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House of Representatives

General Assembly File No. 309

January Session, 2025 Substitute House Bill No. 6871

House of Representatives, March 27, 2025

The Committee on Insurance and Real Estate reported through
REP. WOOD of the 29th Dist., Chairperson of the Committee on
the part of the House, that the substitute bill ought to pass.

AN ACT LIMITING OUT-OF-NETWORK HEALTH CARE COSTS.

Be it enacted by the Senate and House of Representatives in General
Assembly convened:

Section 1. (NEW) (Effective January 1, 2026) (a) As used in this section:

(1) "Commissioner" means the commissioner of the Office of Health

Strategy;

(2) "Health benefit plan" means any agreement, including, but not
limited to, a nonfederal governmental plan, as defined in 29 USC
1002(32), a policy, a contract, a certificate or an agreement entered into,
offered or issued by a health carrier or health plan administrator acting
on behalf of a plan sponsor to provide, deliver, arrange for, pay for or
reimburse any of the costs of health care services, but does not include
any coverage for health care services by Medicare, Medicaid, TriCare,
the United States Department of Veterans Affairs, the Indian Health

Services or the Federal Employees Health Benefits Program;

(3) "Health care provider' means any individual, for-profit or
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nonprofit entity, corporation or organization, including, but not limited
to, any health system, hospital or hospital-based facility that furnishes,
bills for or is paid for the delivery of health care services in the normal

course of business;

(4) "Health carrier" means any entity subject to the insurance laws
and regulations of this state or subject to the jurisdiction of the Insurance
Commissioner that offers health insurance, health benefits or contracts
for health care services, including, but not limited to, prescription drug
coverage, to large groups, small groups or individuals on or outside the

insurance marketplace;

(5) "Health plan administrator" means any third-party administrator

who acts on behalf of a plan sponsor to administer a health benefit plan;

(6) "Health system" means: (A) A parent corporation of one or more
hospitals and any entity affiliated with such parent corporation through
ownership, governance, membership or other means, or (B) a hospital
and any entity affiliated with such hospital through ownership,

governance or membership;

(7) "Hospital" has the same meaning as provided in section 19a-490

of the general statutes;

(8) "Hospital-based facility" means any facility (A) owned or
operated, in whole or in part, by a hospital, and (B) where hospital or

professional medical services are provided; and

(9) "Hospital price transparency laws" means Section 2718(e) of the
Public Health Service Act, 42 USC 256b, as amended from time to time,
and rules adopted by the United States Department of Health and

Human Services implementing said section.

(b) (1) The total out-of-network costs assessed by any health care
provider for an inpatient or outpatient hospital service furnished to any
person covered by a health benefit plan entered into, renewed or
amended on or after January 1, 2027, with whom the health care
provider does not participate shall not exceed two hundred forty per
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cent of the reimbursement rate payable under Medicare for the same

service provided in the same geographic area.

(2) No health care provider who is reimbursed in accordance with
subdivision (1) of this subsection shall charge or collect from the patient,
or any person who is financially responsible for the patient, any amount
greater than cost-sharing amounts authorized by the terms of the health
benefit plan and allowed under applicable law. The total cost, including
amounts paid by such health benefit plan and individual cost-sharing,
shall not exceed the assessed costs specified in subdivision (1) of this
subsection or a separate amount as determined by the Office of Health

Strategy in regulations adopted pursuant to subsection (f) of this section.

(3) If a health benefit plan does not reimburse claims on a fee-for-
service basis, the payment method used shall take into account the limit
on the assessed costs specified in subdivision (1) of this subsection. Such
payment methods include, but are not limited to, value-based
payments, capitation payments and bundled payments.

(4) A health benefit plan shall pass on any savings from any reduction
in health care provider payments pursuant to this subsection to
consumers. Any savings by a health carrier from any reduction in health
care provider payments shall be reflected in such health carrier's annual
rate filing for such health benefit plan.

(5) This subsection shall not apply to (A) a hospital located in a rural
town, as designated by the State Office of Rural Health, or (B) a federally
qualified health center, as described in section 17b-245b of the general
statutes.

(c) (1) Each health care provider shall provide the Office of Health
Strategy, in a form and manner prescribed by the commissioner, any
information and data covered under hospital price transparency laws
and any additional data that the Office of Health Strategy determines is
necessary to calculate the costs of in-network and out-of-network
hospital services and to monitor compliance with the limit on out-of-
network costs established in subsection (b) of this section.
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(2) The Oftice of Health Strategy shall keep confidential all nonpublic
information and data obtained under subdivision (1) of this subsection
and shall not disclose such information or documents to any person
without the consent of the party that produced such information or
documents, except such information or documents may be disclosed to
an expert or consultant under contract with said office, provided such
expert or consultant is bound by the same confidentiality requirements
as said office. Such information and documents shall not be public
records and shall be exempt from disclosure pursuant to the provisions
of chapter 14 of the general statutes.

(3) Not later than January 1, 2028, and biannually thereafter, the
Office of Health Strategy shall report, in accordance with the provisions
of section 11-4a of the general statutes, to the joint standing committee
of the General Assembly having cognizance of matters relating to
insurance on trends of health care provider in-network and out-of-
network costs and compliance with the provisions of this section. The
Office of Health Strategy may include in such report recommendations
for further action to make health care more affordable and accessible to
residents of this state.

(d) Any health care provider who violates any provision of this
section may be (1) required to refund to the patient, or any person who
is financially responsible for the patient, or to the health benefit plan, as
applicable, any amount received by such health care provider that
exceeds the amounts established pursuant to the provisions of
subsection (b) of this section, and (2) liable for a civil penalty of not more
than one thousand dollars, provided the commissioner complies with
the requirements pursuant to the provisions of subsection (e) of this
section.

(e) (1) (A) If the commissioner receives information or has a
reasonable belief that any person, health care provider or health carrier
violated or is violating any provision of this section, or rule or regulation
adopted thereunder, the commissioner may issue a notice of violation

and civil penalty pursuant to this section by first-class mail or personal
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service. Such notice shall include: (i) A reference to the section of the
general statutes, rule or section of the regulations of Connecticut state
agencies believed or alleged to have been violated; (ii) a short and plain
language statement of the matters asserted or charged; (iii) a description
of the activity to cease; (iv) a statement of the amount of the civil penalty
or penalties to be imposed; (v) a statement concerning the right to a
hearing; and (vi) a statement that such person, health care provider or
health carrier may, not later than ten business days after receipt of such

notice, make a request for a hearing on the matters asserted.

(B) The person, health care provider or health carrier to whom such
notice is provided pursuant to subparagraph (A) of this subdivision
may, not later than ten business days after receipt of such notice, make
written application to the Office of Health Strategy to request a hearing
to demonstrate that such violation did not occur. The failure to make a
timely request for a hearing shall result in the issuance of a cease and
desist order or civil penalty. All hearings held under this subsection
shall be conducted in accordance with the provisions of chapter 54 of

the general statutes.

(C) Following any hearing before the Office of Health Strategy
pursuant to this subsection, if the Office of Health Strategy finds by a
preponderance of the evidence that such person, health care provider or
health carrier violated or is violating any provision of this section, any
rule or regulation adopted thereunder or any order issued by the Office
of Health Strategy, the Office of Health Strategy shall issue a final cease
and desist order in addition to any civil penalty the Office of Health

Strategy imposes.

(2) The commissioner, or the commissioner's designee, may audit any
person, health care provider or health carrier subject to the provisions
of this section for compliance with the requirements of this section. Until
the expiration of four years after the furnishing of any services for which
an out-of-network cost was charged, billed or collected, each person,
health care provider or health carrier subject to any such audit shall
make available, upon written request of the Commissioner of the Office
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of Health Strategy, or the commissioner's designee, copies of any books,

documents, records or data that are necessary for completing such audit.

(f) The Office of Health Strategy may adopt regulations, in
accordance with the provisions of chapter 54 of the general statutes, to
implement the provisions of this section. The commissioner may
implement policies and procedures necessary to administer the
provisions of this section while in the process of adopting such policies
and procedures in regulation form, provided notice of intent to adopt
regulations is published by the commissioner on the Office of Health
Strategy's Internet web site and the eRegulations System not later than
twenty days after implementing such policies and procedures. Policies
and procedures implemented pursuant to this subsection shall be valid
until final regulations are adopted in accordance with the provisions of
chapter 54 of the general statutes.

This act shall take effect as follows and shall amend the following
sections:

Section 1 ‘ January 1, 2026 ‘ New section

INS Joint Favorable Subst.
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The following Fiscal Impact Statement and Bill Analysis are prepared for the benefit of the members of

the General Assembly, solely for purposes of information, summarization and explanation and do not

represent the intent of the General Assembly or either chamber thereof for any purpose. In general,

fiscal impacts are based upon a variety of informational sources, including the analyst’s professional

knowledge. Whenever applicable, agency data is consulted as part of the analysis, however final

products do not necessarily reflect an assessment from any specific department.

I
OFA Fiscal Note

State Impact:

Agency Affected

Fund-Effect

FY26 $

FY27$

Office of Health Strategy

IF - Cost

None

1,080,501

Note: IF=Insurance Fund

Municipal Impact: None

Explanation

The bill results in a cost of $1.08 million beginning in FY 27 to the
Insurance Fund, as the Office of Health Strategy (OHS) will need to fill

five positions! to meet the bill's monitoring, reporting, and regulatory

requirements. Approximately $547,200 of that funding will go towards

personal services, and $533,301 will cover fringe benefits for the

positions.

The Out Years

The annualized ongoing fiscal impact identified above would

continue into the future subject to inflation.

1 The positions include a Policy Development Coordinator, an Economist, two
Insurance Actuaries, and a Staff Attorney 3.
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OLR Bill Analysis
sHB 6871

AN ACT LIMITING OUT-OF-NETWORK HEALTH CARE COSTS.

SUMMARY

For health benefit plans entered into, renewed, or amended on or
after January 1, 2027, this bill prohibits a health care provider’s out-of-
network charges for inpatient or outpatient hospital services provided
to a health benefit plan enrollee from exceeding 240% of the Medicare
reimbursement rate charged for the same service in the same geographic
area. It also prohibits a health care provider from charging or collecting
any amount greater than the cost sharing amounts under the patient’s
health benefit plan and allowed by law. The bill specifies that the total
cost paid by the plan and the patient combined cannot exceed the 240%
of Medicare limit or an amount the Office of Health Strategy (OHS)
determines in regulations. Under the bill, any plan that does not
reimburse claims on a fee-for-service basis but that uses an alternative
payment method (e.g., value based, capitation, or bundled payments)
still must account for the limit. (The bill exempts from its requirements
a (1) hospital in a rural town as determined by the state’s Office of Rural
Health and (2) federally qualified health center.)

The bill requires health care providers to give OHS certain
information necessary for the office to calculate in- and out-of-network
hospital service costs and monitor compliance with the out-of-network
cost limit. It requires OHS to report twice a year, beginning by January
1, 2028, to the Insurance and Real Estate Committee on health care
provider cost trends, compliance with the out-of-network cost limit, and
recommendations to make health care more affordable and accessible.

Under the bill, a health care provider who violates the bill’s

provisions may be required to issue a refund to the patient, the person
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financially responsible for the patient, or the health benefit plan in the
amount that the provider received in excess of the out-of-network cost
limit. The provider may also be liable for a civil penalty of up to $1,000.

The bill allows the OHS commissioner to issue a notice of violation
and civil penalty, under certain conditions, to any person, health care
provider, or health carrier that may be violating the bill’s requirements
or any associated regulation. (However, the bill only specifies the
allowed civil penalty amount for health care providers, not for other
persons or carriers.) The bill also outlines a process for holding hearings

requested to contest a notice of violation.

Lastly, the bill allows OHS to adopt implementing regulations. It also
lets the OHS commissioner adopt policies and procedures needed to
administer the bill’'s provisions while in the process of adopting
regulations, so long as she posts notice of the intent to adopt regulations
within 20 days after adopting the policies and procedures. Any such

policies and procedures will be valid until regulations are adopted.
EFFECTIVE DATE: January 1, 2026

OUT-OF-NETWORK COST LIMIT FOR HOSPITAL SERVICES
Health Benefit Plan
Under the bill, a “health benefit plan” generally includes any

agreement issued by a health carrier or a health plan administrator on a
plan sponsor’s behalf to cover costs for health care services. It excludes
agreements that provide coverage under federal governmental plans,
Medicare, Medicaid, TriCare, the U.S. Department of Veterans Affairs,
the Indian Health Services, or the Federal Employees Health Benefits
Program.

Savings Passed to Consumers

The bill requires a health benefit plan to pass on to consumers any
savings achieved through implementing the out-of-network cost limit.
A health carrier must reflect in its annual rate filing for the plan the
amount of any savings achieved from reduced health care provider

payments.
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Provider Reporting to OHS and Confidentiality

The bill requires health care providers to give OHS information
covered under federal hospital price transparency laws and other data
the office determines is necessary for it to calculate in- and out-of-
network hospital service costs and monitor compliance with the out-of-
network cost cap. Providers must report in the way the OHS
commissioner prescribes. (Federal law requires each hospital operating
within the United States to maintain and publish annually a list of the
hospital’s standard charges for items and services the hospital

provides.)

Under the bill, OHS (1) must generally keep nonpublic reported
information confidential and (2) is prohibited from sharing that
information without the provider’s consent. However, the bill lets OHS
share information with consultants who are bound by the same
confidentiality requirements. Under the bill, information provided to
OHS is not a public record and is exempt from disclosure under the

Freedom of Information Act.

Enforcement and Penalties

If the OHS commissioner receives information or has a reasonable
belief that a person, health care provider, or health carrier is violating
the bill’s provisions or associated regulations, the bill allows her to issue
a notice of violation and civil penalty. (However, the bill only specifies
the allowed civil penalty amount for health care providers (i.e. up to
$1,000).) The notice, which must be sent by first class mail or personal

service, must contain the following information:
1. the statute, rule, or regulation that was allegedly violated;

2. a short, plain language statement of the matters asserted or
charged;

3. adescription of the activity to cease;

4. the amount of any civil penalties imposed; and
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5. astatement of their right to a hearing, and that they may request

one no later than 10 business days after receiving the notice.

Under the bill, if a hearing is not timely requested, OHS must issue a
cease and desist order or a civil penalty. If a hearing is held and OHS
finds by a preponderance of the evidence that the person, provider, or
carrier violated the bill’s provisions or any associated regulations or
OHS orders, the bill requires OHS to issue a final cease and desist order
and any civil penalty that the office may impose. The bill requires that
any hearing held must be in accordance with the Uniform
Administrative Procedure Act.

Audits and Record Retention

The bill allows the OHS commissioner, or her designee, to audit any
person, provider, or carrier for compliance with the bill’s requirements.
A person, provider, or carrier under audit must make available to the
OHS commissioner or her designee, upon written request, any records
needed for the audit for four years following the date of a provided
service for which an out-of-network cost was charged, billed, or
collected.

COMMITTEE ACTION

Insurance and Real Estate Committee

Joint Favorable Substitute
Yea 7 Nay 6 (03/11/2025)
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