to the appropriate interim committees of
the Legislative Assembly on whether the repeal of this
section by section 32 of this 2015 Act should be extended
to a later date. [2015 c.515 §2]

Sec. 32. Section 2 of this 2015 Act is repealed on
January 2, 2020. [2015 c.515 §32]

MANAGED HEALTH INSURANCE
743B.200 Requirements for insurers

offering managed health insurance; qual-
ity assessment; rules. All insurers offering
managed health insurance in this state shall:

(1) Have a quality assessment program
that enables the insurer to evaluate, main-
tain and improve the quality of health ser-
vices provided to enrollees. The program
shall include data gathering that allows the
plan to measure progress on specific quality
improvement goals chosen by the insurer.

(2) File an annual summary with the De-
partment of Consumer and Business Services
that describes quality assessment activities,
including any activities related to creden-
tialing of providers, and reports any progress
on the insurer’s quality improvement goals.

(3) File annually with the department the
following information:

(a) Results of all publicly available fed-
eral Centers for Medicare and Medicaid Ser-
vices reports and accreditation surveys by
national accreditation organizations.

(b) The insurer’s health promotion and
disease prevention activities, if any, includ-
ing a summary of screening and preventive
health care activities covered by the insurer.
In addition to the summary required in this
paragraph, the consortium established pursu-
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ant to ORS 743B.206 shall develop recom-
mendations for, and the department shall
adopt rules requiring, reporting of an
insurer’s health promotion and disease pre-
vention activities related to:

(A) Two specific preventive measures;
(B) One specific chronic condition; and
(C) One specific acute condition. [Formerly

743.814]

743B.202 Requirements for insurers
offering managed health or preferred
provider organization insurance; rules;
opportunity to participate. An insurer of-
fering managed health insurance or preferred
provider organization insurance in this state
shall:

(1) File an annual summary with the De-
partment of Consumer and Business Services
that reports on the scope and adequacy of
the insurer’s network and the insurer’s on-
going monitoring to ensure that all covered
services are reasonably accessible to enroll-
ees. The Director of the Department of Con-
sumer and Business Services shall adopt
rules establishing uniform indicators that in-
surers offering managed health insurance or
preferred provider organization insurance
must use for reporting under this subsection,
including but not limited to reporting on the
scope and adequacy of networks. For the
purpose of developing the rules, the director
shall consult with an advisory committee ap-
pointed by the director. The advisory com-
mittee must include representatives of
persons likely to be affected by the rules, in-
cluding consumers, purchasers of health in-
surance and insurers that offer managed
health insurance or preferred provider or-
ganization insurance.

(2) Establish a means to provide to the
insurer’s managed care plan or preferred
provider organization insurance enrollees,
purchasers and providers a meaningful op-
portunity to participate in the development
and implementation of insurer policy and op-
eration through:

(a) The establishment of advisory panels;
(b) Consultation with advisory panels on

major policy decisions; or
(c) Other means including but not limited

to:
(A) Governing board meetings or special

meetings at which enrollees, purchasers and
providers are invited to express opinions; and

(B) Enrollee councils that are given a
reasonable opportunity to meet with the
governing board or its designee. [Formerly
743.817]

743B.204 Required managed health in-
surance contract provision; enrollee li-
ability. All insurers offering managed health
insurance in this state shall include in con-
tracts with providers a provision requiring
that in the event the insurer fails to pay for
health care services covered by the health
benefit plan, the provider shall not bill or
otherwise attempt to collect from enrollees
for amounts owed by insurers, and enrollees
shall not be liable to the provider for any
sums owed by the insurer. Nothing in this
section shall be construed to in any manner
limit the applicability of ORS 750.095 (2).
[Formerly 743.821]

743B.206 Consortium established;
managed health care performance. (1) The
Oregon Health Authority shall establish a
consortium of interested parties that shall:

(a) Develop, on a voluntary basis, stand-
ardized, quantitative performance measure-
ments of managed health insurance
organizations for use by health care consum-
ers, purchasers and providers to continuously
assess the quality of clinical and service-
related aspects of health care arranged for
or provided by managed health insurance or-
ganizations;

(b) Encourage managed health insurance
organizations to collect, on a voluntary basis,
the performance measurements specified in
paragraph (a) of this subsection and share
that information with the consortium;

(c) Develop, test, refine and produce one
or more managed health care performance
scorecards to provide consumers and pur-
chasers with accurate, reliable and timely
comparisons of managed health insurance
organizations with respect to:

(A) Organizational characteristics;
(B) Clinical quality measurements;
(C) Service-related quality measurements;

and
(D) Member and patient satisfaction; and
(d) Carry out the activities specified in

this subsection with the objective of:
(A) Utilizing, to the greatest extent fea-

sible and desirable, nationally developed
quality assessment tools; and

(B) Minimizing duplicative quality as-
sessment activities and associated adminis-
trative costs.

(2) The consortium established pursuant
to subsection (1) of this section shall be
comprised of representatives of:

(a) Health care consumers;
(b) Private-sector and public-sector health

care purchasers;
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(c) Managed health insurance organiza-
tions;

(d) Health care providers, including but
not limited to physicians, nurses and hospi-
tals;

(e) State agencies, including but not lim-
ited to the Department of Consumer and
Business Services;

(f) Oregon institutions of higher educa-
tion with relevant professional expertise; and

(g) Other groups or organizations as de-
termined to be appropriate by the authority
to ensure broad representation of interests
and expertise.

(3) The authority shall:
(a) Provide staffing for the consortium;

and
(b) Seek public and private funds to as-

sist in the work of the consortium. [Formerly
743.831]

743B.220 Requirements for insurers
that require designation of participating
primary care physician; exceptions. (1) All
insurers offering a health benefit plan in this
state that requires an enrollee to designate
a participating primary care physician shall:

(a) Permit the enrollee to change partic-
ipating primary care physicians at will, ex-
cept that the enrollee may be restricted to
making changes no more frequently than two
times in any 12-month period and may be
limited to designating only those participat-
ing primary care physicians accepting new
patients.

(b) Have available for employer purchas-
ers of group health plans a point-of-service
benefit plan providing for payment for the
services of a provider on a fee-for-service or
discounted fee-for-service basis with reason-
able access to a broad array of licensed pro-
viders in the insurer’s geographic service
area. Any higher premium for the point-of-
service benefit plan may not exceed true
actuarial cost, including administrative costs,
to the insurer.

(2) A health maintenance organization
that is exempt from federal income tax under
Internal Revenue Code section 501(c)(3) or
(4) shall not be required to offer a point-of-
service benefit plan as required by subsection
(1)(b) of this section if offering such a plan
could result in loss of federal tax-exempt
status. Until such time as the federal gov-
ernment establishes guidelines for health
maintenance organizations exempt from fed-
eral income tax that offer point-of-service
benefit plans, such a health maintenance or-
ganization shall not be required to offer a
point-of-service benefit plan if:

(a) Enrollment in Internal Revenue Code
section 501(m) coverages exceeds five percent
of its business; or

(b) Revenue from Internal Revenue Code
section 501(m) coverages exceeds five percent
of its revenue.

(3) A health maintenance organization
that is federally qualified under 42 U.S.C.
300e et seq. shall not be required to offer a
point-of-service benefit plan in a manner or
to an extent that is inconsistent with federal
law and regulation. [Formerly 743.808]

743B.222 Designation of women’s
health care provider as primary care
provider; direct access to women’s health
care provider. (1) As used in this section,
“women’s health care provider” means an
obstetrician or gynecologist, physician assis-
tant specializing in women’s health, ad-
vanced registered nurse practitioner
specialist in women’s health or certified
nurse midwife, practicing within the applica-
ble lawful scope of practice.

(2) Every health insurance policy that
covers hospital, medical or surgical expenses
and requires an enrollee to designate a par-
ticipating primary care provider shall permit
a female enrollee to designate a women’s
health care provider as the enrollee’s pri-
mary care provider if:

(a) The women’s health care provider
meets the standards established by the in-
surer in collaboration with interested par-
ties, including but not limited to the Oregon
section of the American College of
Obstetricians and Gynecologists; and

(b) The women’s health care provider re-
quests that the insurer make the provider
available for designation as a primary care
provider.

(3) If a female enrollee has designated a
primary care provider who is not a women’s
health care provider, an insurance policy as
described in subsection (2) of this section
shall permit the enrollee to have direct ac-
cess to a women’s health care provider,
without a referral or prior authorization, for
obstetrical or gynecological care by a partic-
ipating health care professional who special-
izes in obstetrics or gynecology.

(4) The standards established by the in-
surer under subsection (2) of this section
shall not prohibit an insurer from establish-
ing the maximum number of participating
primary care providers and participating
women’s health care providers necessary to
serve a defined population or geographic ser-
vice area. [Formerly 743.845]

743B.225 Continuity of care. (1) As used
in this section, “continuity of care” means
the feature of a health benefit plan under
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which an enrollee who is receiving care from
an individual provider is entitled to continue
with care with the individual provider for a
limited period of time after the medical ser-
vices contract terminates.

(2) An insurer offering managed health
insurance or preferred provider organization
insurance in this state shall provide conti-
nuity of care to an enrollee under a health
benefit plan if:

(a) A medical services contract or other
contract for an individual provider’s services
is terminated;

(b) The provider no longer participates in
the provider network; and

(c) The insurer does not cover services
when services are provided to enrollees by
the individual provider or covers services at
a benefit level below the benefit level speci-
fied in the plan for out-of-network providers.

(3) In order to obtain continuity of care,
an enrollee must request continuity of care
from the insurer.

(4) An enrollee of a health benefit plan
is entitled to continuity of care when the
following conditions are met:

(a) The enrollee is undergoing an active
course of treatment that is medically neces-
sary and, by agreement of the individual
provider and the enrollee, it is desirable to
maintain continuity of care; and

(b) The contractual relationship between
the individual provider and the insurer de-
scribed in subsection (2) of this section with
respect to the plan covering the enrollee has
ended, except as provided in subsection (5)
of this section.

(5) A health benefit plan is not required
to provide continuity of care when the con-
tractual relationship between the individual
provider and the insurer described in sub-
section (2) of this section ends under one of
the following circumstances:

(a) The contractual relationship between
the individual provider and the insurer has
ended because the individual provider:

(A) Has retired;
(B) Has died;
(C) No longer holds an active license;
(D) Has relocated out of the service area;
(E) Has gone on sabbatical; or
(F) Is prevented from continuing to care

for patients because of other circumstances;
or

(b) The contractual relationship has ter-
minated in accordance with provisions of the
medical services contract relating to quality
of care and all contractual appeal rights of
the individual provider have been exhausted.

(6) A health benefit plan is not required
to provide continuity of care if the enrollee
leaves a health benefit plan or if the policy-
holder discontinues the plan in which the
enrollee is enrolled.

(7) Except as provided for pregnancy in
subsection (8) of this section, an enrollee
who is entitled to continuity of care shall
receive the care until the earlier of the fol-
lowing dates:

(a) The day following the date on which
the active course of treatment entitling the
enrollee to continuity of care is completed;
or

(b) The 120th day after the date of no-
tification by the insurer to the enrollee of
the termination of the contractual relation-
ship with the individual provider, as required
by subsection (9) of this section.

(8) An enrollee who is undergoing care
for a pregnancy and who becomes entitled to
continuity of care after commencement of
the second trimester of the pregnancy shall
receive the care until the later of the fol-
lowing dates:

(a) The 45th day after the birth; or
(b) As long as the enrollee continues un-

der an active course of treatment, but not
later than the 120th day after the date of
notification by the insurer to the enrollee of
the termination of the contractual relation-
ship with the individual provider as required
by subsection (9) of this section.

(9) An insurer shall give written notice
of the termination of the contractual re-
lationship between the insurer and the indi-
vidual provider and of the right to obtain
continuity of care to those enrollees that the
insurer knows or reasonably should know
are under the care of the individual provider.
The notice may be given prior to the date on
which the termination of the contractual re-
lationship with the individual provider takes
effect only if the insurer gives notice in a
good faith belief that the termination will
take effect as stated in the notice. In any
event, the notice shall be given to those en-
rollees not later than the 10th day after the
date on which the termination of the con-
tractual relationship with the individual pro-
vider takes effect. If the insurer first learns
the identity of an affected enrollee after the
date of termination of the contractual re-
lationship with the individual provider or af-
ter the date on which the insurer gave notice
to the other affected enrollees, then the in-
surer shall give a notice of termination to
the affected enrollee not later than the 10th
day after learning that enrollee’s identity.

(10) For the purpose of notifying an
enrollee under subsection (7)(b) or (8)(b) of
this section:
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(a) The date of notification by the insurer
is the earlier of the date on which the
enrollee receives the notice or the date on
which the insurer receives or approves the
request for continuity of care.

(b) If an individual provider belongs to a
provider group, the provider group may de-
liver the notice if the insurer agrees that the
provider group may do so and if the notice
clearly provides the information that the
plan is required to provide to the enrollee
under subsection (9) of this section.

(11) A health benefit plan may condition
continuity of care upon the requirement that
the individual provider adhere to the medical
services contract between the provider and
the insurer and accept the contractual re-
imbursement rate applicable at the time of
contract termination or, if the contractual
reimbursement rate was not based on a fee
for service, a rate equivalent to the contrac-
tual rate. [Formerly 743.854]

743B.227 Referrals to specialists. (1) If
an insurer offers a health benefit plan that
requires, as a condition of coverage for spe-
cialty care services, a referral by a physician
who is authorized under the plan or under
the medical services contract between the
physician and the insurer to refer an
enrollee to specialty care services, the in-
surer must include the requirements of this
section in the plan. The requirements apply
only to benefits for which the member is
contractually eligible under the plan. The
requirements are as follows:

(a) The plan must establish and imple-
ment a procedure for standing referrals, so
that an enrollee is not required to obtain
approval from the authorized physician for
each appointment with a specialist after the
initial appointment.

(b) The plan must allow a standing refer-
ral for an enrollee if the authorized physi-
cian determines that the enrollee needs
continuing care from a specialist.

(c) The plan must allow an enrollee to
request and obtain a second medical opinion
or consultation from a second physician who
is a network provider and who is authorized
to make decisions regarding the need for a
referral to a specialist. If the plan does not
have a network provider available to give a
second medical opinion or consultation, the
plan must allow the enrollee to obtain the
opinion or consultation from a similarly
qualified physician who is not a network
provider. The plan may not impose a charge
for the second medical opinion or consulta-
tion that is greater than the cost that the
enrollee would otherwise pay for an initial
medical opinion or consultation from the
second physician.

(2) A specialist to whom an enrollee is
referred must make regular reports to the
authorized physician under subsection (1) of
this section in accordance with best prac-
tices for coordinated care as established by
the insurer. [Formerly 743.856]

GRIEVANCES AND APPEALS
743B.250 Required notices to appli-

cants and enrollees; grievances, internal
appeals and external reviews. All insurers
offering a health benefit plan in this state
shall:

(1) Provide to all enrollees directly or in
the case of a group policy to the employer
or other policyholder for distribution to en-
rollees, to all applicants, and to prospective
applicants upon request, the following infor-
mation:

(a) The insurer’s written policy on the
rights of enrollees, including the right:

(A) To participate in decision making re-
garding the enrollee’s health care.

(B) To be treated with respect and with
recognition of the enrollee’s dignity and need
for privacy.

(C) To have grievances handled in accor-
dance with this section.

(D) To be provided with the information
described in this section.

(b) An explanation of the procedures de-
scribed in subsection (2) of this section for
making coverage determinations and resolv-
ing grievances. The explanation must be cul-
turally and linguistically appropriate, as
prescribed by the department by rule, and
must include:

(A) The procedures for requesting an ex-
pedited response to an internal appeal under
subsection (2)(d) of this section or for re-
questing an expedited external review of an
adverse benefit determination;

(B) A statement that if an insurer does
not comply with the decision of an inde-
pendent review organization under ORS
743B.256, the enrollee may sue the insurer
under ORS 743B.258;

(C) The procedure to obtain assistance
available from the insurer, if any, and from
the Department of Consumer and Business
Services in filing grievances; and

(D) A description of the process for filing
a complaint with the department.

(c) A summary of benefits and an expla-
nation of coverage in a form and manner
prescribed by the department by rule.

(d) A summary of the insurer’s policies
on prescription drugs, including:

(A) Cost-sharing differentials;
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(B) Restrictions on coverage;
(C) Prescription drug formularies;
(D) Procedures by which a provider with

prescribing authority may prescribe drugs
not included on the formulary;

(E) Procedures for the coverage of pre-
scription drugs not included on the
formulary; and

(F) A summary of the criteria for deter-
mining whether a drug is experimental or
investigational.

(e) A list of network providers and how
the enrollee can obtain current information
about the availability of providers and how
to access and schedule services with provid-
ers, including clinic and hospital networks.

(f) Notice of the enrollee’s right to select
a primary care provider and specialty care
providers.

(g) How to obtain referrals for specialty
care in accordance with ORS 743B.227.

(h) Restrictions on services obtained out-
side of the insurer’s network or service area.

(i) The availability of continuity of care
as required by ORS 743B.225.

(j) Procedures for accessing after-hours
care and emergency services as required by
ORS 743A.012.

(k) Cost-sharing requirements and other
charges to enrollees.

(L) Procedures, if any, for changing pro-
viders.

(m) Procedures, if any, by which enroll-
ees may participate in the development of
the insurer’s corporate policies.

(n) A summary of how the insurer makes
decisions regarding coverage and payment
for treatment or services, including a general
description of any prior authorization and
utilization control requirements that affect
coverage or payment.

(o) Disclosure of any risk-sharing ar-
rangement the insurer has with physicians
or other providers.

(p) A summary of the insurer’s proce-
dures for protecting the confidentiality of
medical records and other enrollee informa-
tion and the requirement under ORS
743B.555 that a carrier or third party admin-
istrator send communications containing
protected health information only to the
enrollee who is the subject of the protected
health information.

(q) An explanation of assistance provided
to non-English-speaking enrollees.

(r) Notice of the information available
from the department that is filed by insurers
as required under ORS 743B.200, 743B.202
and 743B.423.

(2) Establish procedures for making cov-
erage determinations and resolving griev-
ances that provide for all of the following:

(a) Timely notice of adverse benefit de-
terminations in a form and manner approved
by the department or prescribed by the de-
partment by rule.

(b) A method for recording all grievances,
including the nature of the grievance and
significant action taken.

(c) Written decisions meeting criteria es-
tablished by the Director of the Department
of Consumer and Business Services by rule.

(d) An expedited response to a request for
an internal appeal that accommodates the
clinical urgency of the situation.

(e) At least one but not more than two
levels of internal appeal for group health
benefit plans and one level of internal appeal
for individual health benefit plans. If an in-
surer provides:

(A) Two levels of internal appeal, a per-
son who was involved in the consideration
of the initial denial or the first level of in-
ternal appeal may not be involved in the
second level of internal appeal; and

(B) No more than one level of internal
appeal, a person who was involved in the
consideration of the initial denial may not be
involved in the internal appeal.

(f)(A) An external review that meets the
requirements of ORS 743B.252, 743B.254 and
743B.255 and is conducted in a manner ap-
proved by the department or prescribed by
the department by rule, after the enrollee
has exhausted internal appeals or after the
enrollee has been deemed to have exhausted
internal appeals.

(B) An enrollee shall be deemed to have
exhausted internal appeals if an insurer fails
to strictly comply with this section and fed-
eral requirements for internal appeals.

(g) The opportunity for the enrollee to
receive continued coverage of an approved
and ongoing course of treatment under the
health benefit plan pending the conclusion
of the internal appeal process.

(h) The opportunity for the enrollee or
any authorized representative chosen by the
enrollee to:

(A) Submit for consideration by the in-
surer any written comments, documents, re-
cords and other materials relating to the
adverse benefit determination; and

(B) Receive from the insurer, upon re-
quest and free of charge, reasonable access
to and copies of all documents, records and
other information relevant to the adverse
benefit determination.
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(3) Establish procedures for notifying af-
fected enrollees of:

(a) A change in or termination of any
benefit; and

(b)(A) The termination of a primary care
delivery office or site; and

(B) Assistance available to enrollees in
selecting a new primary care delivery office
or site.

(4) Provide the information described in
subsection (2) of this section and ORS
743B.254 at each level of internal appeal to
an enrollee who is notified of an adverse
benefit determination or to an enrollee who
files a grievance.

(5) Upon the request of an enrollee, ap-
plicant or prospective applicant, provide:

(a) The insurer’s annual report on griev-
ances and internal appeals submitted to the
department under subsection (8) of this sec-
tion.

(b) A description of the insurer’s efforts,
if any, to monitor and improve the quality of
health services.

(c) Information about the insurer’s pro-
cedures for credentialing network providers.

(6) Provide, upon the request of an
enrollee, a written summary of information
that the insurer may consider in its utiliza-
tion review of a particular condition or dis-
ease, to the extent the insurer maintains
such criteria. Nothing in this subsection re-
quires an insurer to advise an enrollee how
the insurer would cover or treat that partic-
ular enrollee’s disease or condition. Utiliza-
tion review criteria that are proprietary shall
be subject to oral disclosure only.

(7) Maintain for a period of at least six
years written records that document all
grievances described in ORS 743B.001 (6)(a)
and make the written records available for
examination by the department or by an
enrollee or authorized representative of an
enrollee with respect to a grievance made by
the enrollee. The written records must in-
clude but are not limited to the following:

(a) Notices and claims associated with
each grievance.

(b) A general description of the reason
for the grievance.

(c) The date the grievance was received
by the insurer.

(d) The date of the internal appeal or the
date of any internal appeal meeting held
concerning the appeal.

(e) The result of the internal appeal at
each level of appeal.

(f) The name of the covered person for
whom the grievance was submitted.

(8) Provide an annual summary to the
department of the insurer’s aggregate data
regarding grievances, internal appeals and
requests for external review in a format pre-
scribed by the department to ensure consist-
ent reporting on the number, nature and
disposition of grievances, internal appeals
and requests for external review.

(9) Allow the exercise of any rights de-
scribed in this section by an authorized rep-
resentative. [Formerly 743.804]

Note: The amendments to 743B.250 (formerly
743.804) by section 5, chapter 59, Oregon Laws 2015, be-
come operative January 1, 2017 and apply to health
benefit plans in effect on or after January 1, 2017. See
section 11, chapter 59, Oregon Laws 2015. The text that
is operative on and after January 1, 2017, is set forth
for the user’s convenience.

743B.250. All insurers offering a health benefit plan
in this state shall:

(1) Provide to all enrollees directly or in the case
of a group policy to the employer or other policyholder
for distribution to enrollees, to all applicants, and to
prospective applicants upon request, the following in-
formation:

(a) The insurer’s written policy on the rights of
enrollees, including the right:

(A) To participate in decision making regarding the
enrollee’s health care.

(B) To be treated with respect and with recognition
of the enrollee’s dignity and need for privacy.

(C) To have grievances handled in accordance with
this section.

(D) To be provided with the information described
in this section.

(b) An explanation of the procedures described in
subsection (2) of this section for making coverage de-
terminations and resolving grievances. The explanation
must be culturally and linguistically appropriate, as
prescribed by the department by rule, and must include:

(A) The procedures for requesting an expedited re-
sponse to an internal appeal under subsection (2)(d) of
this section or for requesting an expedited external re-
view of an adverse benefit determination;

(B) A statement that if an insurer does not comply
with the decision of an independent review organization
under ORS 743B.256, the enrollee may sue the insurer
under ORS 743B.258;

(C) The procedure to obtain assistance available
from the insurer, if any, and from the Department of
Consumer and Business Services in filing grievances;
and

(D) A description of the process for filing a com-
plaint with the department.

(c) A summary of benefits and an explanation of
coverage in a form and manner prescribed by the de-
partment by rule.

(d) A summary of the insurer’s policies on pre-
scription drugs, including:

(A) Cost-sharing differentials;
(B) Restrictions on coverage;
(C) Prescription drug formularies;
(D) Procedures by which a provider with prescrib-

ing authority may prescribe drugs not included on the
formulary;

(E) Procedures for the coverage of prescription
drugs not included on the formulary; and
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(F) A summary of the criteria for determining
whether a drug is experimental or investigational.

(e) A list of network providers and how the
enrollee can obtain current information about the
availability of providers and how to access and schedule
services with providers, including clinic and hospital
networks. The list must be available online and upon
request in printed format.

(f) Notice of the enrollee’s right to select a primary
care provider and specialty care providers.

(g) How to obtain referrals for specialty care in
accordance with ORS 743B.227.

(h) Restrictions on services obtained outside of the
insurer’s network or service area.

(i) The availability of continuity of care as re-
quired by ORS 743B.225.

(j) Procedures for accessing after-hours care and
emergency services as required by ORS 743A.012.

(k) Cost-sharing requirements and other charges to
enrollees.

(L) Procedures, if any, for changing providers.
(m) Procedures, if any, by which enrollees may

participate in the development of the insurer’s corporate
policies.

(n) A summary of how the insurer makes decisions
regarding coverage and payment for treatment or ser-
vices, including a general description of any prior au-
thorization and utilization control requirements that
affect coverage or payment.

(o) Disclosure of any risk-sharing arrangement the
insurer has with physicians or other providers.

(p) A summary of the insurer’s procedures for pro-
tecting the confidentiality of medical records and other
enrollee information and the requirement under ORS
743B.555 that a carrier or third party administrator send
communications containing protected health information
only to the enrollee who is the subject of the protected
health information.

(q) An explanation of assistance provided to non-
English-speaking enrollees.

(r) Notice of the information available from the
department that is filed by insurers as required under
ORS 743B.200, 743B.202 and 743B.423.

(2) Establish procedures for making coverage de-
terminations and resolving grievances that provide for
all of the following:

(a) Timely notice of adverse benefit determinations
in a form and manner approved by the department or
prescribed by the department by rule.

(b) A method for recording all grievances, includ-
ing the nature of the grievance and significant action
taken.

(c) Written decisions meeting criteria established
by the Director of the Department of Consumer and
Business Services by rule.

(d) An expedited response to a request for an in-
ternal appeal that accommodates the clinical urgency
of the situation.

(e) At least one but not more than two levels of
internal appeal for group health benefit plans and one
level of internal appeal for individual health benefit
plans. If an insurer provides:

(A) Two levels of internal appeal, a person who
was involved in the consideration of the initial denial
or the first level of internal appeal may not be involved
in the second level of internal appeal; and

(B) No more than one level of internal appeal, a
person who was involved in the consideration of the
initial denial may not be involved in the internal ap-
peal.

(f)(A) An external review that meets the require-
ments of ORS 743B.252, 743B.254 and 743B.255 and is
conducted in a manner approved by the department or
prescribed by the department by rule, after the enrollee
has exhausted internal appeals or after the enrollee has
been deemed to have exhausted internal appeals.

(B) An enrollee shall be deemed to have exhausted
internal appeals if an insurer fails to strictly comply
with this section and federal requirements for internal
appeals.

(g) The opportunity for the enrollee to receive
continued coverage of an approved and ongoing course
of treatment under the health benefit plan pending the
conclusion of the internal appeal process.

(h) The opportunity for the enrollee or any au-
thorized representative chosen by the enrollee to:

(A) Submit for consideration by the insurer any
written comments, documents, records and other mate-
rials relating to the adverse benefit determination; and

(B) Receive from the insurer, upon request and free
of charge, reasonable access to and copies of all docu-
ments, records and other information relevant to the
adverse benefit determination.

(3) Establish procedures for notifying affected en-
rollees of:

(a) A change in or termination of any benefit; and
(b)(A) The termination of a primary care delivery

office or site; and
(B) Assistance available to enrollees in selecting a

new primary care delivery office or site.
(4) Provide the information described in subsection

(2) of this section and ORS 743B.254 at each level of
internal appeal to an enrollee who is notified of an ad-
verse benefit determination or to an enrollee who files
a grievance.

(5) Upon the request of an enrollee, applicant or
prospective applicant, provide:

(a) The insurer’s annual report on grievances and
internal appeals submitted to the department under
subsection (8) of this section.

(b) A description of the insurer’s efforts, if any, to
monitor and improve the quality of health services.

(c) Information about the insurer’s procedures for
credentialing network providers.

(6) Provide, upon the request of an enrollee, a
written summary of information that the insurer may
consider in its utilization review of a particular condi-
tion or disease, to the extent the insurer maintains such
criteria. Nothing in this subsection requires an insurer
to advise an enrollee how the insurer would cover or
treat that particular enrollee’s disease or condition.
Utilization review criteria that are proprietary shall be
subject to oral disclosure only.

(7) Maintain for a period of at least six years
written records that document all grievances described
in ORS 743B.001 (7)(a) and make the written records
available for examination by the department or by an
enrollee or authorized representative of an enrollee with
respect to a grievance made by the enrollee. The written
records must include but are not limited to the follow-
ing:

(a) Notices and claims associated with each griev-
ance.

(b) A general description of the reason for the
grievance.

(c) The date the grievance was received by the in-
surer.

(d) The date of the internal appeal or the date of
any internal appeal meeting held concerning the appeal.

(e) The result of the internal appeal at each level
of appeal.
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(f) The name of the covered person for whom the
grievance was submitted.

(8) Provide an annual summary to the department
of the insurer’s aggregate data regarding grievances,
internal appeals and requests for external review in a
format prescribed by the department to ensure consist-
ent reporting on the number, nature and disposition of
grievances, internal appeals and requests for external
review.

(9) Allow the exercise of any rights described in
this section by an authorized representative.

743B.252 External review; rules. (1) An
insurer offering health benefit plans in this
state shall have an external review program
that meets the requirements of this section
and ORS 743B.255 and rules adopted by the
Director of the Department of Consumer and
Business Services to carry out the provisions
of this section and ORS 743B.255. Each in-
surer shall provide the external review
through an independent review organization
that is under contract with the director to
provide external review. Each health benefit
plan must allow an enrollee, by applying to
the insurer or the director, to obtain review
by an independent review organization of a
dispute relating to an adverse benefit deter-
mination by the insurer on one or more of
the following:

(a) Whether a course or plan of treat-
ment is medically necessary.

(b) Whether a course or plan of treat-
ment is experimental or investigational.

(c) Whether a course or plan of treat-
ment that an enrollee is undergoing is an
active course of treatment for purposes of
continuity of care under ORS 743B.225.

(d) Whether a course or plan of treat-
ment is delivered in an appropriate health
care setting and with the appropriate level
of care.

(2) An insurer shall incur all costs of its
external review program. The insurer may
not establish or charge a fee payable by en-
rollees for conducting external review.

(3) When an enrollee applies for external
review, the director shall appoint an inde-
pendent review organization. When an inde-
pendent review organization is appointed, the
insurer shall forward all medical records and
other relevant materials to the independent
review organization no later than five busi-
ness days after the appointment. The insurer
shall produce additional information as re-
quested by the independent review organiza-
tion to the extent that the information is
reasonably available to the insurer. An inde-
pendent review organization may reverse the
adverse benefit determination if the insurer
fails to furnish records, information and ma-
terials to the independent review organiza-
tion in a timely manner.

(4) An enrollee may submit additional in-
formation to the independent review organ-
ization no later than five business days after
the enrollee’s receipt of notification of the
appointment of the independent review or-
ganization and the organization must con-
sider the information in its review.

(5) The insurer and the director shall ex-
pedite the external review:

(a) If the adverse benefit determination
concerns an admission, the availability of
care, a continued stay or a health care ser-
vice for a medical condition for which the
enrollee received emergency services, as de-
fined in ORS 743A.012, and has not been
discharged from a health care facility; or

(b) If a provider with an established clin-
ical relationship to the enrollee certifies in
writing and provides supporting documenta-
tion that the ordinary time period for ex-
ternal review would seriously jeopardize the
life or health of the enrollee or the enrollee’s
ability to regain maximum function. [Formerly
743.857]

743B.253 Director to contract with in-
dependent review organizations to pro-
vide external review; rules. (1) The
Director of the Department of Consumer and
Business Services shall contract with inde-
pendent review organizations as provided in
this section for the purpose of providing ex-
ternal review under ORS 743B.252. The di-
rector may have contracts with no more than
five independent review organizations at any
one time. Contracts shall be let with inde-
pendent review organizations on a biennial
basis. A contract may be renewed if both
parties agree.

(2) The director shall seek public com-
ment when the director proposes to enter
into a contract with an independent review
organization or proposes to renew or not re-
new a contract.

(3) When evaluating proposals to con-
tract with independent review organizations,
the director shall consider factors that in-
clude but are not limited to relative exper-
tise, professionalism, quality of compliance
with the rules established under subsection
(4) of this section, cost and record of past
performance.

(4) The director shall adopt rules govern-
ing independent review organizations, their
composition and their conduct. The rules
shall include but need not be limited to:

(a) Professional qualifications of health
care providers, physicians or contract spe-
cialists making external review determi-
nations;

(b) Criteria requiring independent review
organizations to demonstrate protections
against bias and conflicts of interest;
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(c) Procedures for conducting external
reviews;

(d) Procedures for complaint investi-
gations;

(e) Procedures for ensuring the confiden-
tiality of medical records transmitted to the
independent review organizations for use in
external reviews;

(f) Fairness of procedures used by inde-
pendent review organizations;

(g) Fees for external reviews;
(h) Timelines for decision making and

notice to the parties; and
(i) Quality assurance mechanisms to en-

sure timeliness and quality of review.
(5) The director shall develop procedures

for assigning cases filed by enrollees to in-
dependent review organizations under con-
tract with the director. The cases shall be
assigned on a random basis. The procedures
shall allow an insurer only one opportunity
to reject the assignment of an independent
review organization to a particular case.
[Formerly 743.858]

743B.254 Notice to enrollee of right to
sue if insurer does not follow decision of
independent review organization. An in-
surer of a health benefit plan shall include
in the plan the following statements, in
boldfaced type or otherwise emphasized:

(1) A statement of the right of enrollees
to apply for external review by an independ-
ent review organization; and

(2) A statement that if the insurer does
not follow a decision of an independent re-
view organization, the enrollee has the right
to sue the insurer. [Formerly 743.859]

743B.255 Enrollee application for ex-
ternal review; when enrollee deemed to
have exhausted internal appeal. (1) An
enrollee shall apply in writing for external
review of an adverse benefit determination
by the insurer of a health benefit plan not
later than the 180th day after receipt of the
insurer’s final written decision following its
grievance and internal appeal process under
ORS 743B.250. An enrollee is eligible for ex-
ternal review only if the enrollee has satis-
fied the following requirements:

(a) The enrollee must have signed a
waiver granting the independent review or-
ganization access to the medical records of
the enrollee.

(b) The enrollee must have exhausted the
plan’s internal appeal procedures established
pursuant to ORS 743B.250 or be deemed to
have exhausted the plan’s internal appeal
procedures. The insurer may waive the re-
quirement of compliance with the internal
appeal procedures and have a dispute re-

ferred directly to external review upon the
enrollee’s consent. An enrollee is deemed to
have exhausted the internal appeal proce-
dures if the insurer fails to strictly comply
with ORS 743B.250 and federal requirements
for internal appeals.

(2) An enrollee who applies for external
review of an adverse benefit determination
shall provide complete and accurate informa-
tion to the independent review organization
as provided in ORS 743B.252. [Formerly 743.861]

743B.256 Duties of independent review
organizations; expedited reviews. (1) An
independent review organization shall per-
form the following duties when appointed
under ORS 743B.252 to review a dispute un-
der a health benefit plan between an insurer
and an enrollee:

(a) Decide whether the dispute pertains
to an adverse benefit determination and no-
tify the enrollee and insurer in writing of the
decision. If the decision is against the
enrollee, the independent review organiza-
tion shall notify the enrollee of the right to
file a complaint with or seek other assistance
from the Department of Consumer and Busi-
ness Services and the availability of other
assistance as specified by the department.

(b) Appoint a reviewer or reviewers as
determined appropriate by the independent
review organization.

(c) Notify the enrollee of information
that the enrollee is required to provide and
any additional information the enrollee may
provide, and when the information must be
submitted as provided in ORS 743B.252.

(d) Notify the insurer of additional infor-
mation the independent review organization
requires and when the information must be
submitted as provided in ORS 743B.252.

(e) Decide the dispute relating to the ad-
verse benefit determination of the insurer
and issue the decision in writing.

(2) A decision by an independent review
organization shall be based on expert medical
judgment after consideration of the enrollee’s
medical record, the recommendations of each
of the enrollee’s providers, relevant medical,
scientific and cost-effectiveness evidence and
standards of medical practice in the United
States. An independent review organization
must make its decision in accordance with
the coverage described in the health benefit
plan, except that the independent review or-
ganization may override the insurer’s stan-
dards for medically necessary or
experimental or investigational treatment if
the independent review organization deter-
mines that the standards of the insurer are
unreasonable or are inconsistent with sound
medical practice.

Title 56 Page 28 (2015 Edition)



HEALTH BENEFIT PLANS: INDIVIDUAL AND GROUP 743B.281

(3) When review is expedited, the inde-
pendent review organization shall issue a
decision not later than the third day after
the date on which the enrollee applies to the
insurer for an expedited review or the Di-
rector of the Department of Consumer and
Business Services orders an expedited re-
view.

(4) When a review is not expedited, the
independent review organization shall issue
a decision not later than the 30th day after
the enrollee applies to the insurer for a re-
view or the director orders a review.

(5) An independent review organization
shall file synopses of its decisions with the
director according to the format and other
requirements established by the director. The
synopses shall exclude information that is
confidential, that is otherwise exempt from
disclosure under ORS 192.501 and 192.502 or
that may otherwise allow identification of an
enrollee. The director shall make the synop-
ses public. [Formerly 743.862]

743B.257 Civil penalty for failure to
comply by insurer that agreed to be
bound by decision. (1) An insurer shall
comply in a timely manner with a decision
of an independent review organization under
ORS 743B.256 that reverses, in whole or in
part, an adverse benefit determination. If an
insurer fails to comply with the decision, the
Director of the Department of Consumer and
Business Services may impose on the insurer
a civil penalty of not more than $1 million.

(2) A decision of an independent review
organization is admissible in any legal pro-
ceeding involving the insurer or the enrollee
and involving the disputed issues subject to
external review.

(3) The sanctions under subsection (1) of
this section and the remedies under subsec-
tion (2) of this section are in addition to and
not in lieu of other sanctions, rights and
remedies provided by law or contract.
[Formerly 743.863]

743B.258 Private right of action. (1) An
enrollee who is the subject of a decision of
an independent review organization has a
private right of action against the insurer for
damages arising from an adverse benefit de-
termination by the insurer that is subject to
external review if the insurer fails to comply
with the decision.

(2) The Legislative Assembly intends that
there is no private right of action under
subsection (1) of this section if a court finds
subsection (1) of this section to be unconsti-
tutional or otherwise void. [Formerly 743.864]

OUT-OF-POCKET COSTS
743B.280 Definitions for ORS 743B.280

to 743B.285. As used in ORS 743B.280 to
743B.285:

(1) “In-network” means performed by a
provider or provider group that has directly
contracted with the insurer.

(2) “Out-of-network” means performed by
a provider or provider group that has not
contracted or has indirectly contracted with
the insurer. [Formerly 743.871]

Note: 743B.280 to 743B.285 were enacted into law
by the Legislative Assembly but were not added to or
made a part of ORS chapter 743B or any series therein
by legislative action. See Preface to Oregon Revised
Statutes for further explanation.

743B.281 Estimate of costs for in-
network procedure or service. (1) An in-
surer offering a health benefit plan as
defined in ORS 743B.005 must establish a
procedure for providing to an enrollee in the
plan a reasonable estimate of an enrollee’s
costs for an in-network procedure or service
covered by the enrollee’s health benefit plan,
in advance of the procedure or service, when
an enrollee or an enrollee’s authorized rep-
resentative provides the following informa-
tion to the insurer:

(a) The type of procedure or service;
(b) The name of the provider;
(c) The enrollee’s member number or

policy number; and
(d) If requested by the insurer, the site

where the procedure or service will be per-
formed.

(2) The estimate of costs described in
subsection (1) of this section must include an
itemization of:

(a) The enrollee’s deductible;
(b) The amount of the deductible that has

been met by processed claims;
(c) Coinsurance, copayment or other cost

share to be paid by the enrollee for the pro-
cedure or service; and

(d) Any applicable benefit maximum.
(3) Subsections (1) and (2) of this section

apply to the insurer’s five most common pro-
cedures or services within each of the fol-
lowing categories:

(a) Office visits;
(b) Diagnostic radiology and imaging;
(c) Diagnostic pathology and laboratory

procedures;
(d) Normal vaginal delivery;
(e) Immunizations;
(f) Orthopedic-musculoskeletal surgery;

and
(g) Digestive system endoscopy.
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(4) In addition to the information speci-
fied in subsections (1) and (2) of this section,
the insurer’s estimate must include the fol-
lowing disclosures:

(a) That other services may be provided
to the enrollee that are medically necessary
and appropriate as part of the common pro-
cedures, of which the insurer or enrollee
may not be aware at the time of the inquiry
and for which the enrollee may have addi-
tional financial responsibility;

(b) That the enrollee may be responsible
for costs of procedures or services not cov-
ered by the plan;

(c) How an enrollee may contact the in-
surer for an explanation, if the estimate dif-
fers from the actual cost or if the enrollee
has other questions; and

(d) The toll-free telephone number of the
consumer advocacy unit of the Department
of Consumer and Business Services and the
address for the department’s consumer infor-
mation and complaints website.

(5) An insurer must make the informa-
tion required by this section available to en-
rollees and in-network providers through an
interactive website and by toll-free tele-
phone.

(6) This section does not prohibit an in-
surer from providing information in addition
to or in more detail than the information re-
quired by this section. [Formerly 743.874]

Note: See note under 743B.280.

743B.282 Estimate of costs for out-of-
network procedure or service. (1) An in-
surer offering a health benefit plan as
defined in ORS 743B.005 must establish a
procedure for providing to an enrollee in the
plan a reasonable estimate of the enrollee’s
costs for an out-of-network procedure or ser-
vice covered by the enrollee’s health benefit
plan, including the difference between the
insurer’s allowable charge and the billed
charge for the procedure or service, in ad-
vance of the procedure or service, when an
enrollee or an enrollee’s authorized repre-
sentative provides the following information
to the insurer:

(a) The type of procedure or service;
(b) The name of the provider;
(c) The enrollee’s member number or

policy number;
(d) If requested by the insurer, the site

where the procedure or service will be per-
formed; and

(e) The provider’s billed charge amount.
(2) The estimate of costs described in

subsection (1) of this section must include an
itemization of:

(a) The enrollee’s deductible;

(b) The amount of the deductible that has
been met by processed claims;

(c) Coinsurance, copayment or other cost
share to be paid by the enrollee for the pro-
cedure or service;

(d) Any applicable benefit maximum;
(e) The difference between the insurer’s

allowable charge and the billed charge for
the procedure or service; and

(f) The insurer’s average payment or al-
lowable charge for the procedure or service
if performed in-network.

(3) Subsections (1) and (2) of this section
apply to the insurer’s five most common pro-
cedures or services within each of the fol-
lowing categories:

(a) Office visits;
(b) Diagnostic radiology and imaging;
(c) Diagnostic pathology and laboratory

procedures;
(d) Normal vaginal delivery;
(e) Immunizations;
(f) Orthopedic-musculoskeletal surgery;

and
(g) Digestive system endoscopy.
(4) In addition to the information speci-

fied in subsections (1) and (2) of this section,
the insurer’s estimate must include the fol-
lowing disclosures:

(a) That other services may be provided
to the enrollee that are medically necessary
and appropriate as part of the common pro-
cedures, of which the insurer or enrollee
may not be aware at the time of the inquiry
and for which the enrollee may have addi-
tional financial responsibility;

(b) That the enrollee may be responsible
for costs of procedures or services not cov-
ered by the plan;

(c) How an enrollee may contact the in-
surer for an explanation, if the estimate dif-
fers from the actual cost or if the enrollee
has other questions; and

(d) The toll-free telephone number of the
consumer advocacy unit of the Department
of Consumer and Business Services and the
address for the department’s consumer infor-
mation and complaints website.

(5) An insurer must make the informa-
tion required by this section available to en-
rollees and out-of-network providers through
an interactive website and by toll-free tele-
phone.

(6) This section does not prohibit an in-
surer from providing information in addition
to or in more detail than the information re-
quired by this section. [Formerly 743.876]

Note: See note under 743B.280.
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743B.283 Submission of methodology
used to determine insurer’s allowable
charges. An insurer offering a health benefit
plan as defined in ORS 743B.005 must submit
to the Director of the Department of Con-
sumer and Business Services:

(1) Upon request by the director, the
methodology used to determine the insurer’s
allowable charges for out-of-network proce-
dures and services or, if the insurer uses a
third party to determine the charges, the
methodology used by the third party to de-
termine allowable charges;

(2) For approval, a written explanation
of the method used by the insurer to deter-
mine the allowable charge, that is in plain
language and that must be provided upon re-
quest to enrollees directly, or, in the case of
group coverage, to the employer or other
policyholder for distribution to enrollees; and

(3) Information prescribed by the director
as necessary to assess the effect of the dis-
closure requirements in ORS 743B.281 and
743B.282 on the individual and group health
insurance markets. [Formerly 743.878]

Note: See note under 743B.280.

743B.284 Alternative mechanism for
disclosure of costs and charges. The Di-
rector of the Department of Consumer and
Business Services may waive the require-
ments of ORS 743B.281 or 743B.282 to allow
an insurer to use an alternative disclosure
mechanism, provided that the mechanism en-
ables enrollees to access information sub-
stantially similar to or more extensive than
the information disclosed in ORS 743B.281 or
743B.282. [Formerly 743.883]

Note: See note under 743B.280.

743B.285 Rules. The Director of the De-
partment of Consumer and Business Services
shall adopt rules necessary to carry out the
purposes of ORS 743B.280 to 743B.285.
[Formerly 743.893]

Note: See note under 743B.280.

SUBSTITUTION, RESCISSION,
TERMINATION AND CONTINUATION

(Substitution)
743B.300 Disclosure of differences in

replacement health insurance policies;
nonduplication for persons 65 and older;
rules. (1) The Director of the Department of
Consumer and Business Services shall adopt
by rule requirements for disclosure by group
and individual health insurers to individual
and group health insurance policyholders the
difference between coverage under the exist-
ing policy and coverage being offered to re-
place that coverage.

(2) The provisions of this section do not
apply to disability income insurance.

(3) The director shall adopt by rule re-
quirements for nonduplication and replace-
ment of major medical, Medicare supplement,
long term care and special illness policies for
applicants 65 years of age and older. The in-
surance producer shall offer to compare for
any applicants 65 years of age and older the
applicant’s existing policy or policies and
coverage being offered to replace or supple-
ment the applicant’s existing coverage.
[Formerly 743.013]

(Rescission)
743B.310 Rescinding coverage; permis-

sible bases; notice; rules. (1) As used in
this section, “rescind” means to retroactively
cancel or discontinue coverage under a
health benefit plan or group or individual
health insurance policy for reasons other
than failure to timely pay required premiums
or required contributions toward the cost of
coverage.

(2) An insurer may not rescind coverage
of an individual under a health benefit plan
or group or individual health insurance pol-
icy unless:

(a) The individual or a person seeking
coverage on behalf of the individual:

(A) Performs an act, practice or omission
that constitutes fraud; or

(B) Makes an intentional misrepresen-
tation of a material fact as prohibited by the
terms of the plan or policy; and

(b) The insurer provides at least 30 days’
advance written notice, in the form and
manner prescribed by the Department of
Consumer and Business Services, to the in-
dividual.

(3) An insurer may not rescind coverage
of a group under a health benefit plan unless:

(a) The plan sponsor:
(A) Performs an act, practice or omission

that constitutes fraud; or
(B) Makes an intentional misrepresen-

tation of a material fact as prohibited by the
terms of the plan; and

(b) The insurer provides at least 30 days’
advance written notice, in the form and
manner prescribed by the department, to
each plan enrollee or policy holder who
would be affected by the rescission of cover-
age.

(4) An insurer that rescinds a plan or
policy must provide notice of the rescission
to the department in the form, manner and
time frame prescribed by the department by
rule.

(5) This section does not apply to long
term care insurance that is subject to ORS
743.650 to 743.665. [Formerly 743.894]
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Note: 743B.310 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

(Termination)
743B.320 Minimum grace period; no-

tice upon termination of policy; effect of
failure to notify. (1) A group health insur-
ance policy shall contain a provision allow-
ing a minimum grace period of 10 days after
the premium due date for payment of pre-
mium.

(2) An insurer of a group health insur-
ance policy providing coverage for hospital
or medical expenses, other than coverage
limited to expenses from accidents or specific
diseases, that seeks to terminate a policy for
nonpayment of premium shall notify the pol-
icyholder as described in ORS 743B.323.

(3) An insurer of a group health insur-
ance policy providing coverage for hospital
or medical expenses, other than coverage
limited to expenses from accidents or specific
diseases, shall notify the group policyholder
when the policy is terminated and the cover-
age is not replaced by the group policy-
holder. The notice required under this
subsection:

(a) Must be given on a form prescribed
by the Department of Consumer and Busi-
ness Services;

(b) Must explain the rights of the certif-
icate holders regarding continuation of cov-
erage provided by federal and state law; and

(c) Must be given by mail and must be
mailed not later than 10 working days after
the date on which the group policy termi-
nates according to the terms of the policy.

(4) A group health insurance policy to
which subsection (3) of this section applies
shall contain a provision requiring the in-
surer to notify the group policyholder when
the policy is terminated and the coverage is
not replaced by the group policyholder. Each
certificate issued under the policy shall also
contain a statement of the provision required
under this subsection.

(5) If an insurer fails to give notice as
required by this section, the insurer shall
continue the group health insurance policy
of the group policyholder in full force from
the date notice should have been provided
until the date that the notice is received by
the policyholder and shall waive the premi-
ums owing for the period for which the cov-
erage is continued under this subsection. The
time period within which the certificate
holder may exercise any right to continua-
tion shall commence on the date that the
policyholder receives the notice.

(6) The insurer shall supply the employer
holding the terminated policy with the nec-
essary information for the employer to be
able to notify properly the employee of the
employee’s right to continuation of coverage
under state and federal law. [Formerly 743.560]

743B.321 Applicability of ORS
743B.320. ORS 743B.320 applies to multiple
employer trusts when an employer ceases to
participate therein. [Formerly 743.562]

743B.323 Separate notice to policy-
holder required before cancellation of in-
dividual or group health insurance policy
for nonpayment of premium. Before a
health insurer selling an individual policy or
group health benefit plan, as defined in ORS
743B.005, may cancel a policy for nonpay-
ment of premium, the insurer must mail a
separate notice to the policyholder at least
10 days prior to the end of the grace period
informing the policyholder that the premium
was not received and that the policy will be
terminated as of the premium due date if the
premium is not received by the end of the
applicable grace period required by ORS
743.417 and 743B.320. The notice shall be in
writing and mailed by first class mail to the
last-known address of the policyholder.
[Formerly 743.565]

743B.324 Rules for certain notice re-
quirements. The Director of the Department
of Consumer and Business Services shall
adopt rules necessary for the implementation
and administration of ORS 743B.323 and the
amendments to ORS 743.417, 743.420,
743B.013, 743B.105, 743B.125 and 743B.320 by
sections 9 to 14, chapter 943, Oregon Laws
2001. [Formerly 743.566]

Note: 743B.324 was enacted into law by the Legis-
lative Assembly but was not added to or made a part
of ORS chapter 743B or any series therein by legislative
action. See Preface to Oregon Revised Statutes for fur-
ther explanation.

743B.330 Notice to policyholder re-
quired for cancellation or nonrenewal of
health benefit plan; effect of failure to
give notice. (1) As used in this section,
“health benefit plan” has the meaning given
that term in ORS 743B.005.

(2) An insurer shall notify a policyholder
in writing if the insurer cancels or does not
renew the policyholder’s individual health
benefit plan. The notice shall be sent to the
policyholder’s last-known mailing address by
first class mail in a specially marked envel-
ope or, if the policyholder has elected to re-
ceive communications from the insurer
electronically, to the policyholder’s last-
known electronic mail address using a
mechanism that will confirm delivery to the
address.

(3) If the cancellation or nonrenewal re-
sults in a refund to the policyholder of all or
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part of a premium, the insurer must mail
with the refund a written explanation that
includes:

(a) The effective date of the cancellation;
(b) The reason for the cancellation; and
(c) The time period to which the refund

is applicable.
(4) For any cancellation or nonrenewal

due to a reported death of the policyholder,
the insurer must:

(a) Confirm the accuracy of the reported
death.

(b) If the death is confirmed:
(A) Provide any dependents covered by

the plan with information about how to con-
tinue coverage or obtain alternative cover-
age; and

(B) Issue any refund that is due to the
estate of the deceased in accordance with
subsection (3) of this section.

(5) If an insurer cancels or does not re-
new an individual health benefit plan and
fails to comply with the requirements of this
section, the insurer shall continue the cov-
erage under the plan for the policyholder and
any dependents covered by the plan until the
date that the insurer has complied with the
requirements of this section. The insurer
shall waive any premiums owed for the pe-
riod during which the coverage was contin-
ued under this subsection and shall process
all claims incurred by the policyholder or
any covered dependents according to the
terms of the plan.

(6) This section does not apply:
(a) To a cancellation requested by the

policyholder if the insurer documents the re-
quest and confirms the request with the pol-
icyholder;

(b) To a cancellation or nonrenewal that
results from a policyholder making a change
in coverage with the same insurer; or

(c) To a cancellation due to nonpayment
of premium. [Formerly 743.499]

Note: 743B.330 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

(Continuation)
743B.340 When group health insurance

policies to continue in effect upon pay-
ment of premium by insured individual.
(1) Every group health insurance policy de-
livered or issued for delivery in this state
shall contain in substance the following pro-
visions, applicable to the coverage for hospi-
tal or medical services or expenses provided
under the policy:

(a) A provision that, when the premium
for the policy or any part thereof is paid by
an employer under the terms of a collective
bargaining agreement, if there is a cessation
of work by employees insured under the pol-
icy due to a strike or lockout, the policy,
upon timely payment of the premium, will
continue in effect with respect to those em-
ployees insured by the policy on the date of
the cessation of work who continue to pay
their individual contribution and who assume
and pay the contribution due from the em-
ployer.

(b) A provision that, when an employee
insured under the policy pays a contribution
pursuant to paragraph (a) of this subsection,
if the policyholder is not a trustee of a fund
established or maintained in whole or in part
by an employer, the employee’s individual
contribution shall be:

(A) The rate in the policy, on the date
cessation of work occurs, applicable to an
individual in the class to which the employee
belongs as set forth in the policy; or

(B) If the policy does not provide for a
rate applicable to individuals, an amount
equal to the amount determined by dividing
the total monthly premium in effect under
the policy at the date of cessation of work
by the total number of persons insured under
the policy on such date.

(c) A provision that, when an employee
insured under the policy pays a contribution
pursuant to paragraph (a) of this subsection,
if the policyholder is a trustee of a fund es-
tablished or maintained in whole or in part
by an employer, the employee’s individual
contribution shall be the amount which the
employee and employer would have been re-
quired to contribute if the cessation of work
had not occurred.

(2) Every group health insurance policy
delivered or issued for delivery in this state
may contain in substance the following pro-
visions applicable to the coverage for hospi-
tal or medical services or expenses provided
under the policy:

(a) A provision that, when employees in-
sured under the policy pay contributions
pursuant to subsection (1)(a) of this section,
the continuation of insurance under the pol-
icy is contingent upon the collection of indi-
vidual contributions by the union
representing the employees when the policy-
holder is not a trustee and by the policy-
holder or the policyholder’s agent when the
policyholder is a trustee.

(b) A provision that, when employees in-
sured under the policy pay contributions
pursuant to subsection (1)(a) of this section,
the continuation of insurance under the pol-
icy on each employee is contingent upon
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timely payment of contributions by the em-
ployees and timely payment of the premium
by the entity responsible for collecting the
individual contributions.

(c) A provision that, when employees in-
sured under the policy pay contributions
pursuant to subsection (1)(a) of this section,
each individual premium rate under the pol-
icy may be increased by not more than 20
percent, or by any higher percentage ap-
proved by the Director of the Department of
Consumer and Business Services, during the
period of cessation of work in order to pro-
vide sufficient compensation to the insurer
for increased administrative costs and in-
creased mortality and morbidity. If the policy
contains the provision allowed under this
paragraph, an employee’s contribution paid
under subsection (1)(a) of this section shall
be increased by the same percentage.

(d) A provision that, when the policy is
a policy insuring employees and which may
continue in effect as provided in subsection
(1)(a) of this section, if the premium is un-
paid at the date of cessation of work and the
premium became due prior to such cessation
of work, the continuation of insurance is
contingent upon payment of the premium
prior to the date the next premium becomes
due under the terms of the policy.

(e) Any provision with respect to the
continuation of the policy as provided in
subsection (1)(a) of this section that the di-
rector may approve.

(3) Nothing in this section shall be
deemed to limit any right which the insurer
may have in accordance with the terms of a
policy to increase or decrease the premium
rates before, during or after a cessation of
work by employees insured under the policy
when the insurer had the right to increase
the premium rates even if the cessation of
work did not occur. If such a premium rate
change is made, it shall be effective on such
date as the insurer shall determine in accor-
dance with the terms of the policy.

(4) Nothing in this section shall be
deemed to require continuation of any cov-
erage in a group health insurance policy in-
suring employees and which may continue in
effect as provided in subsection (1)(a) of this
section for longer than:

(a) The time that 75 percent of insured
employees continue such coverage;

(b) For an individual employee, the time
at which the employee takes full-time em-
ployment with another employer; or

(c) Six months after cessation of work by
the insured employees. [Formerly 743.527]

743B.341 Continuation of benefits af-
ter termination of group health insur-
ance policy; rules. (1) Every group health
insurance policy that provides coverage for
hospital or medical services or expenses shall
provide that the insurer shall continue its
obligation for benefits under the policy for
any person insured under the policy who is
hospitalized on the date of termination if the
policy is terminated and immediately re-
placed by a group health insurance policy is-
sued by another insurer. Any payment
required under this section is subject to all
terms, limitations and conditions of the pol-
icy except those relating to termination of
benefits. Any obligation by an insurer under
this section continues until the hospital con-
finement ends or hospital benefits under the
policy are exhausted, whichever is earlier.

(2) The Director of the Department of
Consumer and Business Services may adopt
rules providing for uninterrupted coverage
for individuals insured under a group health
insurance policy providing coverage for hos-
pital or medical expenses, when such a policy
is replaced by a policy of similar benefits,
whether issued by the same insurer or an-
other. [Formerly 743.529]

743B.342 Continuation of benefits af-
ter injury or illness covered by workers’
compensation. Every policy of group health
insurance delivered or issued for delivery in
this state shall contain a provision applicable
to the coverage for hospital or medical ser-
vices or expenses provided under the policy
that if an employee incurs an injury or ill-
ness for which a workers’ compensation
claim is filed, that policy will continue in ef-
fect with respect to that employee upon
timely payment by the employee of the pre-
mium that includes the individual contrib-
ution and the contribution due from the
employer under the applicable benefit plan.
The employee may maintain such coverage
until whichever of the following events first
occurs:

(1) The employee takes full-time employ-
ment with another employer; or

(2) Six months from the date that the
employee first makes payment under this
section. [Formerly 743.530]

743B.343 Availability of continued
coverage under group policy for surviv-
ing, divorced or separated spouse 55 or
older. (1) A group health insurance policy
providing coverage for hospital or medical
expenses, other than coverage limited to ex-
penses from accidents or specific diseases,
shall contain a provision that:

(a) The surviving spouse of a certificate
holder may continue coverage under the pol-
icy, at the death of the certificate holder,
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with respect to the spouse and any dependent
children whose coverage under the policy
otherwise would terminate because of the
death of the certificate holder if the surviv-
ing spouse is 55 years of age or older at the
time of the death; and

(b) The divorced or legally separated
spouse of a certificate holder may continue
coverage under the policy, upon dissolution
of marriage with, or legal separation from,
the certificate holder, with respect to the di-
vorced or legally separated spouse and any
dependent children whose coverage under
the policy otherwise would terminate be-
cause of the dissolution of marriage or legal
separation, if the divorced or legally sepa-
rated spouse is 55 years of age or older at
the time of the dissolution or legal sepa-
ration.

(2) Continued coverage for dental, vision
care or prescription drug expenses shall be
offered to legally separated, divorced or sur-
viving spouses and any dependent children
eligible under subsection (1) of this section
if such coverage is or was available to the
certificate holder. [Formerly 743.600]

743B.344 Procedure for obtaining con-
tinuation of coverage under ORS
743B.343. (1) As used in subsections (1) to (6)
of this section, “plan administrator” means:

(a) The person designated as the plan ad-
ministrator by the instrument under which
the group health insurance plan is operated;
or

(b) If no plan administrator is designated,
the plan sponsor.

(2) Within 60 days of legal separation or
the entry of a judgment of dissolution of
marriage, a legally separated or divorced
spouse eligible for continued coverage under
ORS 743B.343 who seeks such coverage shall
give the plan administrator written notice of
the legal separation or dissolution. The no-
tice shall include the mailing address of the
legally separated or divorced spouse.

(3) Within 30 days of the death of a cov-
ered person whose surviving spouse is eligi-
ble for continued coverage under ORS
743B.343, the group policyholder shall give
the plan administrator written notice of the
death and of the mailing address of the sur-
viving spouse.

(4) Within 14 days of receipt of notice
under subsection (2) or (3) of this section, the
plan administrator shall notify the legally
separated, divorced or surviving spouse that
the policy may be continued. The notice shall
be mailed to the mailing address provided to
the plan administrator and shall include:

(a) A form for election to continue the
coverage;

(b) A statement of the amount of periodic
premiums to be charged for the continuation
of coverage and of the method and place of
payment; and

(c) Instructions for returning the election
form by mail within 60 days after the date
of mailing of the notice by the plan adminis-
trator.

(5) Failure of the legally separated, di-
vorced or surviving spouse to exercise the
election in accordance with subsection (4) of
this section shall terminate the right to con-
tinuation of benefits.

(6) If a plan administrator fails to notify
the legally separated, divorced or surviving
spouse as required by subsection (4) of this
section, premiums shall be waived from the
date the notice was required until the date
notice is received by the legally separated,
divorced or surviving spouse.

(7) The provisions of this section and
ORS 743B.343 and 743B.345 apply only to
employers with 20 or more employees and
group health insurance plans with 20 or
more certificate holders on a typical business
day during the preceding calendar year.
[Formerly 743.601]

743B.345 Premium for continuation of
coverage under ORS 743B.344; termi-
nation of right to continuation. If a le-
gally separated, divorced or surviving spouse
elects continuation of coverage under ORS
743B.344 (1) to (6):

(1) The monthly premium for the contin-
uation shall not be greater than the amount
that would be charged if the legally sepa-
rated, divorced or surviving spouse were a
current certificate holder of the group plan
plus the amount that the group policyholder
would contribute toward the premium if the
legally separated, divorced or surviving
spouse were a certificate holder of the group
plan, plus an additional amount not to ex-
ceed two percent of the certificate holder
and group plan holder contributions, for the
costs of administration.

(2) The first premium shall be paid by the
legally separated, divorced or surviving
spouse within 45 days of the date of the
election.

(3) The right to continuation of coverage
shall terminate upon the earliest of any of
the following:

(a) The failure to pay premiums when
due, including any grace period allowed by
the policy;

(b) The date that the group policy is ter-
minated as to all group members except that
if a different group policy is made available
to group members, the legally separated, di-
vorced or surviving spouse shall be eligible
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for continuation of coverage as if the ori-
ginal policy had not been terminated;

(c) The date on which the legally sepa-
rated, divorced or surviving spouse becomes
insured under any other group health plan;

(d) The date on which the legally sepa-
rated or divorced spouse remarries; or

(e) The date on which the legally sepa-
rated, divorced or surviving spouse becomes
eligible for federal Medicare coverage.
[Formerly 743.602]

743B.347 Continuation of coverage un-
der group policy upon termination of
membership in group health insurance
policy; applicability of waiting period to
rehired employee. (1) As used in this sec-
tion:

(a) “Covered person” means an individual
who was a certificate holder under a group
health insurance policy:

(A) On the day before a qualifying event;
and

(B) During the three-month period ending
on the date of the qualifying event.

(b) “Qualified beneficiary” means:
(A) A spouse or dependent child of a

covered person who, on the day before a
qualifying event, was insured under the cov-
ered person’s group health insurance policy;
or

(B) A child born to or adopted by a cov-
ered person during the period of the contin-
uation of coverage under this section who
would have been insured under the covered
person’s policy if the child had been born or
adopted on the day before the qualifying
event.

(c) “Qualifying event” means the loss of
membership in a group health insurance pol-
icy caused by:

(A) Voluntary or involuntary termination
of the employment of a covered person;

(B) A reduction in hours worked by a
covered person;

(C) A covered person becoming eligible
for Medicare;

(D) A qualified beneficiary losing de-
pendent child status under a covered
person’s group health insurance policy;

(E) Termination of membership in the
group covered by the group health insurance
policy; or

(F) The death of a covered person.
(2)(a) A grandfathered health plan, as de-

fined in ORS 743B.005, providing coverage
under a group health insurance policy for
hospital or medical expenses, other than
coverage limited to expenses from accidents

or specific diseases, must contain a provision
that a covered person and any qualified ben-
eficiary may continue coverage under the
policy as provided in this section.

(b) A group health insurance policy that
provides coverage for one or more of the es-
sential health benefits, other than a grandfa-
thered health plan, must contain a provision
that a covered person and any qualified ben-
eficiary may continue coverage under the
policy as provided in this section.

(3) Continuation of coverage is not avail-
able to a covered person or qualified benefi-
ciary who is eligible for:

(a) Medicare; or
(b) The same coverage under any other

program that was not covering the covered
person or qualified beneficiary on the day
before a qualifying event.

(4) The continued coverage must be of-
fered in the same manner as it is provided to
other certificate holders under the group
health insurance policy.

(5) A covered person or qualified benefi-
ciary must submit a written request for con-
tinuation of coverage to the insurer within
the time prescribed by the insurer, except
that an insurer may not require a request to
be submitted less than 10 days after the later
of:

(a) The date of a qualifying event; or
(b) The date the insurer provides the no-

tice required by subsection (10) of this sec-
tion.

(6) A covered person or qualified benefi-
ciary who requests continuation of coverage
shall pay the premium on a monthly basis
and in advance to the insurer or to the em-
ployer or policyholder, whichever the group
policy provides. The required premium pay-
ment may not exceed the group premium rate
for the insurance being continued under the
group policy as of the date the premium
payment is due.

(7) Continuation of coverage as provided
under this section ends on the earliest of the
following dates:

(a) Nine months after the date of the
qualifying event that was the basis for the
continuation of coverage.

(b) The end of the period for which the
last timely premium payment for the cover-
age is received by the insurer.

(c) The premium payment due date coin-
ciding with or next following the date that
continuation of coverage ceases to be avail-
able in accordance with subsection (3) of this
section.

(d) The date that the policy is termi-
nated. However, if the policyholder replaces

Title 56 Page 36 (2015 Edition)



HEALTH BENEFIT PLANS: INDIVIDUAL AND GROUP 743B.405

the terminated policy with similar coverage
under another group health insurance policy:

(A) The covered person and qualified
beneficiaries may obtain coverage under the
replacement policy for the balance of the pe-
riod that the covered person or qualified
beneficiary would have remained covered
under the terminated policy in accordance
with this section; and

(B) The terminated policy must continue
to provide benefits to the covered person and
qualified beneficiaries to the extent of that
policy’s accrued liabilities and extensions of
benefits as if the replacement had not oc-
curred.

(8) A qualified beneficiary who is not eli-
gible for continuation of coverage under ORS
743B.343 may continue coverage under this
section upon the dissolution of marriage with
or the death of the covered person in the
same manner that a covered person may ex-
ercise the right to continue coverage under
this section.

(9) A covered person rehired by an em-
ployer no later than nine months after the
layoff of the covered person by the employer
may not be subjected to a waiting period for
coverage under the employer’s group health
insurance policy if the covered person was
eligible for coverage at the time of the layoff,
regardless of whether the covered person
continued coverage during the layoff.

(10) If an insurer terminates the group
health insurance coverage of a covered per-
son or qualified beneficiary without provid-
ing replacement coverage that meets the
criteria in subsection (7)(d) of this section,
the insurer shall provide written notice to
the covered person and any qualified benefi-
ciary no later than 10 days after the insurer
is notified of the qualifying event under sub-
section (5) of this section. The notice shall
include information prescribed by the Direc-
tor of the Department of Consumer and
Business Services.

(11) This section applies only to employ-
ers who are not required to make available
continuation of health insurance benefits
under Titles X and XXII of the Consolidated
Omnibus Budget Reconciliation Act of 1985,
as amended, P.L. 99-272, April 7, 1986.
[Formerly 743.610]

CONTRACTED HEALTH CARE
PROVIDERS

743B.400 Decisions regarding health
care facility length of stay, level of care
and follow-up care. (1) All clinical deci-
sions regarding length of stay in a health
care facility as defined in ORS 442.015,
transfer between levels of care and follow-up

care shall be the decision of the treating
provider in consultation with the patient, as
appropriate.

(2) An insurer may not terminate or re-
strict the practice privileges of any provider
solely on the basis of one or more decisions
made pursuant to subsection (1) of this sec-
tion. [Formerly 743.829]

743B.403 Insurer prohibited practices;
patient communication and referral. No
insurer may terminate or otherwise finan-
cially penalize a provider for:

(1) Providing information to or communi-
cating with a patient in a manner that is not
slanderous, defamatory or intentionally inac-
curate concerning:

(a) Any aspect of the patient’s medical
condition;

(b) Any proposed treatment or treatment
alternatives, whether covered by the
insurer’s health benefit plan or not; or

(c) The provider’s general financial ar-
rangement with the insurer.

(2)(a) Referring a patient to another pro-
vider, whether or not that provider is under
contract with the insurer. If a provider refers
a patient to another provider, the referring
provider shall:

(A) Comply with the insurer’s written
policies and procedures with respect to any
such referrals; and

(B) Inform the patient that the referral
services may not be covered by the insurer.

(b) Allocation of costs for referral ser-
vices shall be a matter of contract between
the provider and the insurer. Allocation of
costs to the provider by contract shall not
be considered a penalty under this section.
[Formerly 743.834]

743B.405 Medical services contract
provisions; nonprovider party prohibi-
tions; future contracts. (1) A medical ser-
vices contract may not require the provider,
as an element of the contract or as a condi-
tion of compensation for services, to agree:

(a) In the event of alleged improper med-
ical treatment of a patient, to indemnify the
other party to the medical services contract
for any damages, awards or liabilities in-
cluding but not limited to judgments, settle-
ments, attorney fees, court costs and any
associated charges incurred for any reason
other than the negligence or intentional act
of the provider or the provider’s employees;

(b) To charge the other party to the
medical services contract a rate for services
rendered pursuant to the medical services
contract that is no greater than the lowest
rate that the provider charges for the same
service to any other person;
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(c) To deny care to a patient because of
a determination made pursuant to the med-
ical services contract that the care is not
covered or is experimental, or to deny refer-
ral of a patient to another provider for the
provision of such care, if the patient is in-
formed that the patient will be responsible
for the payment of such noncovered, exper-
imental or referral care and the patient
nonetheless desires to obtain such care or
referral; or

(d) Upon the provider’s withdrawal from
or termination or nonrenewal of the medical
services contract, not to treat or solicit a
patient even at that patient’s request and
expense.

(2) A medical services contract shall:
(a) Grant to the provider adequate notice

and hearing procedures, or such other proce-
dures as are fair to the provider under the
circumstances, prior to termination or non-
renewal of the medical services contract
when such termination or nonrenewal is
based upon issues relating to the quality of
patient care rendered by the provider.

(b) Set forth generally the criteria used
by the other party to the medical services
contract for the termination or nonrenewal
of the medical services contract.

(c) Entitle the provider to an annual ac-
counting accurately summarizing the finan-
cial transactions between the parties to the
medical services contract for that year.

(d) Allow the provider to withdraw from
the care of a patient when, in the profes-
sional judgment of the provider, it is in the
best interest of the patient to do so.

(e) Provide that a doctor of medicine or
doctor of osteopathy licensed under ORS
chapter 677 shall be retained by the other
party to the medical services contract and
shall be responsible for all final medical and
mental health decisions relating to coverage
or payment made pursuant to the medical
services contract.

(f) Provide that a physician, as defined in
ORS 677.010, who is practicing in conformity
with ORS 677.095 may advocate a decision,
policy or practice without being subject to
termination or penalty for the sole reason of
such advocacy.

(g)(A) Entitle the party to the medical
services contract who is being reimbursed for
the provision of health care services on a
basis that includes financial risk withholds,
or the party’s representative, to a full ac-
counting of health benefits claims data and
related financial information on no less than
a quarterly basis by the party to a medical
service contract who has made reimburse-
ment, as follows:

(i) The data shall include all pertinent
information relating to the health care ser-
vices provided, including related provider
and patient information, reimbursements
made and amounts withheld under the finan-
cial risk withhold provisions of the medical
services contract for the period of time under
reconciliation and settlement between the
parties.

(ii) Any reconciliation and settlement
undertaken pursuant to a medical services
contract shall be based directly and exclu-
sively upon data provided to the party who
is being reimbursed for the provision of
health care services.

(iii) All data, including supplemental in-
formation or documentation, necessary to fi-
nalize the reconciliation and settlement
provisions of a medical services contract re-
lating to financial risk withholds shall be
provided to the party who is being reim-
bursed for the provision of health care ser-
vices no later than 30 days prior to finalizing
the reconciliation and settlement.

(B) Nothing in this paragraph shall be
construed to prevent parties to a medical
services contract from mutually agreeing to
alternative reconciliation and settlement pol-
icies and procedures.

(h) Provide that when continuity of care
is required to be provided under a health
benefit plan by ORS 743B.225, the insurer
and the individual provider shall provide
continuity of care to enrollees as provided in
ORS 743B.225.

(3) The other party to a medical services
contract shall not:

(a) Refer to other documents or instru-
ments in a contract unless the nonprovider
party agrees to make available to the pro-
vider for review a copy of the documents or
instruments within 72 hours of request; or

(b) Provide as an element of a contract
with a third party relating to the provision
of medical services to a patient of the pro-
vider that the provider’s patient may not sue
or otherwise recover from the nonprovider
party, or must hold the nonprovider party
harmless for, any and all expenses, damages,
awards or liabilities that arise from the
management decisions, utilization review
provisions or other policies or determinations
of the nonprovider party that have an impact
on the provider’s treatment decisions and
actions with regard to the patient.

(4) An insurer, independent practice as-
sociation, medical or mental health clinic or
other party to a medical services contract
shall provide the criteria for selection of
parties to future medical services contracts
upon the request of current or prospective
parties. [Formerly 743.803]
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Note: 743B.405, 743B.422 and 743B.424 were enacted
into law by the Legislative Assembly but were not
added to or made a part of ORS chapter 743B. See Pre-
face to Oregon Revised Statutes for further explanation.

743B.406 Vision care providers. (1) As
used in this section:

(a) “Contractual discount” means a per-
centage reduction, required under a contract
with an insurer, in a vision care provider’s
usual and customary rate for vision care
services and materials.

(b) “Discount card” means a card or
other purchasing mechanism or device that
is not insurance or a discount medical plan,
as defined in ORS 742.420, that purports to
offer discounts or access to discounts in
health-related purchases from health care
providers.

(c) “Materials” includes, but is not lim-
ited to:

(A) Lenses;
(B) Devices containing lenses;
(C) Contact lenses;
(D) Prisms;
(E) Lens treatments and contact lens

coatings;
(F) Orthopedic or prosthetic devices to

correct, relieve or treat defects or abnormal
conditions of the human eye or adnexa; and

(G) Vision training.
(d) “Vision care insurance” means a

health benefit plan or a policy or certificate
of insurance that covers vision care services
and materials.

(e) “Vision care provider” includes:
(A) A person licensed to practice

optometry under ORS chapter 683; and
(B) A physician licensed under ORS

chapter 677 to practice medicine or
osteopathy who has completed a residency
program in ophthalmology.

(f) “Vision care services” means services
provided by a vision care provider within the
scope of the provider’s license to practice
optometry or ophthalmology.

(2) A contract between a vision care pro-
vider and an entity that offers vision care
insurance or a vision care discount card may
not:

(a) Limit or specify the fee that a vision
care provider may charge for vision care
services or materials that are not reim-
bursed, in whole or in part, by the vision
care insurance or discount card.

(b) Require a vision care provider to par-
ticipate in one vision care insurance plan or
discount card program as a condition for
participating in another insurance plan.

(c) Change the terms, the contractual
discount or the reimbursement rates, under
vision care insurance or a vision care dis-
count card, without a signed acknowledg-
ment that the vision care provider agrees to
the changes.

(d) Directly or indirectly restrict or limit
a vision care provider’s choice of suppliers
of materials.

(3) This section does not prohibit the use
of a discount card by a patient of a vision
care provider if:

(a) The enrollment of the vision care
provider is:

(A) Completely voluntary; and
(B) Not conditioned upon the vision care

provider’s participation in any other discount
card program with different provider terms
and conditions or in another insurance plan;
and

(b) The discount card program does not
reimburse the vision care provider for the
cost of the vision care services that were
discounted. [2015 c.832 §2]

Note: 743B.406 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

743B.407 Naturopathic physicians. (1)
An insurer shall provide a naturopathic phy-
sician the choice of applying to be creden-
tialed by the insurer as a primary care
provider or as a specialty care provider.

(2) To be credentialed by an insurer as a
primary care provider, a naturopathic physi-
cian must meet the credentialing require-
ments as established by the insurer. [2015 c.224
§2]

Note: 743B.407 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

UTILIZATION CONTROLS
743B.420 Prior authorization require-

ments. Except in the case of misrepresen-
tation, prior authorization determinations
shall be subject to the following require-
ments:

(1) Prior authorization determinations
relating to benefit coverage and medical ne-
cessity shall be binding on the insurer if ob-
tained no more than 30 days prior to the date
the service is provided.

(2) Prior authorization determinations
relating to enrollee eligibility shall be bind-
ing on the insurer if obtained no more than
five business days prior to the date the ser-
vice is provided. [Formerly 743.837]
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743B.422 Utilization review require-
ments for medical services contracts to
which insurer not party; right to appeal.
All utilization review performed pursuant to
a medical services contract to which an in-
surer is not a party shall comply with the
following:

(1) The criteria used in the review proc-
ess and the method of development of the
criteria shall be made available for review to
a party to such medical services contract
upon request.

(2) A doctor of medicine or osteopathy
licensed under ORS chapter 677 shall be re-
sponsible for all final recommendations re-
garding the necessity or appropriateness of
services or the site at which the services are
provided and shall consult as appropriate
with medical and mental health specialists in
making such recommendations.

(3) Any patient or provider who has had
a request for treatment or payment for ser-
vices denied as not medically necessary or
as experimental shall be provided an oppor-
tunity for a timely appeal before an appro-
priate medical consultant or peer review
committee.

(4) A provider request for prior authori-
zation of nonemergency service must be an-
swered within two business days, and
qualified health care personnel must be
available for same-day telephone responses to
inquiries concerning certification of contin-
ued length of stay. [Formerly 743.806]

Note: See note under 743B.405.

743B.423 Utilization review require-
ments for insurers offering health benefit
plan. (1) All insurers offering a health bene-
fit plan in this state that provide utilization
review or have utilization review provided on
their behalf shall file an annual summary
with the Department of Consumer and Busi-
ness Services that describes all utilization
review policies, including delegated utiliza-
tion review functions, and documents the
insurer’s procedures for monitoring of utili-
zation review activities.

(2) All utilization review activities con-
ducted pursuant to subsection (1) of this sec-
tion shall comply with the following:

(a) The criteria used in the utilization
review process and the method of develop-
ment of the criteria shall be made available
for review to contracting providers upon re-
quest.

(b) A doctor of medicine or osteopathy
licensed under ORS chapter 677 shall be re-
sponsible for all final recommendations re-
garding the necessity or appropriateness of
services or the site at which the services are
provided and shall consult as appropriate

with medical and mental health specialists in
making such recommendations.

(c) Any provider who has had a request
for treatment or payment for services denied
as not medically necessary or as exper-
imental shall be provided an opportunity for
a timely appeal before an appropriate med-
ical consultant or peer review committee.

(d) A provider request for prior authori-
zation of nonemergency service must be an-
swered within two business days, and
qualified health care personnel must be
available for same-day telephone responses to
inquiries concerning certification of contin-
ued length of stay. [Formerly 743.807]

743B.424 Applicability. The provisions
of ORS 743B.001, 743B.220, 743B.405 and
743B.422 do not apply to medical services
contracts for services to be provided under
ORS chapter 656. [Formerly 743.811]

Note: See note under 743B.405.

PAYMENT OF CLAIMS
743B.450 Prompt payment of claims;

limits on use of electronic payment
methods; rules. (1) Except as provided in
this subsection, when a claim under a health
benefit plan is submitted to an insurer by a
provider on behalf of an enrollee, the insurer
shall pay a clean claim or deny the claim not
later than 30 days after the date on which
the insurer receives the claim. If an insurer
requires additional information before pay-
ment of a claim, not later than 30 days after
the date on which the insurer receives the
claim, the insurer shall notify the enrollee
and the provider in writing and give the
enrollee and the provider an explanation of
the additional information needed to process
the claim. The insurer shall pay a clean
claim or deny the claim not later than 30
days after the date on which the insurer re-
ceives the additional information.

(2) A contract between an insurer and a
provider may not include a provision govern-
ing payment of claims that limits the rights
and remedies available to a provider under
this section and ORS 743B.452 or has the ef-
fect of relieving either party of its obli-
gations under this section and ORS 743B.452.

(3) An insurer may pay a claim using a
credit card or electronic funds transfer pay-
ment method that imposes on the provider a
fee or similar charge to process the payment
if:

(a) The insurer notifies the provider, in
advance, of the fee or other charges associ-
ated with the use of the credit card or elec-
tronic funds transfer payment method;

(b) The insurer offers the provider an al-
ternative payment method that does not im-
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pose fees or similar charges on the provider;
and

(c) The provider or a designee of the
provider elects to accept a payment of the
claim using the payment method.

(4) An insurer shall establish a method
of communicating to providers the proce-
dures and information necessary to complete
claim forms. The procedures and information
must be reasonably accessible to providers.

(5) This section does not create an as-
signment of payment to a provider.

(6) Each insurer shall report to the Di-
rector of the Department of Consumer and
Business Services on its compliance under
this section according to requirements estab-
lished by the director.

(7) The director shall adopt by rule a de-
finition of “clean claim” and shall consider
the definition of “clean claim” used by the
federal Department of Health and Human
Services for the payment of Medicare claims.
[Formerly 743.911]

743B.451 Refund of paid claims. (1) As
used in this section, “refund” means the re-
turn, either directly or through an offset to
a future claim, of some or all of a payment
already received by a health care provider.

(2) Except in the case of fraud or abuse
of billing, and except as provided in subsec-
tions (3) and (5) of this section, a health in-
surer may not:

(a) Request from a health care provider
a refund of a payment previously made to
satisfy a claim unless the health insurer:

(A) Requests the refund in writing on or
before the last day of the period specified by
the contract with the health care provider
or 18 months after the date the payment was
made, whichever is earlier; and

(B) Specifies in the written request why
the health insurer believes the provider owes
the refund.

(b) Request that a contested refund be
paid earlier than six months after the health
care provider receives the request.

(3) A health insurer may not do the fol-
lowing for reasons related to coordination of
benefits with another health insurer or en-
tity responsible for payment of a claim:

(a) Request from a health care provider
a refund of a payment previously made to
satisfy a claim unless the health insurer:

(A) Requests the refund in writing within
30 months after the date the payment was
made;

(B) Specifies in the written request why
the health insurer believes the provider owes
the refund; and

(C) Includes in the written request the
name and mailing address of the other health
insurer or entity that has primary responsi-
bility for payment of the claim.

(b) Request that a contested refund be
paid earlier than six months after the pro-
vider receives the request.

(4) If a health care provider fails to con-
test a refund request in writing to the health
insurer within 30 days after receiving the
request, the request is deemed accepted and
the provider must pay the refund within 30
days after the request is deemed accepted. If
the provider has not paid the refund within
30 days after the request is deemed accepted,
the health insurer may recover the amount
through an offset to a future claim.

(5) A health insurer may at any time re-
quest from a health care provider a refund
of a payment previously made to satisfy a
claim if:

(a) A third party, including a government
entity, is found responsible for satisfaction
of the claim as a consequence of liability
imposed by law; and

(b) The health insurer is unable to re-
cover directly from the third party because
the third party has already paid or will pay
the provider for the health care services
covered by the claim.

(6) If a contract between a health insurer
and a health care provider conflicts with this
section, the provisions of this section prevail.
However, nothing in this section prohibits a
health care provider from choosing at any
time to refund to a health insurer any pay-
ment previously made to satisfy a claim.

(7) This section neither permits nor pre-
cludes a health insurer from recovering from
a subscriber, enrollee or beneficiary any
amounts paid to a health care provider for
benefits to which the subscriber, enrollee or
beneficiary was not entitled under the terms
and conditions of the health plan, insurance
policy or other benefit agreement.

(8) This section applies to health benefit
plans. [Formerly 743.912]

Note: 743B.451 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

743B.452 Interest on unpaid claims. (1)
An insurer that fails to pay a claim to a
provider within the timelines established in
ORS 743B.450 shall pay simple interest of 12
percent per annum on the unpaid amount of
the claim that is due and owing, accruing
from the date after the payment was due un-
til the claim is paid. Interest on any overdue
payment for a claim begins to accrue on the
31st day after:
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(a) The date on which the insurer re-
ceived the claim; or

(b) The date the insurer receives the re-
quested additional information.

(2) The interest is payable with the pay-
ment of the claim. An insurer is not required
to pay interest that is in the amount of $2
or less on any claim.

(3) The availability of interest under sub-
section (1) of this section is in addition to
and not in lieu of administrative actions and
penalties that may be imposed by the Direc-
tor of the Department of Consumer and
Business Services under the Insurance Code.
[Formerly 743.913]

743B.453 Underpayment of claims. (1)
Except in the case of fraud and except as
provided in subsection (3) of this section, a
health care provider may not:

(a) Request additional payment from a
health insurer to satisfy a claim unless the
provider:

(A) Requests the additional payment in
writing on or before the last day of the pe-
riod specified by the contract or 18 months
after the date the claim was denied or pay-
ment intended to satisfy the claim was made,
whichever is earlier; and

(B) Specifies in the written request why
the provider believes the health insurer owes
the additional payment.

(b) Request that an additional payment
be paid earlier than six months after the
health insurer receives the request.

(2) A health insurer may not consider a
health care provider’s claim untimely if the
claim is made no later than 12 months after
a different insurer:

(a) Denied the claim in whole or in part;
or

(b) Requested a refund of an erroneous
payment made on the claim.

(3) A health care provider may not do the
following for reasons related to coordination
of benefits with another health insurer or
entity responsible for payment of a claim:

(a) Request additional payment from a
health insurer to satisfy a claim unless the
provider:

(A) Requests the additional payment in
writing within 30 months after the date the
claim was denied or payment intended to
satisfy the claim was made;

(B) Specifies in the written request why
the provider believes the health insurer owes
the additional payment; and

(C) Includes in the written request the
name and mailing address of the other health

insurer or entity that has disclaimed respon-
sibility for payment of the claim.

(b) Request that the additional payment
be paid earlier than six months after the
health insurer receives the request.

(4) If a contract between a health insurer
and a health care provider conflicts with this
section, the provisions of this section prevail.
However, nothing in this section prohibits a
health insurer from choosing at any time to
make additional payments to a health care
provider to satisfy a claim.

(5) This section applies to health benefit
plans. [Formerly 743.917]

Note: 743B.453 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

743B.454 Claims submitted during cre-
dentialing period. (1) As used in this sec-
tion:

(a) “Complete application” means a
provider’s application to a health insurer to
become a credentialed provider that includes:

(A) Information required by the health
insurer;

(B) Proof that the provider is licensed by
a health professional regulatory board as de-
fined in ORS 676.160;

(C) Proof of current registration with the
Drug Enforcement Administration of the
United States Department of Justice, if ap-
plicable to the provider’s practice; and

(D) Proof that the provider is covered by
a professional liability insurance policy or
certification meeting the health insurer’s re-
quirements.

(b) “Credentialing period” means the pe-
riod beginning on the date a health insurer
receives a complete application and ending
on the date the health insurer approves or
rejects the complete application or 90 days
after the health insurer receives the com-
plete application, whichever is earlier.

(c) “Health insurer” means an insurer
that offers managed health insurance or pre-
ferred provider organization insurance, other
than a health maintenance organization as
defined in ORS 750.005.

(2) A health insurer shall approve or re-
ject a complete application within 90 days of
receiving the application.

(3)(a) A health insurer shall pay all
claims for medical services covered by the
health insurer that are provided by a pro-
vider during the credentialing period.

(b) A provider may submit claims for
medical services provided during the creden-
tialing period during or after the credential-
ing period.
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(c) A health insurer may pay claims for
medical services provided during the creden-
tialing period:

(A) During or after the credentialing pe-
riod.

(B) At the rate paid to nonparticipating
providers.

(d) If a provider submits a claim for
medical services provided during the creden-
tialing period within six months after the
end of the credentialing period, the health
insurer may not deny payment of the claim
on the basis of the health insurer’s rules re-
lating to timely claims submission.

(4) Subsection (3) of this section does not
require a health insurer to pay claims for
medical services provided during the creden-
tialing period if:

(a) The provider was previously rejected
or terminated as a participating provider in
any health benefit plan underwritten or ad-
ministered by the health insurer;

(b) The rejection or termination was due
to the objectively verifiable failure of the
provider to provide medical services within
the recognized standards of the provider’s
profession; and

(c) The provider was given the opportu-
nity to contest the rejection or termination
before a panel of peers in a proceeding con-
ducted in conformity with the Health Care
Quality Improvement Act of 1986, 42 U.S.C.
11101 et seq. [Formerly 743.918]

Note: 743B.454 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

743B.460 Direct payment of hospital
and medical services; rate limitations. (1)
A group health insurance policy may on re-
quest by the group policyholder provide that
all or any portion of any indemnities pro-
vided by such policy on account of hospital,
nursing, medical or surgical services may, at
the insurer’s option, be paid directly to the
hospital or person rendering such services.
However, the amount of any such payment
shall not exceed the amount of benefit pro-
vided by the policy with respect to the ser-
vice or billing of the provider of aid. The
amount of such payments pursuant to one or
more assignments shall not exceed the
amount of expenses incurred on account of
such hospitalization or medical or surgical
aid.

(2) Nothing in this section is intended to
authorize an insurer to:

(a) Furnish or provide directly services
of hospitals or physicians and surgeons; or

(b) Direct, participate in or control the
selection of the specific hospital or physician

and surgeon from whom the insured secures
services or who exercises medical or dental
professional judgment.

(3) Nothing in subsection (2) of this sec-
tion prevents an insurer from negotiating
and entering into contracts for alternative
rates of payment with providers and offering
the benefit of such alternative rates to in-
sureds who select such providers. An insurer
may utilize such contracts by offering a
choice of plans at the time an insured en-
rolls, one of which provides benefits only for
services by members of a particular provider
organization with whom the insurer has an
agreement. If an insured chooses such a plan,
benefits are payable only for services ren-
dered by a member of that provider organ-
ization, unless such services were requested
by a member of such organization or are
rendered as the result of an emergency.

(4) Payment so made shall discharge the
insurer’s obligation with respect to the
amount of insurance so paid.

(5) Insurers shall provide group policy-
holders with a current roster of institutional
and professional providers under contract to
provide services at alternative rates under
their group policy and shall also make such
lists available for public inspection during
regular business hours at the insurer’s prin-
cipal office within this state. [Formerly 743.531]

Note: The amendments to 743B.460 (formerly
743.531) by section 3, chapter 588, Oregon Laws 2015,
apply to reimbursement of claims presented on or after
January 1, 2017. See section 6, chapter 588, Oregon Laws
2015. The text that applies to claims presented on or
after January 1, 2017, is set forth for the user’s con-
venience.

743B.460. (1) An insurer may negotiate and enter
into contracts for alternative rates of payment with
providers to provide services covered by a group health
insurance policy and may offer the benefit of such al-
ternative rates to insureds who select such providers.
An insurer may utilize such contracts by offering a
choice of plans at the time an insured enrolls, one of
which provides benefits only for services by members
of a particular provider organization with whom the
insurer has an agreement. If an insured chooses such a
plan, benefits are payable only for services rendered by
a member of that provider organization, unless such
services were requested by a member of such organiza-
tion or are rendered as the result of an emergency.

(2) Benefits paid by an insurer to a provider under
subsection (1) of this section shall discharge the
insurer’s obligation with respect to the amount of in-
surance so paid.

(3) Insurers shall provide group policyholders with
a current roster of institutional and professional pro-
viders under contract to provide services at alternative
rates under their group policy and shall also make such
lists available for public inspection during regular
business hours at the insurer’s principal office within
this state.

743B.462 Direct payments to provid-
ers. (1) As used in this section:

(a) “Health benefit plan” has the mean-
ing given that term in ORS 743B.005.

Title 56 Page 43 (2015 Edition)



743B.470 INSURANCE

(b) “Provider” means a person licensed,
certified or otherwise authorized or permit-
ted by laws of this state to administer med-
ical or mental health services, including
substance use disorder services, in the ordi-
nary course of business or practice of a pro-
fession.

(2) Except as provided in ORS 743.543
and 743.550, a provider that bills an insurer
for covered services provided to an individual
who is insured under a health benefit plan
or a Medicare supplement insurance policy
issued by the insurer shall be reimbursed by
the insurer by a direct payment issued to the
provider. [2015 c.588 §2]

Note: 743B.462 applies to reimbursement of claims
presented on or after January 1, 2017. See section 6,
chapter 588, Oregon Laws 2015.

Note: 743B.462 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

743B.470 Medicaid not considered in
coverage eligibility determination; claims
for services paid for by medical assist-
ance; prohibited ground for denial of en-
rollment of child; insurer duties. (1) For
the purposes of this section:

(a) “Health insurer” or “insurer” means
an employee benefit plan, self-insured plan,
managed care organization or group health
plan, a third party administrator, fiscal in-
termediary or pharmacy benefit manager of
the plan or organization, or other party that
is by statute, contract or agreement legally
responsible for payment of a claim for a
health care item or service.

(b) “Medicaid” means medical assistance
provided under 42 U.S.C. 1396a (section 1902
of the Social Security Act).

(2) A health insurer is prohibited from
considering the availability or eligibility for
medical assistance in this or any other state
under Medicaid when considering eligibility
for coverage or making payments under its
group or individual plan for eligible enroll-
ees, subscribers, policyholders or certificate
holders.

(3) To the extent that payment for cov-
ered expenses has been made under the state
Medicaid program for health care items or
services furnished to an individual, in any
case when a third party has a legal liability
to make payments, the state is considered to
have acquired the rights of the individual to
payment by any other party for those health
care items or services.

(4) An insurer may not deny a claim
submitted by the state Medicaid agency, a
prepaid managed care health services organ-
ization, as defined in ORS 414.025, or a co-
ordinated care organization, as defined in

ORS 414.025, under subsection (3) of this
section based on the date of submission of
the claim, the type or format of the claim
form or a failure to present proper documen-
tation at the point of sale that is the basis
of the claim if:

(a) The claim is submitted by the agency,
the prepaid managed care health services or-
ganization or the coordinated care organiza-
tion within the three-year period beginning
on the date on which the health care item
or service was furnished; and

(b) Any action by the agency, the prepaid
managed care health services organization or
the coordinated care organization to enforce
its rights with respect to the claim is com-
menced within six years of the agency’s or
organization’s submission of the claim.

(5) An insurer must provide to the state
Medicaid agency, a prepaid managed care
health services organization or a coordinated
care organization, upon request, the follow-
ing information:

(a) The period during which a Medicaid
recipient, the spouse or dependents may be
or may have been covered by the plan;

(b) The nature of coverage that is or was
provided by the plan; and

(c) The name, address and identifying
numbers of the plan.

(6) An insurer may not deny enrollment
of a child under the group or individual
health plan of the child’s parent on the
ground that:

(a) The child was born out of wedlock;
(b) The child is not claimed as a depend-

ent on the parent’s federal tax return; or
(c) The child does not reside with the

child’s parent or in the insurer’s service
area.

(7) When a child has group or individual
health coverage through an insurer of a
noncustodial parent, the insurer must:

(a) Provide such information to the cus-
todial parent as may be necessary for the
child to obtain benefits through that cover-
age;

(b) Permit the custodial parent or the
provider, with the custodial parent’s ap-
proval, to submit claims for covered services
without the approval of the noncustodial
parent; and

(c) Make payments on claims submitted
in accordance with paragraph (b) of this
subsection directly to the custodial parent,
the provider or, if a claim is filed by the
state Medicaid agency, a prepaid managed
care health services organization or a coor-
dinated care organization, directly to the
agency or the organization.
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(8) When a parent is required by a court
or administrative order to provide health
coverage for a child, and the parent is eligi-
ble for family health coverage, the insurer
must:

(a) Permit the parent to enroll, under the
family coverage, a child who is otherwise el-
igible for the coverage without regard to any
enrollment season restrictions;

(b) If the parent is enrolled but fails to
make application to obtain coverage for the
child, enroll the child under family coverage
upon application of the child’s other parent,
the state agency administering the Medicaid
program or the state agency administering
42 U.S.C. 651 to 669, the child support en-
forcement program; and

(c) Not disenroll or eliminate coverage
of the child unless the insurer is provided
satisfactory written evidence that:

(A) The court or administrative order is
no longer in effect; or

(B) The child is or will be enrolled in
comparable health coverage through another
insurer which will take effect not later than
the effective date of disenrollment.

(9) An insurer may not impose require-
ments on a state agency that has been as-
signed the rights of an individual eligible for
medical assistance under Medicaid and cov-
ered for health benefits from the insurer if
the requirements are different from require-
ments applicable to an agent or assignee of
any other individual so covered.

(10) The provisions of ORS 743A.001 do
not apply to this section. [Formerly 743.847]

743B.475 Guidelines for coordination
of benefits; rules. The Director of the De-
partment of Consumer and Business Services
shall by rule establish guidelines for the co-
ordination of benefits for individual and
group health insurance, including:

(1) The procedures by which persons in-
sured under the policies are to be made
aware of the existence of a coordination of
benefits provision;

(2) The benefits which may be subject to
such a provision;

(3) The effect of such a provision on the
benefits provided;

(4) Establishment of the order of benefit
determination; and

(5) Reasonable claim administration pro-
cedures to expedite claim payments. [Formerly
743.552]

(Temporary provisions relating to
primary care payment collaborative)

Note: Sections 1, 3, 4 and 5, chapter 575, Oregon
Laws 2015, provide:

Sec. 1. (1) As used in this section:
(a) “Carrier” means an insurer that offers a health

benefit plan, as defined in ORS 743.730 [renumbered
743B.005].

(b) “Prominent carrier” means:
(A) A carrier with annual premium income at a

threshold established by the Department of Consumer
and Business Services by rule.

(B) The Public Employees’ Benefit Board.
(C) The Oregon Educators Benefit Board.
(2) All prominent carriers shall, and carriers other

than prominent carriers may, report to the Department
of Consumer and Business Services, no later than De-
cember 31, 2015, the proportion of the carrier’s total
medical expenses that are allocated to primary care.

(3) The department shall share with the Oregon
Health Authority the information reported so that the
authority may prepare the evaluation and report de-
scribed in section 2 of this 2015 Act.

(4) The department, in collaboration with the au-
thority, shall adopt rules prescribing the primary care
services for which costs must be reported under subsec-
tion (2) of this section. [2015 c.575 §1]

Sec. 3. No later than February 1, 2016, the Oregon
Health Authority and the Department of Consumer and
Business Services shall report to the Legislative As-
sembly, in the manner provided in ORS 192.245:

(1) The percentage of the medical expenses of car-
riers, coordinated care organizations, the Public
Employees’ Benefit Board and the Oregon Educators
Benefit Board that is allocated to primary care; and

(2) How carriers, coordinated care organizations,
the Public Employees’ Benefit Board and the Oregon
Educators Benefit Board pay for primary care. [2015
c.575 §3]

Sec. 4. (1) The Legislative Assembly declares that
collaboration among insurers, purchasers and providers
of health care to coordinate service delivery systems
and develop innovative reimbursement methods in sup-
port of integrated and coordinated health care delivery
is in the best interest of the public. The Legislative
Assembly therefore declares its intent to exempt from
state antitrust laws, and to provide immunity from fed-
eral antitrust laws through the state action doctrine,
the activities specified in section 2 (2) of this 2015 Act,
of the participants in the primary care payment reform
collaborative, that might otherwise be constrained by
such laws.

(2) The Director of the Oregon Health Authority
or the director’s designee shall engage in state super-
vision of the primary care payment reform collaborative
to ensure that the activities and discussions of the par-
ticipants in the collaborative are limited to the activ-
ities described in section 2 (2) of this 2015 Act.

(3) Groups that include, but are not limited to,
health insurance companies, health care centers, hospi-
tals, health service organizations, employers, health
care providers, health care facilities, state and local
governmental entities and consumers may meet to fa-
cilitate the development, implementation and operation
of the Primary Care Transformation Initiative in ac-
cordance with section 2 of this 2015 Act.

(4) The Oregon Health Authority may conduct a
survey of the entities and individuals specified in sub-
section (3) of this section to assist in the evaluation of
the Primary Care Transformation Initiative.

(5) A survey or meeting under subsection (3) or (4)
of this section is not a violation of state antitrust laws
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and shall be considered state action for purposes of
federal antitrust laws through the state action doctrine.
[2015 c.575 §4]

Sec. 5. Sections 1 to 4 of this 2015 Act are repealed
on December 31, 2018. [2015 c.575 §5]

PROVIDER PANELS
743B.500 Selling and leasing of pro-

vider panels by contracting entity; defi-
nitions. As used in this section and ORS
743B.501 to 743B.503:

(1)(a) “Contracting entity” means any
person that contracts directly with a pro-
vider for the delivery of health care services
or contracts with a third party for the pur-
pose of selling or making available to the
third party the provider’s health care ser-
vices or discounted rates or the services or
rates of a provider panel under a provider
network contract.

(b) “Contracting entity” includes a per-
son under common ownership and control of
a contracting entity.

(c) “Contracting entity” does not include:
(A) A managed care organization that is

certified under ORS 656.260;
(B) A discount medical plan organization

as defined in ORS 742.420;
(C) The state medical assistance program;
(D) An independent practice association;

or
(E) A self-funded, employer-sponsored

health insurance plan regulated under the
Employee Retirement Income Security Act
of 1974, as codified and amended at 29 U.S.C.
1001, et seq., or any person that provides
only administrative services to the self-
funded employer-sponsored health insurance
plan.

(2) “Health care services” means the
treatment of humans for bodily injury,
disablement or death by accidental means or
as a result of sickness or childbirth, or in
prevention of sickness, but does not include
treatment for bodily injury, disablement or
occupational diseases incurred as a result of
employment.

(3) “Independent practice association”
has the meaning given that term in ORS
743B.001.

(4) “Person” has the meaning given that
term in ORS 731.116.

(5)(a) “Provider” includes:
(A) A physician as defined in ORS

677.010.
(B) A physician group, independent prac-

tice association, physician-controlled organ-
ization, hospital organization or other
provider organization that contracts with a
provider for the purpose of facilitating the

provider’s participation in a provider net-
work contract.

(C) A person licensed, certified or other-
wise authorized or permitted by the laws of
this state to administer medical services or
mental health services in the ordinary course
of business or practice of a profession.

(b) “Provider” does not include a con-
tracting entity.

(6) “Provider network contract” means a
contract between a provider and a contract-
ing entity for the provision of health care
services to patients other than Medicare en-
rollees or medical assistance recipients.

(7)(a) “Third party” means a person that
enters into a contract with a contracting en-
tity or with another party, other than a pro-
vider, for the right to exercise the rights of
the contracting entity under a provider net-
work contract.

(b) “Third party” includes any of the fol-
lowing:

(A) A payer that directly reimburses the
cost of the delivery of health care services;

(B) A third party administrator or other
entity that administers or processes claims
on behalf of a payer;

(C) A preferred provider organization or
network;

(D) A physician-controlled organization
or a hospital organization; or

(E) An entity that is engaged in the
electronic transmission of claims between a
contracting entity and a payer and does not
provide to another party access to the health
care services and discounted rates of a pro-
vider.

(c) “Third party” does not include:
(A) Entities offering health care services

under the same brand pursuant to a brand
licensing agreement with the same licenser;
or

(B) A self-funded, employer-sponsored
health insurance plan regulated under the
Employee Retirement Income Security Act
of 1974, as codified and amended at 29 U.S.C.
1001, et seq., or any person that provides
only administrative services to the self-
funded employer-sponsored health insurance
plan. [Formerly 743.082]

Note: 743B.500, 743B.502 and 743B.503 were enacted
into law by the Legislative Assembly but were not
added to or made a part of ORS chapter 743B or any
series therein by legislative action. See Preface to Or-
egon Revised Statutes for further explanation.

743B.501 Registration of contracting
entity. (1) A contracting entity that does not
have a certificate of authority shall register
with the Department of Consumer and Busi-
ness Services as a contracting entity by sub-
mitting the following information to the
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department in written or electronic form as
prescribed by the department along with any
fee prescribed by the department:

(a) The official name of the entity and
any secondary, alternative or substitute des-
ignations.

(b) The mailing address and telephone
number of the headquarters of the entity.

(c) The name and telephone number of a
representative of the entity who shall serve
as the primary contact for the department.

(2) The requirements of this section do
not apply to a contracting entity that is un-
der common ownership and control of a con-
tracting entity that is licensed by or has a
certificate of authority from the department.
[Formerly 743.083]

Note: 743B.501 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

743B.502 Third party contracts for
leasing of provider panels; requirements.
(1) A contracting entity or a third party may
not contract with another third party to
provide access to the health care services
and discounted rates of a provider under a
provider network contract unless:

(a) The third party contract is specif-
ically authorized by the provider network
contract; and

(b) The third party contract obligates the
third party to comply with all applicable
terms, limitations and conditions of the pro-
vider network contract.

(2) A contracting entity that provides ac-
cess to the health care services and dis-
counted rates of a provider under a provider
network contract shall:

(a) Give to the provider in writing or
electronically, at the time a provider net-
work contract is entered into, a list of all
third parties known by the contracting entity
at the time to which the contracting entity
has or will provide access to the health care
services and discounted rates of a provider
under the provider network contract;

(b) Maintain an Internet website, toll-free
telephone number or other readily available
mechanism through which a provider may
obtain a list, updated at least every 90 days,
of all third parties that have access to the
provider’s health care services and dis-
counted rates under the provider network
contract;

(c) Provide each third party listed under
paragraph (a) or (b) of this subsection with
information necessary to enable the third
party to comply with all relevant terms, lim-
itations and conditions of the provider net-
work contract;

(d) Require a third party to identify on
each remittance or explanation of payment
sent to a provider the source of any contrac-
tual discount in rates taken by the third
party under the provider network contract;
and

(e)(A) Notify each third party listed un-
der paragraph (a) or (b) of this subsection of
the termination of the provider network con-
tract no later than 30 days prior to the ef-
fective date of the termination; and

(B) Require third parties to cease claim-
ing entitlement to discounted rates or other
rights under a provider network contract af-
ter the termination of the contract.

(3) The notice required under subsection
(2)(e)(A) of this section can be provided by
any reasonable means, including but not
limited to written notice, electronic commu-
nication or an update to an electronic data-
base.

(4) Subject to any applicable continuity
of care requirements, agreements or contrac-
tual provisions:

(a) A third party’s right to access a
provider’s health care services and dis-
counted rates under a provider network con-
tract shall terminate on the date the
provider network contract is terminated;

(b) Claims for health care services per-
formed after the termination date of the pro-
vider network contract are not eligible for
processing and payment in accordance with
the provider network contract; and

(c) Claims for health care services per-
formed before the termination date of the
provider network contract, but processed af-
ter the termination date, are eligible for pro-
cessing and payment in accordance with the
provider network contract.

(5)(a) All information made available to
a provider in accordance with the require-
ments of this section and ORS 743B.503 shall
be confidential and may not be disclosed to
any person not involved in the provider’s
practice or the administration thereof with-
out the prior written consent of the con-
tracting entity.

(b) This section and ORS 743B.503 may
not be construed to prohibit a contracting
entity from requiring a provider to execute
a reasonable confidentiality agreement to
ensure that confidential or proprietary infor-
mation disclosed by the contracting entity is
not used for any purpose other than the
provider’s direct practice management or
billing activities. [Formerly 743.085]

Note: See note under 743B.500.

743B.503 Additional requirements for
third party contracts. (1) A contract be-
tween a third party and a contracting entity
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or between two third parties with respect to
a provider network contract must comply
with this section and ORS 743B.502.

(2)(a) A third party shall inform the con-
tracting entity and providers under a con-
tracting entity’s provider network contract
of a website, toll-free number or other read-
ily available mechanism to identify the
names of all third parties to which the third
party provides access to the health care ser-
vices and discounted rates of a provider un-
der the provider network contract.

(b) The third party shall update the
website described in paragraph (a) of this
subsection at least every 90 days to reflect
all third parties currently provided access.
Upon request, the third party shall make the
information available to a provider via tele-
phone or through direct notification.

(3) A provider may refuse to accept as
payment in full a discounted payment made
by a third party under the terms of a pro-
vider network contract if there is no valid
contractual basis for the discount or the dis-
count is taken in violation of this section or
ORS 743B.502. [Formerly 743.086]

Note: See note under 743B.500.

743B.505 Provider networks; rules. (1)
An insurer offering a health benefit plan in
this state that provides coverage to individ-
uals or to small employers, as defined in ORS
743B.005, through a specified network of
health care providers shall:

(a) Contract with or employ a network
of providers that is sufficient in number, ge-
ographic distribution and types of providers
to ensure that all covered services under the
health benefit plan, including mental health
and substance abuse treatment, are accessi-
ble to enrollees without unreasonable delay.

(b)(A) With respect to health benefit
plans offered through the health insurance
exchange under ORS 741.310, contract with
a sufficient number and geographic distrib-
ution of essential community providers,
where available, to ensure reasonable and
timely access to a broad range of essential
community providers for low-income, med-
ically underserved individuals in the plan’s
service area in accordance with the network
adequacy standards established by the De-
partment of Consumer and Business Services;

(B) If the health benefit plan offered
through the health insurance exchange offers
a majority of the covered services through
physicians employed by the insurer or
through a single contracted medical group,
have a sufficient number and geographic dis-
tribution of employed or contracted providers
and hospital facilities to ensure reasonable
and timely access for low-income, medically
underserved enrollees in the plan’s service

area, in accordance with network adequacy
standards adopted by the Department of
Consumer and Business Services; or

(C) With respect to health benefit plans
offered outside of the health insurance ex-
change, contract with or employ a network
of providers that is sufficient in number, ge-
ographic distribution and types of providers
to ensure access to care by enrollees who
reside in locations within the health benefit
plan’s service area that are designated by the
Health Resources and Services Administra-
tion of the United States Department of
Health and Human Services as health pro-
fessional shortage areas or low-income zip
codes.

(c) Annually report to the Department of
Consumer and Business Services, in the for-
mat prescribed by the department, the
insurer’s plan for ensuring that the network
of providers for each health benefit plan
meets the requirements of this section.

(2)(a) An insurer may not discriminate
with respect to participation under a health
benefit plan or coverage under the plan
against any health care provider who is act-
ing within the scope of the provider’s license
or certification in this state.

(b) This subsection does not require an
insurer to contract with any health care
provider who is willing to abide by the
insurer’s terms and conditions for partic-
ipation established by the insurer.

(c) This subsection does not prevent an
insurer from establishing varying reimburse-
ment rates based on quality or performance
measures.

(d) Rules adopted by the Department of
Consumer and Business Services to imple-
ment this section shall be consistent with
the provisions of 42 U.S.C. 300gg-5 and the
rules adopted by the United States Depart-
ment of Health and Human Services, the
United States Department of the Treasury or
the United States Department of Labor to
carry out 42 U.S.C. 300gg-5.

(3) The Department of Consumer and
Business Services shall use one of the fol-
lowing methods in evaluating whether the
network of providers available to enrollees in
a health benefit plan meets the requirements
of this section:

(a) An approach by which an insurer
submits evidence that the insurer is comply-
ing with at least one of the factors pre-
scribed by the department by rule from each
of the following categories:

(A) Access to care consistent with the
needs of the enrollees served by the network;

(B) Consumer satisfaction;
(C) Transparency; and
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(D) Quality of care and cost containment;
or

(b) A nationally recognized standard
adopted by the department and adjusted, as
necessary, to reflect the age demographics of
the enrollees in the plan.

(4) This section does not require an in-
surer to contract with an essential commu-
nity provider that refuses to accept the
insurer’s generally applicable payment rates
for services covered by the plan.

(5) This section does not require an in-
surer to submit provider contracts to the de-
partment for review. [2015 c.59 §2]

Note: 743B.505 becomes operative January 1, 2017.
See section 11, chapter 59, Oregon Laws 2015.

Note: 743B.505 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

DISCLOSURE OF HEALTH
INFORMATION

743B.550 Disclosure of information.
Nothing in ORS 743.008, 743A.012, 743B.195
to 743B.206, 743B.250, 743B.400, 743B.403,
743B.420, 743B.423 and 743B.550 shall be
construed to require disclosure of informa-
tion that is otherwise privileged or confiden-
tial under any other provision of law.
[Formerly 743.839]

743B.555 Confidential communica-
tions. (1) As used in this section:

(a) “Carrier” has the meaning given that
term in ORS 743B.005.

(b) “Communication” includes:
(A) An explanation of benefits notice;
(B) Information about an appointment;
(C) A notice of an adverse benefit deter-

mination;
(D) A carrier’s or third party

administrator’s request for additional infor-
mation regarding a claim;

(E) A notice of a contested claim;
(F) The name and address of a provider,

a description of services provided and other
visit information; and

(G) Any written, oral or electronic com-
munication described in this paragraph from
a carrier or a third party administrator to a
policyholder, certificate holder or enrollee
that contains protected health information.

(c) “Confidential communications
request” means a request from an enrollee to
a carrier or third party administrator that
communications be sent directly to the
enrollee and that the carrier or third party
administrator refrain from sending commu-

nications concerning the enrollee to the pol-
icyholder or certificate holder.

(d) “Protected health information” has
the meaning given that term in ORS 192.556.

(2) A carrier and a third party adminis-
trator doing business in this state:

(a) Shall permit any enrollee to submit a
confidential communications request.

(b) Shall update an enrollee on the status
of implementing a confidential communica-
tions request upon the enrollee’s inquiry.

(3) The procedure adopted by a carrier or
third party administrator for enrollees to
make confidential communications requests:

(a) Must allow enrollees to use the form
described in subsection (4) of this section and
may also allow enrollees to make the request
by other means such as telephone or the
Internet.

(b) Shall ensure that the confidential
communications request remains in effect
until the enrollee revokes the request in
writing or submits a new confidential com-
munications request.

(c) Shall ensure that the confidential
communications request is acted upon and
implemented by the carrier or third party
administrator not later than seven days after
receipt of a request by electronic means or
30 days after receipt of a request in hard
copy.

(d) May not require an enrollee to waive
any right to limit disclosure under this sec-
tion as a condition of eligibility for or cov-
erage under a health benefit plan.

(e) Must be easy to understand and to
complete.

(4) The Department of Consumer and
Business Services shall work with stakehold-
ers to develop and make available to the
public a standardized form that an enrollee
may submit to a carrier or third party ad-
ministrator to make a confidential commu-
nications request. The department may
encourage health care providers to clearly
display the form and make it available to
patients. At a minimum, the form must:

(a) Inform an enrollee about the
enrollee’s right to have protected health in-
formation sent to the enrollee and not dis-
closed to the policyholder or certificate
holder;

(b) Allow an enrollee to indicate where
to redirect communications containing pro-
tected health information, including a speci-
fied mail or electronic mail address or
specified telephone number;

(c) Allow an enrollee to designate a mail
or electronic mail address or telephone num-
ber for the carrier or third party administra-
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tor to contact the enrollee if additional
information or clarification is necessary to
process the confidential communications re-
quest; and

(d) Include a disclaimer that it may take
up to 30 days from the date of receipt for a
carrier or third party administrator to proc-
ess the form.

(5) If an insurer makes an adverse benefit
determination regarding a claim concerning
health care provided to an enrollee who has
made a confidential communications request:

(a) The enrollee has the right to appeal
the determination; and

(b) The policyholder or certificate holder
may not appeal the adverse benefit determi-
nation unless the enrollee has signed an au-
thorization to disclose claims information
relevant to the appeal.

(6) As used in this section, “enrollee”
does not include an individual who is in the
custody of the Department of Corrections.

(7) The department shall interpret this
section in a manner that is consistent with
federal law. [2015 c.470 §2]

Note: 743B.555 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

Note: Section 3, chapter 470, Oregon Laws 2015,
provides:

Sec. 3. (1) No later than December 1, 2016, the
Department of Consumer and Business Services shall
report, in the manner prescribed by ORS 192.245, on:

(a) The effectiveness of the process described in
section 2 of this 2015 Act [743B.555] in allowing health
insurance enrollees to redirect insurance communica-
tions containing protected health information, the ex-
tent to which enrollees are using the process and
whether the process is working properly; and

(b) The education and outreach activities conducted
by carriers or third party administrators to inform Or-
egonians about their right to have protected health in-
formation redirected.

(2) The department shall require carriers or third
party administrators to report data necessary for the
department to produce the report described in subsec-
tion (1) of this section. [2015 c.470 §3]

PRESCRIPTION DRUG COVERAGE
743B.601 Synchronization of pre-

scription drug refills. (1) As used in this
section:

(a) “Health plan” means:
(A) A “health benefit plan” as defined in

ORS 743B.005; and
(B) A self-insured health plan offered by

the Public Employees’ Benefit Board, the
Oregon Educators Benefit Board or the Ore-
gon Health and Science University.

(b) “Synchronization policy” means a
procedure for aligning the refill dates of a
patient’s prescription drugs so that drugs
that are refilled at the same frequency may
be refilled concurrently.

(2) A health plan that includes pre-
scription drug coverage must implement a
synchronization policy for the dispensing of
prescription drugs to the plan’s enrollees.
[2014 c.25 §2]

Note: The amendments to 743B.601 by section 1,
chapter 800, Oregon Laws 2015, apply to health plans
issued or renewed on or after January 1, 2017. See sec-
tion 3, chapter 800, Oregon Laws 2015. The text that
applies to health plans issued or renewed on or after
January 1, 2017, is set forth for the user’s convenience.

743B.601. (1) As used in this section:
(a) “Health plan” means:
(A) A “health benefit plan” as defined in ORS

743B.005; and
(B) A self-insured health plan offered by the Public

Employees’ Benefit Board, the Oregon Educators Benefit
Board or the Oregon Health and Science University.

(b) “Synchronization policy” means a procedure for
aligning the refill dates of a patient’s prescription drugs
so that drugs that are refilled at the same frequency
may be refilled concurrently.

(2) A health plan that includes prescription drug
coverage shall implement a synchronization policy for
the dispensing of prescription drugs to the plan’s en-
rollees.

(3) A health plan shall reimburse the cost of pre-
scription drugs dispensed in accordance with the plan’s
synchronization policy.

(4) If a drug is dispensed in less than a 30-day
supply for the purpose of synchronizing a patient’s pre-
scription drug refills, a health plan shall:

(a) Prorate the copayment; or
(b) Adjust the copayment using a method approved

by the Department of Consumer and Business Services.
(5) A health plan shall fully reimburse the dis-

pensing fee for partially filled or refilled prescription
drugs.

(6) This section does not apply to prescription
drugs that:

(a) Are in unit-of-use packaging for which syn-
chronization is not possible;

(b) Are controlled substances; or
(c) Have been identified by the United States Drug

Enforcement Administration as having a high risk of
diversion.

(7) The coverage required by this section may be
limited by formulary restrictions applied to a pre-
scription drug by a health plan.

(8)(a) This section does not apply to a prepaid
group practice health plan with at least 200,000 enroll-
ees in this state.

(b) As used in this subsection, “prepaid group
practice health plan” means a health care service con-
tractor that provides physician services to its enrollees
through an integrated health care delivery system us-
ing, primarily, a single group of physicians contracted
on a prepaid, capitated basis.

Note: 743B.601 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.
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743B.602 Step therapy. (1) As used in
this section:

(a) “Health care coverage plan” includes:
(A) A health benefit plan, as defined in

ORS 743B.005;
(B) An insurance policy or certificate

covering the cost of prescription drugs, hos-
pital expenses, health care services and med-
ical expenses, equipment and supplies;

(C) A medical services contract, as de-
fined in ORS 743B.001;

(D) A multiple employer welfare arrange-
ment, as defined in ORS 750.301;

(E) A contract or agreement with a
health care service contractor, as defined in
ORS 750.005, or a preferred provider organ-
ization;

(F) A pharmacy benefit manager, as de-
fined in ORS 735.530, or other third party
administrator that pays prescription drug
claims; and

(G) An accident insurance policy or any
other insurance contract providing re-
imbursement for the cost of prescription
drugs, hospital expenses, health care services
and medical expenses, equipment and sup-
plies.

(b) “Step therapy” means a drug protocol
in which a health care coverage plan will
reimburse the cost of a prescribed drug only
if the patient has first tried a specified drug
or series of drugs.

(2) A health care coverage plan that re-
quires step therapy shall make easily acces-
sible to prescribing practitioners, clear
explanations of:

(a) The clinical criteria for each step
therapy protocol;

(b) The procedure by which a practitioner
may submit to the plan the practitioner’s
medical rationale for determining that a par-
ticular step therapy protocol is not appropri-
ate for a particular patient based on the
patient’s medical condition and history; and

(c) The documentation, if any, that a
practitioner must submit to the plan for the
plan to determine the appropriateness of step
therapy for a specific patient. [2014 c.55 §4]

Note: 743B.602 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

MISCELLANEOUS
743B.800 Risk adjustment procedures;

rules. (1) As used in this section, “health
benefit plan” means a health benefit plan, as
defined in ORS 743B.005, that is offered in
the individual or small group market.

(2) The Department of Consumer and
Business Services may establish by rule a
procedure for adjusting risk between in-
surers. If a procedure is established, the
procedure may include:

(a) An assessment imposed on an insurer
if the actuarial risk of the enrollees in the
insurer’s health benefit plans is less than the
average actuarial risk of all enrollees in all
health benefit plans in this state; and

(b) Payments to insurers if the actuarial
risk of the enrollees in the insurer’s health
benefit plans is greater than the average
actuarial risk of all enrollees in all health
benefit plans in this state.

(3) A procedure established under this
section must be consistent with 42 U.S.C.
18063 and regulations adopted by the Secre-
tary of the United States Department of
Health and Human Services to carry out 42
U.S.C. 18063. [Formerly 743.923]

Note: 743B.800 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.

743B.810 Enrollees covered by
workers’ compensation. (1) A health bene-
fit plan may not exclude, and shall expedite
preauthorizations required for, work-related
injuries or occupational diseases if:

(a) The injured worker is covered by
workers’ compensation insurance and the
health benefit plan; and

(b) The injured worker has submitted a
workers’ compensation claim for the work-
related injury or occupational disease that
has not been accepted or denied by the
workers’ compensation carrier.

(2) A health benefit plan subject to this
section shall guarantee payment for preau-
thorized medical services to the provider of
those medical services according to the
terms, conditions and benefits of the plan if
the claim is found not to be a compensable
workers’ compensation claim.

(3) As used in this section, “health bene-
fit plan” has the meaning given that term in
ORS 743B.005 and also means self-insured
benefit plans and health benefit plans pro-
vided by the Oregon Educators Benefit Board
and the Public Employees’ Benefit Board.

(4) The provisions of ORS 743A.001 do
not apply to this section. [2014 c.94 §2]

Note: 743B.810 was added to and made a part of
the Insurance Code by legislative action but was not
added to ORS chapter 743B or any series therein. See
Preface to Oregon Revised Statutes for further explana-
tion.
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