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79th OREGON LEGISLATIVE ASSEMBLY--2017 Regular Session

House Bill 2387
Corrected Sponsor

Introduced and printed pursuant to House Rule 12.00. Presession filed (at the request of House Interim Committee
on Health Care)

SUMMARY

The following summary is not prepared by the sponsors of the measure and is not a part of the body thereof subject
to consideration by the Legislative Assembly. It is an editor’s brief statement of the essential features of the
measure as introduced.

Requires pharmaceutical manufacturer to reimburse payers for cost of prescription drug that
exceeds specified threshold. Requires pharmaceutical manufacturer to provide 60 days’ advance
notice of increase in cost of prescription drug that exceeds 3.4 percent over 12-month period.

Prohibits Public Employees’ Benefit Board, Oregon Educators Benefit Board, health care service
contractors, multiple employer welfare arrangements and carriers for small employer, group or in-
dividual health benefit plans from requiring enrollees to incur out-of-pocket costs for prescription
drugs that exceed specified maximums.

Requires pharmaceutical manufacturers to report to Department of Consumer and Business
Services specified information about prescription drug costs and about patient assistance programs.
Authorizes civil penalties for failing to report.

Requires Public Employees’ Benefit Board, Oregon Educators Benefit Board, health care service
contractors, multiple employer welfare arrangements and carriers for small employer, group or in-
dividual health benefit plans to make available online specified information about prescription drug
coverage and costs.

Requires Public Employees’ Benefit Board, Oregon Educators Benefit Board, health care service
contractors, multiple employer welfare arrangements and carriers for small employer, group or in-
dividual health benefit plans to offer at least one health benefit plan that has no deductible or
coinsurance requirement for prescription drugs.

A BILL FOR AN ACT

Relating to prescription drugs; creating new provisions; and amending ORS 243.135, 243.866,

743B.013, 743B.105, 743B.125, 750.055 and 750.333.

Be It Enacted by the People of the State of Oregon:

PRESCRIPTION DRUG COSTS

SECTION 1. (1) As used in this section:

(a) “Average wholesale price” means the price, generally considered the retail price, that

is published in national drug pricing compendia issued by private companies based on pricing

information provided by manufacturers.

(b) “Drug” has the meaning given that term in ORS 689.005.

(c) “Excess cost” means:

(A) If the average wholesale price of a prescription drug is greater than the foreign price

cap, the difference between the average wholesale price and the foreign price cap; and

(B) If the out-of-pocket maximum imposed by a plan is greater than the applicable pre-

scription drug cost cap, as specified in section 2 of this 2017 Act, the difference between the

out-of-pocket maximum and the prescription drug cost cap for each beneficiary of the plan.

(d) “Foreign price cap” means the highest price paid for a prescription drug in any

country other than the United States that is:
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(A) A member of the Organisation for Economic Co-operation and Development; or

(B) One of 35 economically developed countries specified by the Department of Consumer

and Business Services by rule, if the Organisation for Economic Co-operation and Develop-

ment ceases to exist.

(e) “Health care practitioner” means an individual or entity that is licensed, certified or

registered in this state to provide health care, including prescription drugs.

(f)(A) “Manufacture” means:

(i) The production, preparation, propagation, compounding, conversion or processing of

a drug, either directly or indirectly by extraction from substances of natural origin or inde-

pendently by means of chemical synthesis, or by a combination of extraction and chemical

synthesis; and

(ii) The packaging or repackaging of a drug or labeling or relabeling of a drug container.

(B) “Manufacture” does not include the preparation or compounding of a drug by an in-

dividual for the individual’s own use or the preparation, compounding, packaging or labeling

of a drug:

(A) By a health care practitioner incidental to administering or dispensing a drug in the

course of professional practice; or

(B) By a health care practitioner or at the practitioner’s authorization and supervision

for the purpose of or incidental to research, teaching or chemical analysis activities and not

for sale.

(g) “Manufacturer” means a person that manufactures a prescription drug that is sold

in this state.

(h) “Out-of-pocket maximum” means the total annual costs of health care for which a

beneficiary of a plan is responsible.

(i) “Payer” has the meaning given that term in section 2 of this 2017 Act.

(j) “Plan” has the meaning given that term in section 2 of this 2017 Act.

(k) “Prescription drug” means a drug that must:

(A) Under federal law, be labeled “Caution: Federal law prohibits dispensing without

prescription” prior to being dispensed or delivered; or

(B) Under any applicable federal or state law or regulation, be dispensed only by pre-

scription or that is restricted to use only by health care practitioners.

(2)(a) A manufacturer shall establish a process for a payer to report to the manufacturer

and be reimbursed by the manufacturer for excess costs paid by the payer for the pre-

scription drugs produced by the manufacturer that are sold in this state.

(b) This subsection does not apply to core antiretroviral therapeutics listed by the United

States Secretary of Health and Human Services in accordance with 42 U.S.C. 300ff-26(e) and

prescribed for individuals participating in the Aids Drug Assistance Program authorized by

42 U.S.C. 300ff-26.

(3) A manufacturer shall provide advance written notice to payers not less than 60 days

prior to the effective date of an increase in the average wholesale price of a prescription drug

that results in a cumulative increase of more than 3.4 percent in the price of the prescription

drug over the 12-month period immediately preceding the effective date of the increase.

LIMITS ON CONSUMERS’ OUT-OF-POCKET COSTS
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SECTION 2. (1) As used in this section:

(a) “Enrollee” means an individual whose prescription drug costs are paid or reimbursed,

in whole or in part, by a payer.

(b) “Payer” means:

(A) A person with a certificate of authority to transact insurance in this state that offers

a health benefit plan as defined in ORS 743B.005;

(B) A person that contracts with a third party administrator or a pharmacy benefit

manager to reimburse the cost of a prescription drug prescribed for a resident of this state;

(C) The Public Employees’ Benefit Board with respect to employees in a self-insured

health benefit plan offered by the board;

(D) The Oregon Educators Benefit Board with respect to employees in a self-insured

health benefit plan offered by the board;

(E) A health care service contractor as defined in ORS 750.005; or

(F) A multiple employer welfare arrangement as defined in ORS 750.301.

(c) “Plan” means the terms and conditions for the reimbursement of health care costs

by a payer.

(d) “Prescription drug” has the meaning given that term in section 1 of this 2017 Act.

(e) “Prescription drug cost cap” means the total out-of-pocket cost incurred by an

enrollee when filling or refilling a covered prescription drug, including copayments, deduct-

ibles and coinsurance.

(2) Unless otherwise provided by law, the prescription drug cost cap that a payer may

require an enrollee to pay during a plan year is:

(a) $500 for bronze plans; and

(b) $250 for silver, gold or platinum plans.

(3) The prescription drug cost caps specified in subsection (2) of this section apply only

to prescription drugs that are reimbursed by a plan as a pharmacy benefit.

REPORTING OF COST BASIS AND

PATIENT ASSISTANCE PROGRAMS

SECTION 3. (1) As used in this section:

(a) “Average wholesale price” has the meaning given that term in section 1 of this 2017

Act.

(b) “Manufacturer” has the meaning given that term in section 1 of this 2017 Act.

(c) “Patient assistance program” means a program offered to the general public by a

manufacturer in which a patient may, using coupons, discount cards or other means, reduce

the patient’s out-of-pocket costs for prescription drugs.

(d) “Prescription drug” has the meaning given that term in section 1 of this 2017 Act.

(2) A manufacturer shall report to the Department of Consumer and Business Services,

in the form and manner prescribed by the department:

(a) Not later than 30 days after the United States Food and Drug Administration has

approved for marketing a prescription drug with an introductory average wholesale price of

$10,000 or more per year:

(A) The justification for the introductory average wholesale price, including:

(i) A detailed explanation of all major costs associated with the development of the pre-

[3]
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scription drug, including basic research, costs of each phase of the clinical trial and the

capital investment;

(ii) The cost of manufacturing the prescription drug;

(iii) The cost of ongoing safety and effectiveness research associated with the pre-

scription drug;

(iv) The manufacturer’s profit margin target for the prescription drug and a detailed

explanation of the manufacturer’s decision to target that profit margin; and

(v) The manufacturer’s anticipated 10-year return on investment in the prescription

drug.

(B) The expected marketing budget for the prescription drug, including:

(i) The budget for marketing directly to consumers with advertising;

(ii) The budget for marketing directly to health care providers, including but not limited

to outreach conducted by sales representatives, free samples, branded gifts to providers and

hosting conferences and other events; and

(iii) A detailed description of the manufacturer’s efforts to ensure that the

manufacturer’s marketing does not encourage prescribing the drug for uses other than those

uses approved by the United States Food and Drug Administration or other inappropriate

uses.

(C) If the prescription drug was not developed by the manufacturer, any amount paid by

the manufacturer to the developer of the drug.

(b) At least annually, for any prescription drug for which the price increased more than

3.4 percent over a 12-month period, the justification for the increase in price. The depart-

ment shall prescribe by rule the justification factors that must be reported, which may in-

clude one or more of the factors described in paragraph (a) of this section.

(3) A manufacturer shall report to the department, in the form and manner prescribed

by the department, on the use by residents of this state of the patient assistance programs

offered by the manufacturer. The report must include, but is not limited to, all of the fol-

lowing for a 12-month period specified by the department:

(a) The number of residents who participated in each program;

(b) The net cost of each drug dispensed to the residents participating in each program;

(c) The number of refills for each drug that qualify for the patient assistance program

or, if the program expires after a specified period of time, the period of time that the pro-

gram is available to each patient;

(d) The brand name drugs included in each patient assistance program and the number

of brand name drugs included in the patient assistance program for which a generic or lower

cost alternative drug is available;

(e) Whether mail order pharmacies accept the coupon, discount card or other form of

patient assistance provided in each program;

(f) The reduction in the total cost of the manufacturer’s prescription drugs sold to resi-

dents in this state who participated in the program; and

(g) The reduction in the total cost of the manufacturer’s prescription drugs sold to res-

idents in this state participating in each program, expressed as a percentage of the

manufacturer’s total sales revenue for prescription drugs sold to residents in this state.

(4)(a) After receiving the reports described in subsections (2) and (3) of this section, the

department may make a written request to the reporting manufacturer for additional infor-
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mation regarding the content of a report. The department shall prescribe by rule the period:

(A) Following the receipt of a report during which the department may request additional

information; and

(B) Following a department request for additional information, during which a manufac-

turer may respond to the request.

(b) The department may extend the period prescribed under paragraph (a)(B) of this

section if the request for additional information is unusually complex or time-consuming for

the manufacturer to fulfill.

(5) A manufacturer that fails to respond to a written request for additional information

under subsection (4) of this section in a timely manner or that provides inaccurate or in-

complete information may be subject to a civil penalty as provided in section 4 of this 2017

Act.

(6) The department shall post on its website all of the following, except for information

that is likely to compromise the financial or competitive position of the manufacturer:

(a) The information described in subsections (2) and (3) of this section;

(b) Any written request for additional information made by the department to a man-

ufacturer under subsection (4) of this section; and

(c) All materials received by the department in response to a written request for addi-

tional information under subsection (4) of this section.

SECTION 4. (1) A manufacturer that fails to report or produce documentation in ac-

cordance with section 3 of this 2017 Act may be subject to a civil penalty as provided in this

section.

(2) The Department of Consumer and Business Services shall adopt a schedule of penal-

ties, not to exceed $  per day of violation, based on the severity of each violation.

(3) The department shall impose civil penalties under this section as provided in ORS

183.745.

(4) The department may remit or mitigate civil penalties under this section upon terms

and conditions the department considers proper and consistent with the public health and

safety.

(5) Civil penalties collected under this section shall be paid over to the State Treasurer

and deposited in the General Fund to be made available for general governmental expenses.

CONSUMER EDUCATION ABOUT PRESCRIPTION DRUG COVERAGE

SECTION 5. Section 6 of this 2017 Act is added to and made a part of the Insurance Code.

SECTION 6. (1) As used in this section, “insurer” means a:

(a) Person with a certificate of authority to transact insurance in this state that offers

a health benefit plan as defined in ORS 743B.005;

(b) Pharmacy benefit manager as defined in ORS 735.530;

(c) Third party administrator licensed under ORS 744.702;

(d) Health care service contractor as defined in ORS 750.005; or

(e) Multiple employer welfare arrangement as defined in ORS 750.301.

(2) An insurer shall make available on its website, and in writing upon request by an

enrollee or potential enrollee, all of the following information:

(a) An estimate of the total out-of-pocket costs, including copayments and coinsurance,
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that an enrollee will incur to purchase each prescription drug on the insurer’s drug

formulary; and

(b) An explanation of how an enrollee can request coverage for a prescription drug that

is not on the insurer’s drug formulary.

(3) If an insurer intends to remove a prescription drug from the insurer’s drug

formulary, the insurer shall notify each enrollee who is in a course of treatment with the

drug that the drug will no longer be covered.

(4) At least 30 days prior to each open enrollment period and throughout each open en-

rollment period, an insurer shall make available on its website a notice of all prescription

drugs removed or to be removed from the insurer’s drug formulary during the current and

next plan years.

PUBLIC EMPLOYEES’ BENEFIT BOARD

SECTION 7. ORS 243.135, as amended by section 4, chapter 389, Oregon Laws 2015, is amended

to read:

243.135. (1) Notwithstanding any other benefit plan contracted for and offered by the Public

Employees’ Benefit Board, the board shall contract for a health benefit plan or plans best designed

to meet the needs and provide for the welfare of eligible employees, the state and the local gov-

ernments. In considering whether to enter into a contract for a plan, the board shall place emphasis

on:

(a) Employee choice among high quality plans;

(b) A competitive marketplace;

(c) Plan performance and information;

(d) Employer flexibility in plan design and contracting;

(e) Quality customer service;

(f) Creativity and innovation;

(g) Plan benefits as part of total employee compensation;

(h) The improvement of employee health; and

(i) Health outcome and quality measures, described in ORS 413.017 (4), that are reported by the

plan.

(2) The board may approve more than one carrier for each type of plan contracted for and of-

fered but the number of carriers shall be held to a number consistent with adequate service to eli-

gible employees and their family members.

(3) Where appropriate for a contracted and offered health benefit plan, the board shall provide

options under which an eligible employee may arrange coverage for family members.

(4) Payroll deductions for costs that are not payable by the state or a local government may be

made upon receipt of a signed authorization from the employee indicating an election to participate

in the plan or plans selected and the deduction of a certain sum from the employee’s pay.

(5) In developing any health benefit plan, the board may provide an option of additional cover-

age for eligible employees and their family members at an additional cost or premium.

(6) Transfer of enrollment from one plan to another shall be open to all eligible employees and

their family members under rules adopted by the board. Because of the special problems that may

arise in individual instances under comprehensive group practice plan coverage involving acceptable

provider-patient relations between a particular panel of providers and particular eligible employees

[6]
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and their family members, the board shall provide a procedure under which any eligible employee

may apply at any time to substitute a health service benefit plan for participation in a comprehen-

sive group practice benefit plan.

(7) The board shall evaluate a benefit plan that serves a limited geographic region of this state

according to the criteria described in subsection (1) of this section.

(8) The board shall offer at least one health benefit plan that has no deductible or

coinsurance requirement for prescription drugs. Health benefit plans offered by the board

must comply with all of the following:

(a) A health benefit plan may not require eligible employees and their family members

to incur out-of-pocket costs that exceed the prescription drug cost cap specified in section

2 of this 2017 Act.

(b) The board or an insurer offering a health benefit plan to eligible employees shall make

available online, and in writing upon request by an eligible employee, all of the following in-

formation regarding the health benefit plan:

(A) An estimate of the total out-of-pocket costs that an eligible employee or family

member enrolled in the health benefit plan will incur to purchase each prescription drug on

the health benefit plan’s drug formulary; and

(B) An explanation of how an eligible employee or family member can request coverage

for a prescription drug that is not on the health benefit plan’s drug formulary.

(c) Upon the removal of a prescription drug from a health benefit plan’s drug formulary,

the board or the insurer offering the health benefit plan shall notify each eligible employee

or family member who is in a course of treatment with the drug that the drug will no longer

be covered.

(d) At least 30 days prior to each open enrollment period and throughout each open en-

rollment period, the board, the third party administrator or pharmacy benefits manager ad-

ministering the pharmacy benefit under a health benefit plan or the insurer offering the

health benefit plan shall make available online a notice of all prescription drugs removed or

to be removed from the health benefit plan’s drug formulary during the current and next

plan years.

OREGON EDUCATORS BENEFIT BOARD

SECTION 8. ORS 243.866, as amended by section 5, chapter 389, Oregon Laws 2015, is amended

to read:

243.866. (1) The Oregon Educators Benefit Board shall contract for benefit plans best designed

to meet the needs and provide for the welfare of eligible employees, the districts and local govern-

ments. In considering whether to enter into a contract for a benefit plan, the board shall place em-

phasis on:

(a) Employee choice among high-quality plans;

(b) Encouragement of a competitive marketplace;

(c) Plan performance and information;

(d) District and local government flexibility in plan design and contracting;

(e) Quality customer service;

(f) Creativity and innovation;

(g) Plan benefits as part of total employee compensation;

[7]
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(h) Improvement of employee health; and

(i) Health outcome and quality measures, described in ORS 413.017 (4), that are reported by the

plan.

(2) The board may approve more than one carrier for each type of benefit plan offered, but the

board shall limit the number of carriers to a number consistent with adequate service to eligible

employees and family members.

(3) When appropriate, the board shall provide options under which an eligible employee may

arrange coverage for family members under a benefit plan.

(4) A district or a local government shall provide that payroll deductions for benefit plan costs

that are not payable by the district or local government may be made upon receipt of a signed au-

thorization from the employee indicating an election to participate in the benefit plan or plans se-

lected and allowing the deduction of those costs from the employee’s pay.

(5) In developing any benefit plan, the board may provide an option of additional coverage for

eligible employees and family members at an additional premium.

(6) The board shall adopt rules providing that transfer of enrollment from one benefit plan to

another is open to all eligible employees and family members. Because of the special problems that

may arise involving acceptable provider-patient relations between a particular panel of providers

and a particular eligible employee or family member under a comprehensive group practice benefit

plan, the board shall provide a procedure under which any eligible employee may apply at any time

to substitute another benefit plan for participation in a comprehensive group practice benefit plan.

(7) An eligible employee who is retired is not required to participate in a health benefit plan

offered under this section in order to obtain dental benefit plan coverage. The board shall establish

by rule standards of eligibility for retired employees to participate in a dental benefit plan.

(8) The board shall evaluate a benefit plan that serves a limited geographic region of this state

according to the criteria described in subsection (1) of this section.

(9) The board shall offer at least one health benefit plan that has no deductible or

coinsurance requirement for prescription drugs. Health benefit plans offered by the board

must comply with all of the following:

(a) A health benefit plan may not require eligible employees and their family members

to incur out-of-pocket costs that exceed the prescription drug cost cap specified in section

2 of this 2017 Act.

(b) The board or an insurer offering a health benefit plan to eligible employees shall make

available online, and in writing upon request by an eligible employee, all of the following in-

formation regarding the health benefit plan:

(A) An estimate of the total out-of-pocket costs that an eligible employee or family

member enrolled in the health benefit plan will incur to purchase each prescription drug on

the health benefit plan’s drug formulary; and

(B) An explanation of how an eligible employee or family member can request coverage

for a prescription drug that is not on the health benefit plan’s drug formulary.

(c) Upon the removal of a prescription drug from a health benefit plan’s drug formulary,

the board or the insurer offering the health benefit plan shall notify each eligible employee

or family member who is in a course of treatment with the drug that the drug will no longer

be covered.

(d) At least 30 days prior to each open enrollment period and throughout each open en-

rollment period, the board, the third party administrator or pharmacy benefits manager ad-

[8]
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ministering the pharmacy benefit under the health benefit plan or the insurer offering the

health benefit plan shall make available online a notice of all prescription drugs removed or

to be removed from the health benefit plan’s drug formulary during the current and next

plan years.

SMALL EMPLOYER HEALTH BENEFIT PLANS

SECTION 9. ORS 743B.013 is amended to read:

743B.013. (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 policyholder, small employer or contract holder unless:

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

(b) The policyholder, small employer or contract holder or, with respect to coverage of individ-

ual enrollees, an enrollee or a representative of an enrollee engages in fraud or makes an inten-

tional misrepresentation of a material fact as prohibited by the terms of the plan.

(c) The number of enrollees covered under the plan is less than the number or percentage 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 un-

der 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 paragraph if coverage is discontinued in the entire 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 paragraph if coverage is discontinued in a specified service area

because of an inability to reach an agreement with the health care providers or organization of

health care providers to provide services under the plans within the service area.

(f) The carrier discontinues both offering and renewing a small employer 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 provide services under the plan

within the service 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 paragraph; and

[9]



HB 2387

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

45

(C) Must offer in writing to each small employer covered by the plan, all other small employer

health benefit plans that the carrier 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 discontinuation.

(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 discontin-

ued under paragraph (f) of this subsection.

(i) With respect to plans that are being discontinued under paragraph (g) or (h) of this sub-

section, the carrier must:

(A) Offer in writing to each small employer 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 policyholders 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 accordance with procedures specified or approved by the director upon

finding that the continuation 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 association ceases and the

termination of coverage is not related to the health status of any enrollee.

(4) A carrier may modify a small employer 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 sec-

tion.

(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 coverage on behalf of the enrollee:

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

(B) Makes an intentional misrepresentation 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 pre-

scribed 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 representative of the small employer:
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(A) Performs an act, practice or omission that constitutes fraud; or

(B) Makes an intentional misrepresentation 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 pre-

scribed by the department, to each plan enrollee who would be affected by the rescission of cover-

age; 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 contribution re-

quirements on small employers. However, participation and contribution requirements shall be ap-

plied uniformly among all small employer groups with the same number of eligible employees

applying for coverage or receiving coverage from the carrier. 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 participation or contribution requirements to enroll during the open enrollment period

beginning November 15 and ending December 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 department the initial geographic average rate and any

changes in the geographic average rate with respect to each health benefit plan issued by the car-

rier 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 ap-

plied in the same actuarially sound way to all small employer health benefit plans.

(B) The variations in premium rates described in subparagraph (A) of this paragraph may be

based only on one or more of the following factors as prescribed by the department 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 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 approved 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 be-

tween 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 differences based on the risk characteristics of groups assumed to select a particular
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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 period. 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 following:

(A) The percentage change in the geographic 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 reasonable 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 car-

rier considers age, tobacco use, family composition and geographic factors in establishing and ad-

justing rates and premiums; and

(c) The benefits and premiums for all health insurance coverage for which the employer 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 department 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 certification 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 department 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 secret information and shall not be subject to disclosure to persons outside the depart-

ment except as agreed to by the carrier or as ordered by a court of competent jurisdiction.

(12) A carrier shall not provide any financial 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 continued 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 employer chooses to offer

coverage to dependents.

(15) All small employer health benefit plans shall contain special enrollment periods during

which eligible employees and dependents may enroll for coverage, as provided by federal law and
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rules adopted by the department.

(16) A small employer health benefit plan may not impose annual or lifetime limits on the dollar

amount of essential health benefits.

(17) An enrollee in a small employer health benefit plan that reimburses the costs of

prescription drugs, other than a grandfathered health plan, may not incur out-of-pocket

costs for a covered drug that exceed the prescription drug cost cap specified in section 2 of

this 2017 Act.

(18) A carrier that offers health benefit plans to small employers must offer at least one

plan that has no deductible or coinsurance requirement for prescription drug coverage.

GROUP HEALTH BENEFIT PLANS

SECTION 10. ORS 743B.105 is amended to read:

743B.105. 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 coverage to any eli-

gible prospective enrollee and may not impose different terms or conditions on the coverage, pre-

miums 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 eligi-

ble 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 re-

quired premium payments and agrees to satisfy the other requirements of the plan.

(b) The department may waive the requirements of this subsection if the department 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 enrollees at

the option of the policyholder unless:

(a) The policyholder fails to pay the required premiums.

(b) The policyholder 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 under the plan is less than the number or percentage 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 discontinue plans under this

paragraph, the carrier:
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(A) Must give notice of the decision to the department 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 paragraph if coverage is discontinued in the entire 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 paragraph if coverage is discontinued in a specified service area

because of an inability to reach an agreement with the health care providers or organization of

health care providers 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 because of an 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. 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 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 paragraph; and

(C) Must offer 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.

(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 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

groups in this state or in a specified service are 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 sub-

section, 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 policyholders 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 accordance with procedures specified or approved by the director upon

finding that the continuation 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 association 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
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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:

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

(B) Makes an intentional misrepresentation 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 pre-

scribed 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 misrepresentation 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 pre-

scribed by the department, to each plan enrollee who would be affected by the rescission of cover-

age; 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.

(10) An enrollee in a group health benefit plan that reimburses the costs of prescription

drugs, other than a grandfathered health plan, may not incur out-of-pocket costs for a cov-

ered drug that exceed the prescription drug cost cap specified in section 2 of this 2017 Act.

(11) A carrier that offers group health benefit plans must offer at least one plan that has

no deductible or coinsurance requirement for prescription drug coverage.

INDIVIDUAL HEALTH BENEFIT PLANS

SECTION 11. ORS 743B.125 is amended to read:

743B.125. (1) With respect to coverage under an individual health benefit plan, a carrier may

not impose an individual coverage 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 condition exclusion unless the exclusion complies with the

following requirements:

(A) The exclusion applies only to a condition for which medical advice, diagnosis, care or

treatment was recommended or received during the six-month period immediately preceding the

individual’s effective date of coverage.

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

erage.
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(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 benefit plan issued

through a bona fide association, unless:

(a) The policyholder fails to pay the required premiums.

(b) The policyholder or a representative of the policyholder engages in fraud or makes an in-

tentional 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 paragraph if coverage is discontinued in the entire 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 paragraph if coverage is discontinued in a specified service area

because of an inability to reach an agreement with the health care providers or organization of

health care providers 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 provide services 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 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 paragraph; and

(C) Must offer in writing to each policyholder covered by the plan, all other individual 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.

(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 specified 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 in-

dividuals 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 sub-

section, 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 policyholders 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 accordance with procedures specified or approved by the director upon
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finding that the continuation 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, resides 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 association ceases and the

termination of coverage 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 discontinuation 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 misrepresentation of a material fact as prohibited by the terms of the

policy.

(7) A carrier that continues to offer coverage in the individual market in this state is not re-

quired 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 policyholders instead of offering alterna-

tive coverage in its other individual health benefit plans, the coverage for all existing policyholders

in the closed plan is renewable in accordance with subsection (4) of this section.

(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 carrier to actively market, offer, issue or accept applications

for:

(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 individuals who are not eligible for coverage under the

plan.

(11) A policyholder of an individual health benefit plan that reimburses the costs of pre-

scription drugs may not incur out-of-pocket costs for a covered drug that exceed the pre-

scription drug cost cap specified in section 2 of this 2017 Act.

(12) A carrier that offers individual health benefit plans must offer at least one plan that

has no deductible or coinsurance requirement for prescription drug coverage.

HEALTH CARE SERVICE CONTRACTORS

SECTION 12. ORS 750.055, as amended by section 7, chapter 59, Oregon Laws 2015, is amended

to read:

750.055. (1) The following provisions of the Insurance Code apply to health care service con-

tractors to the extent not inconsistent with the express provisions of ORS 750.005 to 750.095:
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(a) ORS 705.137, 705.139, 731.004 to 731.150, 731.162, 731.216 to 731.362, 731.382, 731.385, 731.386,

731.390, 731.398 to 731.430, 731.428, 731.450, 731.454, 731.488, 731.504, 731.508, 731.509, 731.510,

731.511, 731.512, 731.574 to 731.620, 731.592, 731.594, 731.640 to 731.652, 731.730, 731.731, 731.735,

731.737, 731.750, 731.752, 731.804, 731.844 to 731.992, 731.870 and 743A.252.

(b) ORS 731.485, except in the case of a group practice health maintenance organization that is

federally qualified pursuant to Title XIII of the Public Health Service Act and that wholly owns and

operates an in-house drug outlet.

(c) ORS 732.215, 732.220, 732.230, 732.245, 732.250, 732.320, 732.325 and 732.517 to 732.592, not

including ORS 732.582.

(d) ORS 733.010 to 733.050, 733.080, 733.140 to 733.170, 733.210, 733.510 to 733.680 and 733.695

to 733.780.

(e) ORS chapter 734.

(f) ORS 735.600 to 735.650.

(g) ORS 742.001 to 742.009, 742.013, 742.061, 742.065, 742.150 to 742.162, 742.400, 742.520 to

742.540, 743.004, 743.008, 743.010, 743.018, 743.022, 743.023, 743.028, 743.029, 743.038, 743.040, 743.044,

743.050, 743.100 to 743.109, 743.402, 743.406, 743.417, 743.472, 743.492, 743.495, 743.498, 743.522,

743.523, 743.524, 743.526, 743.535, 743.550, 743.650 to 743.656, 743.680 to 743.689, 743.788, 743.790,

743A.010, 743A.012, 743A.020, 743A.034, 743A.036, 743A.048, 743A.051, 743A.058, 743A.062, 743A.064,

743A.065, 743A.066, 743A.068, 743A.070, 743A.080, 743A.082, 743A.084, 743A.088, 743A.090, 743A.100,

743A.104, 743A.105, 743A.110, 743A.140, 743A.141, 743A.144, 743A.148, 743A.150, 743A.160, 743A.164,

743A.168, 743A.170, 743A.175, 743A.184, 743A.185, 743A.188, 743A.190, 743A.192, 743A.250, 743B.003

to 743B.127, 743B.195 to 743B.206, 743B.220, 743B.222, 743B.225, 743B.227, 743B.250, 743B.252,

743B.253, 743B.254, 743B.255, 743B.256, 743B.257, 743B.258, 743B.300, 743B.310, 743B.320, 743B.323,

743B.330, 743B.340, 743B.341, 743B.343 to 743B.347, 743B.400, 743B.403, 743B.407, 743B.420, 743B.423,

743B.450, 743B.451, 743B.452, 743B.453, 743B.470, 743B.475, 743B.505, 743B.550, 743B.555, 743B.601

and 743B.800 and section 2, chapter 771, Oregon Laws 2013, and section 2 of this 2017 Act.

(h) The provisions of ORS chapter 744 relating to the regulation of insurance producers and

third party administrators.

(i) ORS 746.005 to 746.140, 746.160, 746.220 to 746.370, 746.600, 746.605, 746.607, 746.608, 746.610,

746.615, 746.625, 746.635, 746.650, 746.655, 746.660, 746.668, 746.670, 746.675, 746.680 and 746.690.

(j) ORS 743A.024, except in the case of group practice health maintenance organizations that

are federally qualified pursuant to Title XIII of the Public Health Service Act unless the patient is

referred by a physician, physician assistant or nurse practitioner associated with a group practice

health maintenance organization.

(2) For the purposes of this section, health care service contractors shall be deemed insurers.

(3) Any for-profit health care service contractor organized under the laws of any other state that

is not governed by the insurance laws of the other state is subject to all requirements of ORS

chapter 732.

(4) The Director of the Department of Consumer and Business Services may, after notice and

hearing, adopt reasonable rules not inconsistent with this section and ORS 750.003, 750.005, 750.025

and 750.045 that are deemed necessary for the proper administration of these provisions.

SECTION 13. ORS 750.055, as amended by section 33, chapter 698, Oregon Laws 2013, section

6, chapter 25, Oregon Laws 2014, section 81, chapter 45, Oregon Laws 2014, section 8, chapter 59,

Oregon Laws 2015, section 6, chapter 100, Oregon Laws 2015, section 6, chapter 224, Oregon Laws

2015, section 10, chapter 362, Oregon Laws 2015, section 9, chapter 470, Oregon Laws 2015, and
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section 29, chapter 515, Oregon Laws 2015, is amended to read:

750.055. (1) The following provisions of the Insurance Code apply to health care service con-

tractors to the extent not inconsistent with the express provisions of ORS 750.005 to 750.095:

(a) ORS 705.137, 705.139, 731.004 to 731.150, 731.162, 731.216 to 731.362, 731.382, 731.385, 731.386,

731.390, 731.398 to 731.430, 731.428, 731.450, 731.454, 731.488, 731.504, 731.508, 731.509, 731.510,

731.511, 731.512, 731.574 to 731.620, 731.592, 731.594, 731.640 to 731.652, 731.730, 731.731, 731.735,

731.737, 731.750, 731.752, 731.804, 731.844 to 731.992, 731.870 and 743A.252.

(b) ORS 731.485, except in the case of a group practice health maintenance organization that is

federally qualified pursuant to Title XIII of the Public Health Service Act and that wholly owns and

operates an in-house drug outlet.

(c) ORS 732.215, 732.220, 732.230, 732.245, 732.250, 732.320, 732.325 and 732.517 to 732.592, not

including ORS 732.582.

(d) ORS 733.010 to 733.050, 733.080, 733.140 to 733.170, 733.210, 733.510 to 733.680 and 733.695

to 733.780.

(e) ORS chapter 734.

(f) ORS 735.600 to 735.650.

(g) ORS 742.001 to 742.009, 742.013, 742.061, 742.065, 742.150 to 742.162, 742.400, 742.520 to

742.540, 743.004, 743.008, 743.010, 743.018, 743.022, 743.023, 743.028, 743.029, 743.038, 743.040, 743.044,

743.050, 743.100 to 743.109, 743.402, 743.406, 743.417, 743.472, 743.492, 743.495, 743.498, 743.522,

743.523, 743.524, 743.526, 743.535, 743.550, 743.650 to 743.656, 743.680 to 743.689, 743.788, 743.790,

743A.010, 743A.012, 743A.020, 743A.034, 743A.036, 743A.048, 743A.051, 743A.058, 743A.062, 743A.064,

743A.065, 743A.066, 743A.068, 743A.070, 743A.080, 743A.082, 743A.084, 743A.088, 743A.090, 743A.100,

743A.104, 743A.105, 743A.110, 743A.140, 743A.141, 743A.144, 743A.148, 743A.150, 743A.160, 743A.164,

743A.168, 743A.170, 743A.175, 743A.184, 743A.185, 743A.188, 743A.190, 743A.192, 743A.250, 743B.003

to 743B.127, 743B.195 to 743B.206, 743B.220, 743B.222, 743B.225, 743B.227, 743B.250, 743B.252,

743B.253, 743B.254, 743B.255, 743B.256, 743B.257, 743B.258, 743B.300, 743B.310, 743B.320, 743B.323,

743B.330, 743B.340, 743B.341, 743B.343 to 743B.347, 743B.400, 743B.403, 743B.407, 743B.420, 743B.423,

743B.450, 743B.451, 743B.452, 743B.453, 743B.470, 743B.475, 743B.505, 743B.550, 743B.555, 743B.601

and 743B.800 and section 2, chapter 771, Oregon Laws 2013, and section 2 of this 2017 Act.

(h) The provisions of ORS chapter 744 relating to the regulation of insurance producers and

third party administrators.

(i) ORS 746.005 to 746.140, 746.160, 746.220 to 746.370, 746.600, 746.605, 746.607, 746.608, 746.610,

746.615, 746.625, 746.635, 746.650, 746.655, 746.660, 746.668, 746.670, 746.675, 746.680 and 746.690.

(j) ORS 743A.024, except in the case of group practice health maintenance organizations that

are federally qualified pursuant to Title XIII of the Public Health Service Act unless the patient is

referred by a physician, physician assistant or nurse practitioner associated with a group practice

health maintenance organization.

(2) For the purposes of this section, health care service contractors shall be deemed insurers.

(3) Any for-profit health care service contractor organized under the laws of any other state that

is not governed by the insurance laws of the other state is subject to all requirements of ORS

chapter 732.

(4) The Director of the Department of Consumer and Business Services may, after notice and

hearing, adopt reasonable rules not inconsistent with this section and ORS 750.003, 750.005, 750.025

and 750.045 that are deemed necessary for the proper administration of these provisions.

SECTION 14. ORS 750.055, as amended by section 21, chapter 771, Oregon Laws 2013, section
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7, chapter 25, Oregon Laws 2014, section 82, chapter 45, Oregon Laws 2014, section 9, chapter 59,

Oregon Laws 2015, section 7, chapter 100, Oregon Laws 2015, section 7, chapter 224, Oregon Laws

2015, section 11, chapter 362, Oregon Laws 2015, section 10, chapter 470, Oregon Laws 2015, and

section 30, chapter 515, Oregon Laws 2015, is amended to read:

750.055. (1) The following provisions of the Insurance Code apply to health care service con-

tractors to the extent not inconsistent with the express provisions of ORS 750.005 to 750.095:

(a) ORS 705.137, 705.139, 731.004 to 731.150, 731.162, 731.216 to 731.362, 731.382, 731.385, 731.386,

731.390, 731.398 to 731.430, 731.428, 731.450, 731.454, 731.488, 731.504, 731.508, 731.509, 731.510,

731.511, 731.512, 731.574 to 731.620, 731.592, 731.594, 731.640 to 731.652, 731.730, 731.731, 731.735,

731.737, 731.750, 731.752, 731.804, 731.844 to 731.992, 731.870 and 743A.252.

(b) ORS 731.485, except in the case of a group practice health maintenance organization that is

federally qualified pursuant to Title XIII of the Public Health Service Act and that wholly owns and

operates an in-house drug outlet.

(c) ORS 732.215, 732.220, 732.230, 732.245, 732.250, 732.320, 732.325 and 732.517 to 732.592, not

including ORS 732.582.

(d) ORS 733.010 to 733.050, 733.080, 733.140 to 733.170, 733.210, 733.510 to 733.680 and 733.695

to 733.780.

(e) ORS chapter 734.

(f) ORS 735.600 to 735.650.

(g) ORS 742.001 to 742.009, 742.013, 742.061, 742.065, 742.150 to 742.162, 742.400, 742.520 to

742.540, 743.004, 743.008, 743.010, 743.018, 743.022, 743.023, 743.028, 743.029, 743.038, 743.040, 743.044,

743.050, 743.100 to 743.109, 743.402, 743.406, 743.417, 743.472, 743.492, 743.495, 743.498, 743.522,

743.523, 743.524, 743.526, 743.535, 743.550, 743.650 to 743.656, 743.680 to 743.689, 743.788, 743.790,

743A.010, 743A.012, 743A.020, 743A.034, 743A.036, 743A.048, 743A.051, 743A.058, 743A.062, 743A.064,

743A.065, 743A.066, 743A.068, 743A.070, 743A.080, 743A.082, 743A.084, 743A.088, 743A.090, 743A.100,

743A.104, 743A.105, 743A.110, 743A.140, 743A.141, 743A.144, 743A.148, 743A.150, 743A.160, 743A.164,

743A.168, 743A.170, 743A.175, 743A.184, 743A.185, 743A.188, 743A.190, 743A.192, 743A.250, 743B.003

to 743B.127, 743B.195 to 743B.206, 743B.220, 743B.222, 743B.225, 743B.227, 743B.250, 743B.252,

743B.253, 743B.254, 743B.255, 743B.256, 743B.257, 743B.258, 743B.300, 743B.310, 743B.320, 743B.323,

743B.330, 743B.340, 743B.341, 743B.343 to 743B.347, 743B.400, 743B.403, 743B.407, 743B.420, 743B.423,

743B.450, 743B.451, 743B.452, 743B.453, 743B.470, 743B.475, 743B.505, 743B.550, 743B.555, 743B.601

and 743B.800 and section 2 of this 2017 Act.

(h) The provisions of ORS chapter 744 relating to the regulation of insurance producers and

third party administrators.

(i) ORS 746.005 to 746.140, 746.160, 746.220 to 746.370, 746.600, 746.605, 746.607, 746.608, 746.610,

746.615, 746.625, 746.635, 746.650, 746.655, 746.660, 746.668, 746.670, 746.675, 746.680 and 746.690.

(j) ORS 743A.024, except in the case of group practice health maintenance organizations that

are federally qualified pursuant to Title XIII of the Public Health Service Act unless the patient is

referred by a physician, physician assistant or nurse practitioner associated with a group practice

health maintenance organization.

(2) For the purposes of this section, health care service contractors shall be deemed insurers.

(3) Any for-profit health care service contractor organized under the laws of any other state that

is not governed by the insurance laws of the other state is subject to all requirements of ORS

chapter 732.

(4) The Director of the Department of Consumer and Business Services may, after notice and
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hearing, adopt reasonable rules not inconsistent with this section and ORS 750.003, 750.005, 750.025

and 750.045 that are deemed necessary for the proper administration of these provisions.

MULTIPLE EMPLOYER WELFARE ARRANGEMENTS

SECTION 15. ORS 750.333, as amended by section 10, chapter 59, Oregon Laws 2015, is

amended to read:

750.333. (1) The following provisions of the Insurance Code apply to trusts carrying out a mul-

tiple employer welfare arrangement:

(a) ORS 731.004 to 731.150, 731.162, 731.216 to 731.268, 731.296 to 731.316, 731.324, 731.328,

731.378, 731.386, 731.390, 731.398, 731.406, 731.410, 731.414, 731.418 to 731.434, 731.454, 731.484,

731.486, 731.488, 731.512, 731.574 to 731.620, 731.640 to 731.652, 731.804 to 731.992, 743.029 and

743A.252.

(b) ORS 733.010 to 733.050, 733.140 to 733.170, 733.210, 733.510 to 733.680 and 733.695 to 733.780.

(c) ORS chapter 734.

(d) ORS 742.001 to 742.009, 742.013, 742.061 and 742.400.

(e) ORS 743.004, 743.008, 743.028, 743.053, 743.406, 743.524, 743.526, 743.528, 743.535, 743A.012,

743A.020, 743A.034, 743A.051, 743A.052, 743A.064, 743A.065, 743A.080, 743A.082, 743A.100, 743A.104,

743A.110, 743A.144, 743A.150, 743A.170, 743A.175, 743A.184, 743A.192, 743A.250, 743B.001, 743B.003

to 743B.127 (except 743B.125 to 743B.127), 743B.195 to 743B.206, 743B.220, 743B.222, 743B.225,

743B.227, 743B.250, 743B.252, 743B.253, 743B.254, 743B.255, 743B.256, 743B.257, 743B.258, 743B.310,

743B.320, 743B.321, 743B.330, 743B.340, 743B.341, 743B.342, 743B.343, 743B.344, 743B.345, 743B.347,

743B.400, 743B.403, 743B.407, 743B.420, 743B.423, 743B.451, 743B.453, 743B.470, 743B.505, 743B.550,

743B.555 and 743B.601.

(f) ORS 743A.010, 743A.014, 743A.024, 743A.028, 743A.032, 743A.036, 743A.040, 743A.048,

743A.058, 743A.066, 743A.068, 743A.070, 743A.084, 743A.088, 743A.090, 743A.105, 743A.140, 743A.141,

743A.148, 743A.168, 743A.180, 743A.185, 743A.188 and 743A.190. Multiple employer welfare arrange-

ments to which ORS 743.004, 743.022, 743.535 and 743B.003 to 743B.127 apply are subject to the

sections referred to in this paragraph only as provided in ORS 743.004, 743.022, 743.535 and 743B.003

to 743B.127.

(g) Provisions of ORS chapter 744 relating to the regulation of insurance producers and insur-

ance consultants, and ORS 744.700 to 744.740.

(h) ORS 746.005 to 746.140, 746.160 and 746.220 to 746.370.

(i) ORS 731.592 and 731.594.

(j) ORS 731.870.

(k) Section 2 of this 2017 Act.

(2) For the purposes of this section:

(a) A trust carrying out a multiple employer welfare arrangement shall be considered an insurer.

(b) References to certificates of authority shall be considered references to certificates of mul-

tiple employer welfare arrangement.

(c) Contributions shall be considered premiums.

(3) The provision of health benefits under ORS 750.301 to 750.341 shall be considered to be the

transaction of health insurance.

APPLICABILITY
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SECTION 16. Notwithstanding the deadline imposed under section 3 (2)(a) of this 2017

Act, a manufacturer shall report as required under section 3 (2)(a) of this 2017 Act, by a date

designated by the Department of Consumer and Business Services by rule, with respect to

any prescription drug approved by the United States Food and Drug Administration before

the effective date of this 2017 Act that has an average wholesale price, as defined in section

1 of this 2017 Act, of $10,000 or more on the effective date of this 2017 Act.

SECTION 17. The amendments to ORS 743B.013, 743B.105, 743B.125, 750.055 and 750.333

by sections 7 to 15 of this 2017 Act apply to health benefit plans for which a carrier, on the

effective date of this 2017 Act, has not filed rates with the Department of Consumer and

Business Services for approval under ORS 743.018.

NONSEVERABILITY

SECTION 18. It is the intent of the Legislative Assembly that sections 1 and 2 of this 2017

Act and the amendments to ORS 243.135, 243.866, 743B.013, 743B.105, 743B.125, 750.055 and

750.333 by sections 7 to 15 of this 2017 Act are essentially and inseparably connected with and

dependent upon each other. The Legislative Assembly does not intend that sections 1 and 2

of this 2017 Act and the amendments to ORS 243.135, 243.866, 743B.013, 743B.105, 743B.125,

750.055 and 750.333 by sections 7 to 15 of this 2017 Act be the law if any of those sections or

amendments to statutes are held unconstitutional.

UNIT CAPTIONS

SECTION 19. The unit captions used in this 2017 Act are provided only for the conven-

ience of the reader and do not become part of the statutory law of this state or express any

legislative intent in the enactment of this 2017 Act.

[22]


