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2015 LEGISLATIVE SESSION SUMMARY
When the 89th Legislature convened on January 6, 2015, it was expected to be an interesting session.
With a newly elected GOP House majority working with the DFL Senate and Governor, cooperation
would be necessary in order to get anything done. After 10 years of budget deficits, a projected nearly $2
billion surplus led to hopes of tax breaks, more money for education, and repairs to the state’s roads and
bridges. When the House and Senate adjourned around midnight on the last day of the legislative session,
some of those priorities were left on the table.
After weeks of negotiations, the Legislature made a frenzied dash to complete their work, passing eight of
the ten major appropriations bills on the last day before adjourning the 2015 Legislative Session.
However, the debate over a few key pieces of legislation is not over. Both Speaker Daudt and Majority
Leader Bakk claim they finished all the work they were required to complete, but a few key bills were left
hanging, including: a $107 million Bonding Bill, a $540 million Omnibus Legacy Bill, and a bill giving
the Officer of the Revisor of Statutes permission to do cleanup language. Also, a comprehensive
transportation plan and tax bill did not make the cut. Moreover, while the $17 billion Omnibus K-12
Education Bill passed both bodies, it was vetoed by Governor Dayton, as promised, for its lack of funding
for universal pre-k. After vetoing the Omnibus K-12 Education bill, Governor Dayton also vetoed the
Omnibus Environment Bill and the Omnibus Jobs and Energy Bill.
By vetoing these bills, the Governor has forced the Legislature to hold a special session to complete the
budget. We wait for the Governor to call the time and place for this special session. In the meantime,
below is a summary of major funding bills and other legislation debated during the 2015 regular session.
Higher Education
The Higher Education bill was the first omnibus bill agreed to and passed by the House and Senate in the
closing days of the 89th session. Under the agreement reached by the Higher Education conference
committee, led by Senator Terry Bonoff (DFL- Minnetonka) and Representative Bud Nornes (R-Fergus
Falls), the University of Minnesota will get an additional $22 million dollars over their base budget, and
the Minnesota State Colleges and Universities will receive a total of $100 million additional dollars to
hold down tuition.
U of M President Eric Kaler noted the school needed an additional $64 million over the next biennium to
offset rising costs and continue the 2013 tuition freeze (they requested $127 million in new spending).
MNSCU leaders asked for an increase of $143 million.
The budget bill includes $166 million in new spending bringing the total higher education budget to $3
billion every two years. Of interest to the medical community is an additional $30 million in new
spending to help raise the profile of the University of Minnesota medical school, a key priority requested
by Governor Dayton.
Education (Vetoed)
The vetoed Omnibus Education Bill would have added $400 million in new spending to increase the perpupil funding formula 1.5 percent in 2016 and 2 percent in 2017. The bill also put $30 million into the
state’s School Readiness program, and another $30 million into Early Learning Scholarships. The bill
also contained a controversial tax provision delaying the implementation of the sales tax exemption for
joint powers agreements by one year to 2017.
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Environment (Vetoed)
The Omnibus Environment, Natural Resources and Agriculture Policy and Finance Bill included more
than $860 million in biennial appropriations. The bill provided funding for avian influenza response
activities. It provided the framework for a pilot project to study industrial hemp. It also included two
controversial provisions: an initiative to reduce pollution by increasing buffers along waters around the
state and a provision that would eliminate the Pollution Control Agency’s Citizen’s Board.
Public Safety
The Omnibus Public Safety Bill provided almost $2.12 billion in General Fund spending for FY16/17,
with an additional $111 million going to courts, prisons and public safety over the next two years. Among
other things, the bill called for a 4% annual compensation increase for judges and court staff, it included
an additional $6.48 million for the Board of Public Defense (which should equate to 36 more public
defenders to help reduce caseloads) and $700,000 to expand specialty courts. Moreover, it provided
appropriations for community services, it modified the base funding amount for community corrections,
and it provided dollars to develop strategies to combat terrorist recruitment in Minnesota.
Jobs and Energy (Vetoed)
The Legislature managed to pass an Omnibus Jobs and Energy Bill in less than 90 seconds and just
moments before the midnight deadline. The bill was described as an ―enhanced lights on‖ funding bill,
providing appropriations to Department of Employment and Economic Development (including $15
million for Minnesota Investment Fund and $12.5 million for the Job Creation Fund), MN Housing
Finance Agency, Explore MN Tourism, Department of Labor and Industry, and the Department of
Commerce at the basic levels. It also included $10.588 million for broadband grants and base funding for
the Office of Broadband and $4 million for the workforce housing grant program at DEED.
Transportation and Taxes
The Legislature and the Governor found themselves at an impasse when it came to taxes and
transportation this session. House and Senate leaders said they abandoned these two priority issues in the
final days of negotiations in order to reach an overall budget agreement and finish the 2015 session on
time. The House GOP had advocated for at least $1 billion in tax relief and the Senate DFL advocated for
increased revenue for a comprehensive transportation and transit bill, including a gas tax and metro area
sales tax increase. Ultimately, lawmakers were forced to settle for a status quo transportation bill to keep
the Minnesota Department of Transportation and the Met Council running, but no tax bill was passed.
Two additional key bills were also left uncompleted. A $540 million Omnibus Legacy Bill was passed by
the House in the last minutes, leaving no time for it to get through the Senate. And the Senate passed a
small Bonding Bill at 12:02 A.M., too late for the House to act on it. Additionally, a bill giving the Office
of the Revisor of Statutes permission to do cleanup language was also not acted upon by either body.
As session progressed, a number of other noteworthy bills passed the Legislature. A Omnibus Liquor Bill
passed both bodies and was signed by the Governor. However, despite bipartisan efforts, a provision
allowing Sunday liquor sales at liquor stores failed yet again. In addition, the Legislature passed a noncontroversial Omnibus Elections Bill, which updated election laws. A pair of controversial election
reforms — early voting and the restoration of felon voter rights — did not make it into the package this
year. The House and Senate also passed a comprehensive Health and Human Services Policy Bill that,
among other things, included modifications to children and family services, chemical and mental health
services, direct care and treatment operations, health care, and continuing care. Despite an attempt by the
House to exempt certain health care providers from the electronic health records requirement, this
provision was ultimately removed from the final bill.
Near the end of session, lawmakers also struck a deal on the retention of data collected by law
enforcement via license plate readers (LPRs). These devices track and store the movements of vehicles to
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try and catch criminals, but this issue became controversial because many of those vehicles belong to
innocent citizens. The deal would destroy LPR data after 60 days unless it’s part of an ongoing
investigation and the bill includes many safeguards to ensure proper use and data security.
The regular legislative Session is now adjourned until March 8, 2016, leaving many questions over what
the legislature will be able to accomplish next year in a very abbreviated legislative session. With many
outstanding and major issues left to be addressed (capital investment, taxes and transportation), it looks as
if the legislature will have their hands full.
Health and Human Services
A significant battle in the health care discussion this session included proposals to cut $1 billion from the
health and human services budget. Republicans had proposed to eliminate MinnesotaCare, a subsidized
health care program for 90,000 working, low-income Minnesotans. In the final bill, rather than
eliminating the program, a task force was set up to look into the future of it. There were also several
substantive changes made to MNsure, the state’s health insurance exchange, and a call for millions in
savings by cutting down on waste and fraud in program eligibility.
The final conference committee report included a House provision offered by Rep. Tara Mack,
Chair of the House Health and Human Services Policy Committee, providing that a federal waiver would
be requested to allow individuals to purchase health plans outside of MNsure and still qualify for the
premium tax credits offered through the program. Another federal waiver would be requested to allow
small employers to receive the small business health care tax credit when the employer pays the premium
on behalf of the employee.
The final agreement will change the governance structure of the MNsure board, which was given special
exemptions at its onset to help get the state’s compliance with the federal affordable care act off the
ground.
Other MNsure reforms would include:
• publicizing plan rates at least 30 days prior to open enrollment periods;
• removing open meeting law exemptions put in place to kick start the program in a short timeframe;
• ensuring timely appeals of MNsure determinations; and
• prohibiting MNsure from offering policies that do not meet state requirements.
Lastly, a key funding component that was included in the final bill was nursing facility payment reform
and workforce development assistance. $138 million was directed toward the state’s nursing homes, but a
5% increase for home and community-based services was left out.
As session progressed, a number of other noteworthy bills passed the Legislature. A Omnibus Liquor Bill
passed both bodies and was signed by the Governor. However, despite bipartisan efforts, a provision
allowing Sunday liquor sales at liquor stores failed yet again. In addition, the Legislature passed a noncontroversial Omnibus Elections Bill, which updated election laws. A pair of controversial election
reforms — early voting and the restoration of felon voter rights — did not make it into the package this
year. The House and Senate also passed a comprehensive Health and Human Services Policy Bill that,
among other things, included modifications to children and family services, chemical and mental health
services, direct care and treatment operations, health care, and continuing care. Despite an attempt by the
House to exempt certain health care providers from the electronic health records requirement, this
provision was ultimately removed from the final bill.
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Near the end of session, lawmakers also struck a deal on the retention of data collected by law
enforcement via license plate readers (LPRs). These devices track and store the movements of vehicles to
try and catch criminals, but many of those vehicles belong to innocent citizens. The deal would destroy
LPR data after 60 days unless it’s part of an ongoing investigation.
Sincerely,

The Government Affairs Team
Messerli & Kramer, P.A.
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SPECIAL SESSION OVERVIEW
On Friday, June 12th, lawmakers returned to Saint Paul to assemble for a Special Session. With the
Capitol’s House and Senate chambers off limits due to major restoration work going on throughout the
building, committee rooms in the State Office Building were converted into House and Senate chambers.
The Special Session addressed the three budget bills vetoed by Governor Dayton: the K-12 Education
Bill, the Jobs and Energy Bill, and the Agriculture and Environment Finance Bill. Legislators also
considered three other bills: a $373 million Bonding Bill, a Legacy Bill that spends dedicated sales tax
revenues, and a technical corrections bill.
For the past three weeks, legislative leaders have been meeting behind closed doors to put together new
plans for these budget items left unresolved after the conclusion of the 2015 regular session. Ultimately,
very limited changes were made to the major budgets bills.
Although the Special Session started smoothly, it ultimately did include some controversy around the
Agriculture, Environment and Natural Resources bill, as highlighted below. This led to a delay in
processing a few items. Ultimately, all bills passed as introduced, and the House adjourned at 1:30a, with
the Senate following closely behind at 2:00a.
Below is a summary of the bills that were debated and passed during Special Session:
Agriculture, Environment, and Natural Resources
Governor Dayton raised a number of concerns when he vetoed the Omnibus Agriculture, Environment,
and Natural Resources Bill. Among other things, the bill eliminated the MPCA (MN Pollution Control
Agency) Citizens’ Board, included landfill fund transfers to the general fund, allowed a 90-day delay in
pollution penalties for self-reporting, and provided what the governor called ―inadequate funding‖ for
streamlining environmental review.
While the Special Session bill still eliminates the MPCA Citizens’ Board, it does make a few changes to
other items of concern. It transfers money back to the Closed Landfill Investment fund; allows for a 60day delay, as opposed to 90; and requires the commissioner to agree and the polluter to develop an
approved action plan. It also increases funding by $500,000 for streamlining environmental reviews.
Additionally, this new deal includes another $4.4 million for the avian flu response.
The bill did contain items of continued concern to some DFL members, including two policy changes
they tried to fix via amendment on Friday night, effectively breaking the Special Session agreement, but
only after the bill initially failed to pass the Senate floor with a vote of 32-33. The amendment, which did
go on (36-28), would have restored the Minnesota Pollution Control Agency (MPCA) citizens board, a
panel that angered dairy and agricultural industry advocates with its permitting requirements, and stripped
a provision that would have weakened regulation on waste responsibilities for nonferrous mining projects.
This allowed the bill to move onto the House for consideration.
The House rejected the Senate’s amendment, restoring the original language and passing the bill 78-47.
The Senate ultimately concurred with the House changes and the bill was passed in its original form, 3928.
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Bonding
The Senate passed a small bonding bill at 12:02 am on May 19th, leaving no time for the House to act on
it. A modified version of that bill was acted on during Special Session on Friday. Among other things,
the bill includes $26.7 million for Capitol restoration and $6.2 million for security upgrades. It contains
over $172 million for state highways, local roads, bridges and railroad crossings. It includes $26.5 million
for the University of Minnesota, and $31.9 million for MnSCU buildings. It provides $24.5 million for
flood mitigation and $1.75 million for the superfund drinking water program. Additionally, it includes
$25.4 million for disaster relief. Noticeably absent from the Special Session Bonding Bill is $7.2 million
for a controversial underground parking ramp at the Capitol.
The Special Session bill passed the House on a vote of 96-25 and the Senate on a vote of 48-18.
Education
Governor Dayton vetoed a $17 billion Omnibus K-12 Education Bill that passed both bodies during the
2015 Legislative Session. In his veto letter, the governor voiced concerns that the bill did not invest
enough money in education given the state’s large surplus. Additionally, he was disappointed it did not
provide enough new money to cover his top priority, expanded prekindergarten courses at public schools.
While the governor backed away from his demands for universal pre-k, the revised K-12 Finance Bill
does include $125 million in additional new money for K-12 funding. Among other things, it includes an
additional $17.5 million in scholarships for pre-K and $10 million for Head Start programs. It also adds
an additional $63 million to give schools back-to-back 2% increases. Moreover, it provides $14.5 million
in new funds split between per pupil student aid and assistance to schools operated by the federal Bureau
of Indian Education.
The Special Session bill passed the House on a vote of 115-10 and the Senate on a vote of 53-12.
Jobs and Energy
The Special Session Jobs and Energy Bill is very similar to the bill passed during the Regular Session,
with a few exceptions. The Special Session bill includes $11 million for broadband, with no earmarks.
The Regular Session bill, vetoed by the governor, earmarked $2 million in broadband funding for
Annandale. The Special Session bill also includes policy language that allows Rochester to use sales tax
money for the Destination Medical Center and $5 million in new money to help individuals with
disabilities find jobs and prevent homelessness among the mentally ill. Moreover, it provides about $2
million in increased funding for several sectors of the Commerce Department.
Despite objections from Governor Dayton and to the dismay of many Democrats, the Special Session
Jobs and Energy bill also includes changes to policies and rates for people who generate their own energy
and sell the excess back to co-op and municipal utility companies.
The Special Session bill passed the House on a vote of 78-47 and the Senate on a vote of 50-14.
Legacy
In the final minutes of the Regular Session, a $540 million Omnibus Legacy Bill was passed by the House
leaving no time for it to get through the Senate. The Special Session Legacy Bill is essentially this same
bill, with two technical changes – one of which was to correct conflicting dates for the availability of
appropriations. Additionally, another change corrects an error in the bill, which did not accurately reflect
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the spreadsheet and total appropriations for grants for parks and trails of regional significance outside the
seven-county metropolitan area under Minn. Stat. 85.535.
The Special Session Legacy Bill passed the House on a vote of 116-6 and the Senate on a vote of 54-10.
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HEALTH & HUMAN SERVICES
OMNIBUS HEALTH AND HUMAN SERVICES FINANCE BILL
S.F.1458 – Chapter 71
Representative Matt Dean & Senator Tony Lourey
Effective various dates
The Omnibus Health and Human Services bill provides $12.54 billion, about $302 million under base.
The bill included a few substantive changes made to MNsure as well as provisions to cut down on waste
and fraud in the system. Additionally, $138 million will be directed toward the state’s nursing homes.
Despite efforts by House Republicans to eliminate MinnesotaCare, this change was not included in the
final bill. Instead, a task force was set up to look into the future of the program.
Below are provisions of interest contained in the bill:

HONORING CHOICES
Honoring Choices, an initiative of the Twin Cities Medical Society, was included in the House Health and
Human Services Omnibus Bill. The bill provided a one-time appropriation of $250,000 in the biennium
ending June 30, 2017. This would be in the form of a grant from the general fund to a ―statewide advance
care planning resource organization that has expertise in convening and coordinating community-based
strategies to encourage individuals, families, caregivers, and health care providers to begin conversations
regarding end-of-life care choices that express an individual's health care values and preferences and are
based on informed health care decisions.

MINNESOTA TELEMEDICINE ACT
This bill creates the Minnesota Telemedicine Act, a primary care residency expansion grant program,
requirements for hospitals to provide discharge notices and planning, and a certification for community
medical response emergency medical technicians. The article also allows certain entities to obtain and
administer epinephrine auto-injectors, amends the definition of residential hospice facilities, creates the
Born Alive Infants Protection Act, and requires certain health care practitioners to provide notices on
trisomy diagnoses. The article establishes the smile health Minnesota 2016 grant program, amends the
definition of lodging establishments, allows hospitals to put reasonable restrictions on the use of medical
cannabis, amends exceptions to the well contractor licensing regulations, and allows a provider to provide
an adult child with the medical records of a deceased parent.

OPIOID PRESCRIBING, IMPROVEMENT AND MONITORING
PROGRAM
N EW TEXT

Section 30 (256B.0638) creates the opioid prescribing improvement program.

- 14 -

Subd. 1 requires the Commissioners of Human Services, in conjunction with the Commissioner
of Health, to establish a statewide opioid prescribing program to reduce opioid dependency and
substance use due to the prescribing of opioid analgesics by health care providers.
Subd. 2 defines terms.
Subd. 3 requires the Commissioner of Human Services, in consultation with the Commissioner of
Health, to establish an opioid prescribing work group.
Subd. 4 requires the work group to recommend to the commissioners the components of the
statewide opioid prescribing improvement program, including criteria for opioid prescribing
protocols; developing sentinel measures; educational resources for opioid prescribers about pain
management and the use of opioids to treat pain; opioid quality improvement standard thresholds
and opioid disenrollment standards for opioid prescribers and provider groups; and other program
issues as determined by the commissioners.
Subd. 5. Paragraph (a) requires the Commissioner of Human Services to implement the program
and to annually collect and report to opioid prescriber’s data showing the sentinel measures of
their opioid prescribing patterns compared to their anonymized peers.
Paragraph (b) requires the commissioner to notify the prescriber and all provider groups with
which the prescriber is employed or affiliated when the prescriber’s prescribing pattern exceeds
the opioid quality improvement standards thresholds. If notified by the commissioner, the
prescriber is required to submit to the commissioner a quality improvement plan for review and
approval.
Paragraph (c) specifies that if after one year the prescriber’s prescribing practices are not
consistent with community standards, the commissioner may take certain steps.
Paragraph (d) requires the commissioner to disenroll from the Minnesota health care programs
all prescribers and provider groups whose prescribing practices fall within the applicable opioid
disenrollment standards.
Subd. 6 classifies the reports and data identifying an opioid prescriber as private data on
individuals until the prescriber is subject to disenrollment as a MA provider, then permits the
commissioner to share with all the provider groups with which the prescriber is employed or
affiliated a report identifying the prescriber. Specifies that data and reports identifying a provider
group are nonpublic data until the provider group is subject to disenrollment. At that time the data
and reports are public, except that any identifying information of enrollees must be redacted by
the commissioner.
Subd. 7 requires the commissioner to annually report to the legislature on the status of the
implementation of the program, including data on utilization of opioids in the Minnesota health
care programs.
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MINNESOTA TASK FORCE ON HEALTH CARE FINANCING
The bill requires the Governor to convene a task force on health care financing to advise the Governor
and legislature on strategies that will increase access to and improve the quality of health care for
Minnesotans and the task force is required to report their recommendations to the governor and the
legislature by January 15, 2016.

HEALTH CARE DELIVERY PILOT PROGRAM
Health care delivery pilot program. Adds § 256B.0758. (a) Allows the commissioner of human services
to establish a health care delivery pilot program to test alternative and innovative health care delivery
networks. These may include accountable care organizations or a community-based collaborative care
networks created by, or including, North Memorial Health Care. Directs the commissioner, if required, to
seek federal waiver approval, or amend an existing demonstration pilot project waiver.
(b) Provides that individuals eligible for the pilot program must be eligible for MA. Allows the
commissioner to identify individuals for the pilot program based on zip code or whether the individuals
would benefit from an integrated health care delivery network.
(c) Requires the commissioner, in developing the payment system for the pilot program, to establish a
total cost of care for enrolled individuals that equals the cost of care that would otherwise be spent under
the prepaid medical assistance program.

BOARD FUNDING (MARRIAGE AND FAMILY THERAPY,
MEDICAL PRACTICE, NURSING, NURSING HOME
ADMINISTRATORS)
The Board of Marriage and Family Therapy received an appropriation of $234,000 in 2016 and 237,000
in 2017.
The Board of Medical Practice received an appropriation of $3,933,000 in 2016 and $3,962,000 in 2017.
The Board of Nursing received an appropriation of $4,189,000 in 2016 and $4,243,000 in 2017.
The Board of Nursing Home Administrators received an appropriation of $2,365,000 in 2016 and
$2,062,000 in 2017.

MINNESOTA STROKE SYSTEM
In the bill, $350,000 in FY2016 and $350,000 in FY2017 is dedicated for the Minnesota Stroke system.
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OMNIBUS HEALTH & HUMAN SERVICES POLICY BILL
H.F. 1535—Chapter 78
Representative Tara Mack & Senator Kathy Sheran
Effective Various Dates
The bill provides reforms requested by the Department of Human Services. It addresses child care
providers who work in the child’s home are not currently defined in law as Child Care Assistance
Program providers. The bill would add these types of providers into the definition and also would remove
weekends and holidays as filing days for when they must submit documentation. It also deals with
counties who are not consistent when complying with the federal Indian Child Welfare Act and the
Minnesota Indian Family Preservation Act, according to the department. By tweaking definitions and
clarifying state requirements, DHS is hoping to increase compliance and to reduce disparities in the foster
care system. American Indian children are 15 times more likely to be removed from the home than a
White child when neglect or maltreatment allegations are made, according to the department. The bill
further requires that solid evidence is needed that an American Indian child could be harmed before
removing the child from the family. The bill also grants tribes more flexibility when determining where to
hear a child maltreatment appeal. The change would bring Minnesota into federal compliance with the
Child Abuse Prevention and Treatment Act and clarify what child fatality information may be disclosed
to the public.
A shortage of qualified mental health workers led the department to look at more ways of treating
patients. Certified peer specialists (those in recovery) could help alleviate workforce shortages by
assisting case managers with their daily duties. The bill mandates that DHS study this process to see if the
specialists could be used in more settings, such as hospitals and residential treatment facilities.
In addition, substance abuse treatment services must be given in-person to qualify for Medical Assistance
reimbursement. A provision included in the bill will allow reimbursement if the services were provided
through emerging telemedicine sessions.
Below are some of the provisions that may be of interest to MMGMA:

PROVIDER ENTITY CERTIFICATION
Provider entity certification. Amends § 256B.0943, subd. 4. Specifies that in order to be certified or
recertified, a provider must be certified for core services of psychotherapy, skills training, and crisis
assistance. If a provider no longer meets certification requirements or fails to meet clinical quality and
administrative standards, the commissioner must require corrective action, medical assistance repayment,
or decertification.

PROVIDER ENTITY ADMINISTRATIVE INFRASTRUCTURE
REQUIREMENTS
Provider entity administrative infrastructure requirements. Amends § 256B.0943, subd. 5. Requires
a provider to have at least one backup mental health professional available to cover an absence by the
primary mental health professional. Requires a provider to have a client-specific treatment outcomes
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measurement system in place. Provides that effective July 1, 2017, providers must report individual client
outcomes to the commissioner in order to be eligible for medical assistance payment.

PROVIDER ENTITY CLINICAL INFRASTRUCTURE
REQUIREMENTS
Provider entity clinical infrastructure requirements. Amends § 256B.0943, subd. 6. Clarifies the
requirements for clinical infrastructure written policies and procedures. Allows a parent to approve a
child’s treatment plan electronically or orally, but requires later written verification. Clarifies that mental
health providers must provide services that are within their scope of practice in order to receive medical
assistance reimbursement.

SERVICE DELIVERY CRITERIA
Service delivery criteria. Amends § 256B.0943, subd. 9. Strikes therapeutic preschool program
language. Provides that day treatment programs must be available year-round at least three to five days a
week, two to three hours a day. Provides an exception when a school week is shortened due to a holiday
or weather-related cancellation.


Requires documentation of psychotherapy as part of the child’s ongoing treatment. Requires
services to be delivered by a mental health professional or practitioner who is delivering services
within their scope of practice.



Lists the required elements of skills training.



Requires the service plan to be developed in consultation with the child’s family and, when
appropriate, other participants in the child’s life.

DOCUMENTATION AND BILLING
Requires the provider’s records to comply with the health services records and electronic records
provisions of Minnesota Rules. Requires documentation of more specific components of service delivery.

REQUIRED COVERED SERVICE COMPONENTS
Provides that medical assistance covers medically necessary intensive treatment services to children
placed in a foster home licensed by a federally recognized Minnesota tribe.

NONCOVERED SERVICES
Lists the medical assistance eligible services not covered by the rate for intensive rehabilitative mental
health services.
Provides that mental health residential treatment and behavioral aide services are not eligible for medical
assistance reimbursement while a child is receiving intensive rehabilitative mental health services.
Provides an immediate effective date.
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REPORT ON THE USE OF CERTIFIED PEER SPECIALISTS
Requires the commissioner to study the use of certified peer specialists in the mental health system and to
issue a report as a result of this study. The study is to include the use of peer specialists in a variety of
settings, the duties of the specialists and options for expanding their duties, and costs and funding sources.
The report is to include proposed legislation. Requires the commissioner to consult with stakeholders.
Instructs the commissioner to submit the report to legislative chairs and ranking minority members of
committees with jurisdiction over health and human services finance by January 15, 2016.

LIMITS ON RECEIVING PUBLIC FUNDS
Subd. 1. Prohibition. States that if a provider, vendor, or grantee is excluded from a program
administered by the commissioner, that entity is prohibited from enrolling or becoming licensed in any
other program administered by the commissioner. Provides that the prohibition must last for the longest
time allowable by state or federal law.
Subd. 2. Definitions. Defines the words ―excluded,‖ ―individual,‖ and ―provider.‖

PLAN FOR TRANSFER OF CLIENTS AND RECORDS UPON
CLOSURE
Requires all providers, except child care providers and license holders who reside on the premises, to
have a written plan for the how the program will ensure the transfer of clients and records if the program
closes.

IMMEDIATE SUSPENSION EXPEDITED HEARING
subd. 2a. Provides that the burden of proof in an expedited hearing for a temporary immediate suspension
based on the license holder’s continued violation of laws or rules while pending the appeal of an order of
revocation is limited to the commissioner’s proof by a preponderance of evidence that the license holder
committed additional violations of law or rules that could adversely affect persons served by the program.

OPIOID ADDICTION TREATMENT EDUCATION REQUIREMENT
FOR PROVIDERS LICENSED TO PROVIDE CHEMICAL
DEPENDENCY TREATMENT SERVICES
Requires all substance use programs to provide educational information to clients on the recognition and
response to opioid overdoes and the use and administration of naloxone.

MEDICATION ORDERS
Requires the medication order to dispense medication to treat opioid addiction in a licensed opioid
treatment program to be issued by a licensed physician who is enrolled as a Minnesota health care
program provider. If the physician is unable to sign the order at the time it was issued, the physician must
sign the order within 72 hours.

- 19 -

HIGH DOSE REQUIREMENT
Provides that if a physician prescribes a high dose of methadone or buprenorphine for a client, the
physician must have a face-to-face meeting with the client prior to administration of the medication.

CRITERIA FOR UNSUPERVISED USE
Requires the prescribing physician, rather than the medical director of the program, to consider certain
factors before allowing a patient to have medication for take-home use.

PRESCRIPTION MONITORING PROGRAM
Restructures this subdivision. Adds that a copy of the PMP data reviewed by the medical director must be
maintained in the client’s file, and when the PMP data reveals a recent history of multiple prescribers or
prescriptions for controlled substances, the physician must document these findings and actions taken
within 72 hours.

A PROGRAM’S DUTY TO REPORT SUSPECTED DRUG
DIVERSION
Requires an opioid treatment program to make an immediate report to law enforcement when it has any
information that is related to a diversion crime on the program premises. States that failure to comply
constitutes grounds for adverse licensing actions. Defined ―diversion crime.‖

CARDIOPULMONARY RESUSCITATION
Clarifies that CPR training must include CPR techniques for infants and children. Establishes the CPR
training requirements for staff at newly licensed child care centers. Requires at least one staff person who
has completed CPR training to be present at the center, during field trips, and when transporting children.

SUPPLEMENTAL NURSING SERVICES AGENCIES
For agencies that initiate background studies using NETStudy 2.0, an exemption to annual background
studies is provided for individuals who are on the agency’s active roster. Provides an immediate effective
date.

PERSONNEL AGENCIES; EDUCATIONAL PROGRAMS;
PROFESSIONAL SERVICES AGENCIES
Modifies the structure of the subdivision. For agencies that initiate background studies using NETStudy
2.0, an exemption to annual background studies is provided for individuals who are on the agency’s active
roster. Provides an immediate effective date.
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CULTURAL AND ETHNIC COMMUNITIES LEADERSHIP
COUNCIL
Subd. 1. Establishment; purposes. Establishes the Cultural and Ethnic Communities Leadership
Council to advise the commissioner of human services on methods to reduce racial and ethnic disparities.
Subd. 2. Members. Lists the criteria for appointment as a member of the council.
Subd. 3. Guidelines. Instructs the commissioner, in consultation with specified legislative members and
stakeholders, to develop guidelines for membership on the council and duties of the commissioner and
members of the council.
Subd. 4. Chair. Requires the commissioner to appoint the council chair.
Subd. 5. Terms for first appointees. Provides that the terms for the first appointees expire January 15,
2016.
Subd. 6. Terms. Provides that terms are for two years and that appointees may be reappointed to two
additional terms. Requires the commissioner to make appointments by January 15 each year.
Subd. 7. Duties of the commissioner. Lists the duties of the commissioner.
Subd. 8. Duties of the council. Lists the duties of the council.
Subd. 9. Duties of the council members. Lists the duties of the council members.
Subd. 10. Expiration. Provides that the council expires on June 30, 2020.
States that this section is effective retroactively from March 15, 2015.

WRONGFULLY OBTAINING ASSISTANCE
Adds emergency assistance programs to the statute establishing penalties for wrongfully obtaining
assistance.

DOCUMENTATION REQUIRED
Requires nonemergency medical transportation providers to document each occurrence of a service
provided to a recipient, as a condition of payment. Specifies documentation requirements and requires
DHS to recover funds paid for transportation that is not documented.

MEDICAL SUPPLIES AND EQUIPMENT
Allows a waiver recipient to use an electronic tablet for a use not related to communication, when the
recipient is authorized under the waiver to receive one or more additional applications, and allowing
additional use would prevent the purchase of another tablet with waiver funds.
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OBSOLETE RULES REGARDING PRIOR AUTHORIZATIONS FOR
MEDICAL SUPPLIES AND EQUIPMENT
Directs the commissioner of human services to amend MN Rules, part 9505.0310, subpart 3, to eliminate
the MA prior authorization requirement for: a nondurable medical supply that costs more than the
performance agreement limit and durable medical equipment, prostheses, and orthoses if the cost of
purchase, rental, or repair exceeds the performance agreement limit.
(b) Directs the commissioner to amend MN Rules, part 9505.0365, subpart 3, to remove the prior
authorization requirement for an ambulatory aid whose cost exceeds the limits in the provider’s
performance agreement.
(c) Allows the commissioner to use the good cause exemption to adopt rules under this section.

SENIOR LINKAGE LINE
Requires long-term care options counseling to be provided to former residents of nursing homes who
were discharged to community settings. Requires nursing homes to provide contact information to the
Senior LinkAge Line for certain residents. Lists the contact information that must be provided.
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OMNIBUS HIGHER EDUCATION BILL
S.F. 5—Chapter 69
Senator Bonoff and Representative Nornes
Effective various dates
The Higher Education bill was the first omnibus bill agreed to and passed by the House and Senate in the
closing days of the 89th session. Under the agreement reached by the Higher Education conference
committee, led by Senator Terry Bonoff (DFL- Minnetonka) and Representative Bud Nornes (R-Fergus
Falls), the University of Minnesota will get an additional $22 million dollars over their base budget, and
the Minnesota State Colleges and Universities will receive a total of $100 million additional dollars to
hold down tuition.
U of M President Eric Kaler noted the school needed an additional $64 million over the next biennium to
offset rising costs and continue the 2013 tuition freeze (they requested $127 million in new spending).
MNSCU leaders asked for an increase of $143 million.
The budget bill includes $166 million in new spending bringing the total higher education budget to $3
billion every two years. Of interest to the medical community is an additional $30 million in new
spending to help raise the profile of the University of Minnesota medical school, a key priority requested
by Governor Dayton.
The bill passed the House by a margin of 71-57, and the Senate of 57-8, on Sunday May 17th.
Below are some items that may be of interest to MMGMA.

UNITED FAMILY MEDICINE RESIDENCY PROGRAM
Subdivision 14 appropriates $467,000 in each year for the United Family Medicine Residency program.
This appropriation shall be used to support up to 21 resident physicians each year in family practice at
United Family Medicine residency programs and shall prepare doctors to practice family care medicine in
underserved rural and urban areas of the state. It is intended that this program will improve health care in
underserved communities, provide affordable access to appropriate medical care, and manage the
treatment of patients in a cost-effective manner.

HENNEPIN COUNTY MEDICAL CENTER
Subdivision 17 appropriates $645,000 in each year for transfer to the Hennepin County Medical Center
for graduate family medical education.

SPINAL CORD INJURY AND TRAUMATIC BRAIN INJURY RESEARCH
GRANT PROGRAM
Subdivision 21 appropriates $1,000,000 in each year for the Spinal Cord Injury and Traumatic Brain
Injury Research Grant program under Minnesota Statutes, section 136A.901.
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HEALTH CARE ACCESS FUND
Subdivision 3 appropriates $2,157,000 from the health care access fund, in each year, for Primary Care
Education Initiatives

HEALTH SCIENCES
Subdivision 4 appropriates:


$42,922,000 in each year for Agriculture and Extension Services.



(b) $9,204,000 in each for Health Sciences. $346,000 each year is to support up to 12 resident
physicians in the St. Cloud Hospital family practice residency program. The program must
prepare doctors to practice primary care medicine in rural areas of the state. The legislature
intends this program to improve health care in rural communities, provide affordable access to
appropriate medical care, and manage the treatment of patients in a more cost-effective manner.
The remainder of this appropriation is for the rural physicians associates program; the Veterinary
Diagnostic Laboratory; health sciences research; dental care; the Biomedical Engineering Center;
and the collaborative relationship between the University of Minnesota and Mayo for
regenerative medicine, research, clinical translation, and commercialization.

UNIVERSITY OF MINNESOTAAND MAYO FOUNDATION PARTNERSHIP


(e) $8,491,000 in each year for the University of Minnesota and Mayo Foundation Partnership.
Of this amount:



$7,491,000 in each year is for the University of Minnesota and Mayo Foundation Partnership.
This appropriation is for the direct in indirect expenses of the collaborative research partnership
between the University of Minnesota and the Mayo Foundation for research in biotechnology and
medical genomics. This appropriation is available until expended. An annual report on the
expenditure of these funds must be submitted to the Governor and the chairs of the legislative
committees responsible for higher education finance by June 30 of each year; and



$1,000,000 in each year is for grants to conduct research into the prevention, treatment, causes,
and cures of Alzheimer’s disease and other dementias.

MAYO MEDICAL FOUNDATION


$1,351,000 each year to the Mayo Medical Foundation.



$665,000 each year to the Mayo Medical School to support the education of medical students
who are Minnesota residents.



appropriates $686,000 each year to support the Family Practice and Graduate Residency program.
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SPINAL CORD AND TRAUMATIC BRAIN INJURY ADVISORY COUNCIL
A spinal cord and traumatic brain injury council is created and outlines the appointment process. The
duties of the council include:


Develop criteria for evaluating and awarding the research grants under section



Review research proposals and make recommendations by January 15 of each year to the
commissioner for purposes of awarding grants under section



Perform other duties as authorized by the commissioner.
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OTHER HEALTH CARE POLICY BILLS
E-HEALTH ADVISORY COMMITTEE
S.F. 1504—Chapter 42
Senator John Marty and Representative Nels Pierson
SF1504 is a bill relating to health; changing the expiration date for e-Health Advisory Committee, 1.3 the
Trauma Advisory Council, and the Maternal and Child Health Advisory Task 1.4 Force; suggesting
review of data collection on stillbirths and prenatal protocols 1.5 to prevent stillbirths; amending
Minnesota Statutes 2014, sections 62J.495, 1.6 subdivision 2; 144.608, subdivision 2; 145.8811,
subdivision 1.
1.1
1.2
1.3
1.4
1.5
1.6
1.7

A bill for an act
relating to health; changing the expiration date for e-Health Advisory Committee,
the Trauma Advisory Council, and the Maternal and Child Health Advisory Task
Force; suggesting review of data collection on stillbirths and prenatal protocols
to prevent stillbirths;amending Minnesota Statutes 2014, sections 62J.495,
subdivision 2; 144.608, subdivision 2; 145.8811, subdivision 1.
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MINNESOTA:

1.8
1.9
1.10
1.11
1.12
1.13
1.14
1.15
1.16
1.17
1.18
1.19
1.20
1.21
1.22
1.23
1.24
1.25
2.1
2.2
2.3
2.4
2.5
2.6
2.7
2.8
2.9
2.10
2.11
2.12

Section 1. Minnesota Statutes 2014, section 62J.495, subdivision 2, is amended to read:
Subd. 2.E-Health Advisory Committee. (a) The commissioner shall establish an
e-Health Advisory Committee governed by section 15.059 to advise the commissioner
on the following matters:
(1) assessment of the adoption and effective use of health information technology by
the state, licensed health care providers and facilities, and local public health agencies;
(2) recommendations for implementing a statewide interoperable health information
infrastructure, to include estimates of necessary resources, and for determining standards
for clinical data exchange, clinical support programs, patient privacy requirements, and
maintenance of the security and confidentiality of individual patient data;
(3) recommendations for encouraging use of innovative health care applications
using information technology and systems to improve patient care and reduce the cost
of care, including applications relating to disease management and personal health
management that enable remote monitoring of patients' conditions, especially those with
chronic conditions; and
(4) other related issues as requested by the commissioner.
(b) The members of the e-Health Advisory Committee shall include the
commissioners, or commissioners' designees, of health, human services, administration,
and commerce and additional members to be appointed by the commissioner to include
persons representing Minnesota's local public health agencies, licensed hospitals and other
licensed facilities and providers, private purchasers, the medical and nursing professions,
health insurers and health plans, the state quality improvement organization, academic and
research institutions, consumer advisory organizations with an interest and expertise in
health information technology, and other stakeholders as identified by the commissioner to
fulfill the requirements of section 3013, paragraph (g), of the HITECH Act.
(c) The commissioner shall prepare and issue an annual report not later than January
30 of each year outlining progress to date in implementing a statewide health information
infrastructure and recommending action on policy and necessary resources to continue the
promotion of adoption and effective use of health information technology.
(d) This subdivision expires June 30, 2015 2021.
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2.13
2.14
2.15
2.16
2.17
2.18
2.19
2.20
2.21
2.22

Sec. 2. Minnesota Statutes 2014, section 144.608, subdivision 2, is amended to read:
Subd. 2.Council administration. (a) The council must meet at least twice a year
but may meet more frequently at the call of the chair, a majority of the council members,
or the commissioner.
(b) The terms, compensation, and removal of members of the council are governed
by section 15.059. The council expires June 30, 2015 2025.
(c) The council may appoint subcommittees and work groups. Subcommittees shall
consist of council members. Work groups may include noncouncil members. Noncouncil
members shall be compensated for work group activities under section 15.059, subdivision
3, but shall receive expenses only.

2.23
2.24
2.25
2.26
2.27
2.28
2.29
2.30
2.31
2.32
2.33
2.34

Sec. 3. Minnesota Statutes 2014, section 145.8811, subdivision 1, is amended to read:
Subdivision 1.Composition of task force. The commissioner shall establish and
appoint a Maternal and Child Health Advisory Task Force consisting of 15 members
who will provide equal representation from:
(1) professionals with expertise in maternal and child health services;
(2) representatives of community health boards as defined in section 145A.02,
subdivision 5; and
(3) consumer representatives interested in the health of mothers and children.
No members shall be employees of the Minnesota Department of Health. Section
15.059 governs the Maternal and Child Health Advisory Task Force. Notwithstanding
section 15.059, the Maternal and Child Health Advisory Task Force expires June 30,
2015 does not expire.

3.1
3.2
3.3
3.4
3.5
3.6

Sec. 4. STILLBIRTH REVIEW.
The Maternal and Child Health Advisory Task Force, established by the
commissioner of health under Minnesota Statutes, section 145.8811, is encouraged to
conduct a review of current methods of data collection on stillbirths, prenatal protocols to
prevent stillbirths, available supports for families who have experienced a stillbirth, and
any other information related to stillbirths that the task force deems appropriate.

INTERSTATE MEDICAL LICENSURE COMPACT
S.F.253—Chapter 55
Senator Kathy Sheran and Representative Tara Mack
Effective date Interstate Medical Licensure Compact adoption by six states
SF253 will establish Minnesota as a member of the Interstate Medical Licensure Compact. This would
permit multistate practice for physicians and osteopaths.
1.1
1.2
1.3
1.4
1.5

A bill for an act
relating to health occupations; providing for an interstate medical licensure
compact project;proposing coding for new law in Minnesota Statutes, chapter
147.
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MINNESOTA:

1.6
1.7
1.8
1.9
1.10
1.11

Section 1. [147.38] INTERSTATE MEDICAL LICENSURE COMPACT.
The Interstate Medical Licensure Compact is enacted into law and entered into with
all other jurisdictions legally joining in it, in the form substantially as follows:
ARTICLE 1
PURPOSE
In order to strengthen access to health care, and in recognition of the advances in the
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1.12
1.13
1.14
1.15
1.16
1.17
1.18
1.19
1.20
1.21
1.22
1.23
1.24
2.1
2.2
2.3
2.4
2.5
2.6
2.7
2.8
2.9
2.10
2.11
2.12
2.13
2.14
2.15
2.16
2.17
2.18
2.19
2.20
2.21
2.22
2.23
2.24
2.25
2.26
2.27
2.28
2.29
2.30
2.31
2.32
2.33
2.34
2.35
3.1
3.2
3.3
3.4
3.5
3.6
3.7
3.8

delivery of health care, the member states of the Interstate Medical Licensure Compact
have allied in common purpose to develop a comprehensive process that complements
the existing licensing and regulatory authority of state medical boards, and provides a
streamlined process that allows physicians to become licensed in multiple states, thereby
enhancing the portability of a medical license and ensuring the safety of patients. The
compact creates another pathway for licensure and does not otherwise change a state's
existing Medical Practice Act. The compact also adopts the prevailing standard for
licensure and affirms that the practice of medicine occurs where the patient is located
at the time of the physician-patient encounter, and therefore requires the physician to
be under the jurisdiction of the state medical board where the patient is located. State
medical boards that participate in the compact retain the jurisdiction to impose an adverse
action against a license to practice medicine in that state issued to a physician through
the procedures in the compact.
ARTICLE 2
DEFINITIONS
(a) "Bylaws" means those bylaws established by the Interstate Commission pursuant
to article 11 for its governance, or for directing and controlling its actions and conduct.
(b) "Commissioner" means the voting representative appointed by each member
board pursuant to article 11.
(c) "Conviction" means a finding by a court that an individual is guilty of a criminal
offense through adjudication, or entry of a plea of guilt or no contest to the charge by the
offender. Evidence of an entry of a conviction of a criminal offense by the court shall be
considered final for purposes of disciplinary action by a member board.
(d) "Expedited license" means a full and unrestricted medical license granted by a
member state to an eligible physician through the process set forth in the compact.
(e) "Interstate Commission" means the Interstate Commission created pursuant to
article 11.
(f) "License" means authorization by a state for a physician to engage in the practice
of medicine that would be unlawful without the authorization.
(g) "Medical Practice Act" means laws and regulations governing the practice of
allopathic and osteopathic medicine within a member state.
(h) "Member board" means a state agency in a member state that acts in the
sovereign interests of the state by protecting the public through licensure, regulation, and
education of physicians as directed by the state government.
(i) "Member state" means a state that has enacted the compact.
(j) "Practice of medicine" means the clinical prevention, diagnosis, or treatment of
human disease, injury, or condition requiring a physician to obtain and maintain a license
in compliance with the Medical Practice Act of a member state.
(k) "Physician" means any person who:
(1) is a graduate of a medical school accredited by the Liaison Committee on
Medical Education, the Commission on Osteopathic College Accreditation, or a medical
school listed in the International Medical Education Directory or its equivalent;
(2) passed each component of the United States Medical Licensing Examination
(USMLE) or the Comprehensive Osteopathic Medical Licensing Examination
(COMLEX-USA) within three attempts, or any of its predecessor examinations accepted
by a state medical board as an equivalent examination for licensure purposes;
(3) successfully completed graduate medical education approved by the Accreditation
Council for Graduate Medical Education or the American Osteopathic Association;
(4) holds specialty certification or a time-unlimited specialty certificate recognized
by the American Board of Medical Specialties or the American Osteopathic Association's
Bureau of Osteopathic Specialists;
(5) possesses a full and unrestricted license to engage in the practice of medicine
issued by a member board;
(6) has never been convicted, received adjudication, deferred adjudication, received
community supervision, or deferred disposition for any offense by a court of appropriate
jurisdiction;
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3.9
3.10
3.11
3.12
3.13
3.14
3.15
3.16
3.17
3.18
3.19
3.20
3.21
3.22
3.23
3.24
3.25
3.26
3.27
3.28
3.29
3.30
3.31
3.32
3.33
3.34
3.35
3.36
4.1
4.2
4.3
4.4
4.5
4.6
4.7
4.8
4.9
4.10
4.11
4.12
4.13
4.14
4.15
4.16
4.17
4.18
4.19
4.20
4.21
4.22
4.23
4.24
4.25
4.26
4.27
4.28

(7) has never held a license authorizing the practice of medicine subjected to
discipline by a licensing agency in any state, federal, or foreign jurisdiction, excluding any
action related to nonpayment of fees related to a license;
(8) has never had a controlled substance license or permit suspended or revoked by a
state or the United States Drug Enforcement Administration; and
(9) is not under active investigation by a licensing agency or law enforcement
authority in any state, federal, or foreign jurisdiction.
(l) "Offense" means a felony, gross misdemeanor, or crime of moral turpitude.
(m) "Rule" means a written statement by the Interstate Commission promulgated
pursuant to article 12 of the compact that is of general applicability, and implements,
interprets, or prescribes a policy or provision of the compact, or is an organizational,
procedural, or practice requirement of the Interstate Commission, and has the force
and effect of statutory law in a member state, and includes the amendment, repeal, or
suspension of an existing rule.
(n) "State" means any state, commonwealth, district, or territory of the United States.
(o) "State of principal license" means a member state where a physician holds a
license to practice medicine and has been designated as such by the physician for purposes
of registration and participation in the compact.
ARTICLE 3
ELIGIBILITY
(a) A physician must meet the eligibility requirements as defined in article 2 to
receive an expedited license under the terms and provisions of the compact.
(b) An individual who does not meet the requirements of article 2 may obtain a
license to practice medicine in a member state if the individual complies with all laws
and requirements, other than the compact, relating to the issuance of a license to practice
medicine in that state.
ARTICLE 4
DESIGNATION OF STATE OF PRINCIPAL LICENSE
(a) A physician shall designate a member state as the state of principal license for
purposes of registration for expedited licensure through the compact if the physician
possesses a full and unrestricted license to practice medicine in that state, and the state is:
(1) the state of primary residence for the physician;
(2) the state where at least 25 percent of the physician's practice of medicine occurs;
(3) the location of the physician's employer; or
(4) if no state qualifies under clause (1), (2), or (3), the state designated as the
physician's state of residence for purposes of federal income tax.
(b) A physician may redesignate a member state as the state of principal license at
any time, as long as the state meets the requirements in paragraph (a).
(c) The Interstate Commission is authorized to develop rules to facilitate
redesignation of another member state as the state of principal license.
ARTICLE 5
APPLICATION AND ISSUANCE OF EXPEDITED LICENSURE
(a) A physician seeking licensure through the compact in a selected member state
shall file an application for an expedited license with the member board of the state
selected by the physician as the state of principal license.
(b) Upon receipt of an application for an expedited license, the member board within
the state selected as the state of principal license shall evaluate whether the physician is
eligible for expedited licensure and issue a letter of qualification, verifying or denying
the physician's eligibility, to the Interstate Commission.
Static qualifications, which include verification of medical education, graduate
medical education, results of any medical or licensing examination, and other qualifications
as determined by the Interstate Commission through rule, shall not be subject to additional
primary source verification if already verified by the state of principal license.
The member board within the state selected as the state of principal license shall, in
the course of verifying eligibility, perform a criminal background check of an applicant,
including the use of the results of fingerprint or other biometric data checks compliant
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with the requirements of the Federal Bureau of Investigation, with the exception of
federal employees who have suitability determination in accordance with Code of Federal
Regulations, section 731.202.
An appeal on the determination of eligibility shall be made to the member state
where the application was filed and shall be subject to the law of that state.
(c) Upon verification in paragraph (b), physicians eligible for an expedited license
shall complete the registration process established by the Interstate Commission to receive
a license in a member state selected pursuant to paragraph (a), including the payment of
any applicable fees.
(d) After receiving verification of eligibility under paragraph (b) and any fees under
paragraph (c), a member board shall issue an expedited license to the physician. This
license shall authorize the physician to practice medicine in the issuing state consistent
with the Medical Practice Act and all applicable laws and regulations of the issuing
member board and member state.
(e) An expedited license shall be valid for a period consistent with the licensure
period in the member state and in the same manner as required for other physicians
holding a full and unrestricted license within the member state.
(f) An expedited license obtained though the compact shall be terminated if a
physician fails to maintain a license in the state of principal licensure for a nondisciplinary
reason, without redesignation of a new state of principal licensure.
(g) The Interstate Commission is authorized to develop rules regarding the application
process, including payment of any applicable fees, and the issuance of an expedited license.
ARTICLE 6
FEES FOR EXPEDITED LICENSURE
(a) A member state issuing an expedited license authorizing the practice of medicine
in that state may impose a fee for a license issued or renewed through the compact.
(b) The Interstate Commission is authorized to develop rules regarding fees for
expedited licenses.
ARTICLE 7
RENEWAL AND CONTINUED PARTICIPATION
(a) A physician seeking to renew an expedited license granted in a member state
shall complete a renewal process with the Interstate Commission if the physician:
(1) maintains a full and unrestricted license in a state of principal license;
(2) has never been convicted, received adjudication, deferred adjudication, received
community supervision, or deferred disposition for any offense by a court of appropriate
jurisdiction;
(3) has not had a license authorizing the practice of medicine subject to discipline
by a licensing agency in any state, federal, or foreign jurisdiction, excluding any action
related to nonpayment of fees related to a license; and
(4) has not had a controlled substance license or permit suspended or revoked by a
state or the United States Drug Enforcement Administration.
(b) Physicians shall comply with all continuing professional development or
continuing medical education requirements for renewal of a license issued by a member
state.
(c) The Interstate Commission shall collect any renewal fees charged for the renewal
of a license and distribute the fees to the applicable member board.
(d) Upon receipt of any renewal fees collected in paragraph (c), a member board
shall renew the physician's license.
(e) Physician information collected by the Interstate Commission during the renewal
process will be distributed to all member boards.
(f) The Interstate Commission is authorized to develop rules to address renewal
of licenses obtained through the compact.
ARTICLE 8
COORDINATED INFORMATION SYSTEM
(a) The Interstate Commission shall establish a database of all licensed physicians,
or those physicians who have applied for licensure, under article 5.
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(b) Notwithstanding any other provision of law, member boards shall report to the
Interstate Commission any public action or complaints against a licensed physician who
has applied for or received an expedited license through the compact.
(c) Member boards shall report disciplinary or investigatory information determined
as necessary and proper by rule of the Interstate Commission.
(d) Member boards may report any nonpublic complaint or disciplinary or
investigatory information not required by paragraph (c) to the Interstate Commission.
(e) Member boards shall share complaint or disciplinary information about a
physician upon request of another member board.
(f) All information provided to the Interstate Commission or distributed by
member boards shall be confidential, filed under seal, and used only for investigatory
or disciplinary matters.
(g) The Interstate Commission is authorized to develop rules for mandated or
discretionary sharing of information by member boards.
ARTICLE 9
JOINT INVESTIGATIONS
(a) Licensure and disciplinary records of physicians are deemed investigative.
(b) In addition to the authority granted to a member board by its respective Medical
Practice Act or other applicable state law, a member board may participate with other
member boards in joint investigations of physicians licensed by the member boards.
(c) A subpoena issued by a member state shall be enforceable in other member states.
(d) Member boards may share any investigative, litigation, or compliance materials
in furtherance of any joint or individual investigation initiated under the compact.
(e) Any member state may investigate actual or alleged violations of the statutes
authorizing the practice of medicine in any other member state in which a physician
holds a license to practice medicine.
ARTICLE 10
DISCIPLINARY ACTIONS
(a) Any disciplinary action taken by any member board against a physician licensed
through the compact shall be deemed unprofessional conduct that may be subject to
discipline by other member boards, in addition to any violation of the Medical Practice
Act or regulations in that state.
(b) If a license granted to a physician by the member board in the state of principal
license is revoked, surrendered, relinquished in lieu of discipline, or suspended, then all
licenses issued to the physician by member boards shall automatically be placed, without
further action necessary by any member board, on the same status. If the member board
in the state of principal license subsequently reinstates the physician's license, a license
issued to the physician by any other member board shall remain encumbered until that
respective member board takes action to reinstate the license in a manner consistent with
the Medical Practice Act of that state.
(c) If a license granted to a physician by a member board is revoked, surrendered,
relinquished in lieu of discipline, or suspended by a member board that is not the state of
the principal, then any licenses issued to the physician by any other member boards shall
be suspended automatically and immediately without further action necessary by the other
member boards for 90 days upon entry of the order by the disciplining board, to permit
the member boards to investigate the basis for the action under the Medical Practice Act
of that state. A member board may terminate the automatic suspension of the license it
issued prior to the completion of the 90-day suspension period in a manner consistent
with the Medical Practice Act of that state.
(d) If disciplinary action other than a license being revoked, surrendered, or
relinquished in lieu of discipline or suspension is taken against a physician by a member
board, any other member board may deem the action conclusive as to matter of law and
fact decided, and:
(1) impose the same or lesser sanctions against the physician so long as such
sanctions are consistent with the Medical Practice Act of that state; or
(2) pursue separate disciplinary action against the physician under its respective
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Medical Practice Act, regardless of the action taken in other member states.
ARTICLE 11
INTERSTATE MEDICAL LICENSURE COMPACT COMMISSION
(a) The member states hereby create the "Interstate Medical Licensure Compact
Commission."
(b) The purpose of the Interstate Commission is the administration of the Interstate
Medical Licensure Compact, which is a discretionary state function.
(c) The Interstate Commission shall be a body corporate and joint agency of the
member states and shall have all the responsibilities, powers, and duties set forth in
the compact, and any additional powers as may be conferred upon it by a subsequent
concurrent action of the respective legislatures of the member states in accordance with
the terms of the compact.
(d) The Interstate Commission shall consist of two voting representatives appointed
by each member state who shall serve as commissioners. In states where allopathic and
osteopathic physicians are regulated by separate member boards, or if the licensing and
disciplinary authority is split between multiple member boards within a member state, the
member state shall appoint one representative from each member board. A commissioner
shall be:
(1) an allopathic or osteopathic physician appointed to a member board;
(2) an executive director, executive secretary, or similar executive of a member
board; or
(3) a member of the public appointed to a member board.
(e) The Interstate Commission shall meet at least once each calendar year. A portion
of this meeting shall be a business meeting to address such matters as may properly
come before the commission, including the election of officers. The chairperson may
call additional meetings and shall call for a meeting upon the request of a majority of
the member states.
(f) The bylaws may provide for meetings of the Interstate Commission to be
conducted by telecommunications or electronic communications.
(g) Each commissioner participating at a meeting of the Interstate Commission
is entitled to one vote. A majority of commissioners shall constitute a quorum for the
transaction of business, unless a larger quorum is required by the bylaws of the Interstate
Commission. A commissioner shall not delegate a vote to another commissioner. In the
absence of its commissioner, a member state may delegate voting authority for a specified
meeting to another person from that state who shall meet the requirements of paragraph (d).
(h) The Interstate Commission shall provide public notice of all meetings which
shall be open to the public. The Interstate Commission may close a meeting, in full or
in part, where it determines by a two-thirds vote of the commissioners present that an
open meeting would be likely to:
(1) relate solely to the internal personnel practices and procedures of the Interstate
Commission;
(2) discuss matters specifically exempted from disclosure by federal statute;
(3) discuss trade secrets or commercial or financial information that is privileged
or confidential;
(4) involve accusing a person of a crime, or formally censuring a person;
(5) discuss information of a personal nature where disclosure would constitute a
clearly unwarranted invasion of personal privacy;
(6) discuss investigative records compiled for law enforcement purposes; or
(7) specifically relate to the participation in a civil action or other legal proceeding.
(i) The Interstate Commission shall keep minutes that fully describe all matters
discussed in the meeting and shall provide a full and accurate summary of actions taken,
including a record of any roll call votes.
(j) The Interstate Commission shall make its information and official records, to the
extent not otherwise designated in the compact or by its rules, available to the public
for inspection.
(k) The Interstate Commission shall establish an executive committee, which shall
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include officers, members, and others as determined by the bylaws. The executive
committee shall have the power to act on behalf of the Interstate Commission, with the
exception of rulemaking, during periods when the Interstate Commission is not in session.
When acting on behalf of the Interstate Commission, the executive committee shall
oversee the administration of the compact, including enforcement and compliance with
the provisions of the compact, its bylaws and rules, and other such duties as necessary.
(l) The Interstate Commission may establish other committees for governance and
administration of the compact.
ARTICLE 12
POWERS AND DUTIES OF THE INTERSTATE COMMISSION
The Interstate Commission shall have the duty and power to:
(1) oversee and maintain the administration of the compact;
(2) promulgate rules which shall be binding to the extent and in the manner provided
for in the compact;
(3) issue, upon the request of a member state or member board, advisory opinions
concerning the meaning or interpretation of the compact, its bylaws, rules, and actions;
(4) enforce compliance with compact provisions, the rules promulgated by the
Interstate Commission, and the bylaws, using all necessary and proper means, including,
but not limited to, the use of judicial process;
(5) establish and appoint committees, including, but not limited to, an executive
committee as required by article 11, which shall have the power to act on behalf of the
Interstate Commission in carrying out its powers and duties;
(6) pay or provide for the payment of the expenses related to the establishment,
organization, and ongoing activities of the Interstate Commission;
(7) establish and maintain one or more offices;
(8) borrow, accept, hire, or contract for services of personnel;
(9) purchase and maintain insurance and bonds;
(10) employ an executive director who shall employ, select or appoint employees,
agents, or consultants, and determine their qualifications, define their duties, and fix their
compensation;
(11) establish personnel policies and programs relating to conflicts of interest, rates
of compensation, and qualifications of personnel;
(12) accept donations and grants of money, equipment, supplies, materials, and
services, and to receive, utilize, and dispose of them in a manner consistent with the
conflict of interest policies established by the Interstate Commission;
(13) lease, purchase, accept contributions or donations of, or otherwise to own, hold,
improve or use, any property, real, personal, or mixed;
(14) sell, convey, mortgage, pledge, lease, exchange, abandon, or otherwise dispose
of any property, real, personal, or mixed;
(15) establish a budget and make expenditures;
(16) adopt a seal and bylaws governing the management and operation of the
Interstate Commission;
(17) report annually to the legislatures and governors of the member states
concerning the activities of the Interstate Commission during the preceding year. The
reports shall also include reports of financial audits and any recommendations that may
have been adopted by the Interstate Commission;
(18) coordinate education, training, and public awareness regarding the compact, its
implementation, and its operation;
(19) maintain records in accordance with the bylaws;
(20) seek and obtain trademarks, copyrights, and patents; and
(21) perform such functions as may be necessary or appropriate to achieve the
purposes of the compact.
ARTICLE 13
FINANCE POWERS
(a) The Interstate Commission may levy on and collect an annual assessment from
each member state to cover the cost of the operations and activities of the Interstate
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Commission and its staff. The total assessment must be sufficient to cover the annual
budget approved each year for which revenue is not provided by other sources. The
aggregate annual assessment amount shall be allocated upon a formula to be determined by
the Interstate Commission, which shall promulgate a rule binding upon all member states.
(b) The Interstate Commission shall not incur obligations of any kind prior to
securing the funds adequate to meet the same.
(c) The Interstate Commission shall not pledge the credit of any of the member
states, except by, and with the authority of, the member state.
(d) The Interstate Commission shall be subject to a yearly financial audit conducted
by a certified or licensed public accountant and the report of the audit shall be included in
the annual report of the Interstate Commission.
ARTICLE 14
ORGANIZATION AND OPERATION OF THE INTERSTATE COMMISSION
(a) The Interstate Commission shall, by a majority of commissioners present and
voting, adopt bylaws to govern its conduct as may be necessary or appropriate to carry out
the purposes of the compact within 12 months of the first Interstate Commission meeting.
(b) The Interstate Commission shall elect or appoint annually from among its
commissioners a chairperson, a vice chairperson, and a treasurer, each of whom shall have
such authority and duties as may be specified in the bylaws. The chairperson, or in the
chairperson's absence or disability, the vice chairperson, shall preside at all meetings of
the Interstate Commission.
(c) Officers selected in paragraph (b) shall serve without remuneration from the
Interstate Commission.
(d) The officers and employees of the Interstate Commission shall be immune from
suit and liability, either personally or in their official capacity, for a claim for damages
or loss of property or personal injury or other civil liability caused or arising out of, or
relating to, an actual or alleged act, error, or omission that occurred, or that the person
had a reasonable basis for believing occurred, within the scope of Interstate Commission
employment, duties, or responsibilities; provided that the person shall not be protected
from suit or liability for damage, loss, injury, or liability caused by the intentional or
willful and wanton misconduct of the person.
(e) The liability of the executive director and employees of the Interstate Commission
or representatives of the Interstate Commission, acting within the scope of the person's
employment or duties for acts, errors, or omissions occurring within the person's state, may
not exceed the limits of liability set forth under the constitution and laws of that state for
state officials, employees, and agents. The Interstate Commission is considered to be an
instrumentality of the states for the purposes of any such action. Nothing in this paragraph
shall be construed to protect such person from suit or liability for damage, loss, injury, or
liability caused by the intentional or willful and wanton misconduct of the person.
(f) The Interstate Commission shall defend the executive director and its employees,
and, subject to the approval of the attorney general or other appropriate legal counsel of
the member state represented by an Interstate Commission representative, shall defend the
Interstate Commission representative in any civil action seeking to impose liability arising
out of an actual or alleged act, error, or omission that occurred within the scope of Interstate
Commission employment, duties, or responsibilities, or that the defendant had a reasonable
basis for believing occurred within the scope of Interstate Commission employment,
duties, or responsibilities, provided that the actual or alleged act, error, or omission did not
result from intentional or willful and wanton misconduct on the part of the person.
(g) To the extent not covered by the state involved, member state, or the Interstate
Commission, the representatives or employees of the Interstate Commission shall be
held harmless in the amount of a settlement or judgment, including attorney fees and
costs, obtained against such persons arising out of an actual or alleged act, error, or
omission that occurred within the scope of Interstate Commission employment, duties, or
responsibilities, or that such persons had a reasonable basis for believing occurred within
the scope of Interstate Commission employment, duties, or responsibilities, provided that
the actual or alleged act, error, or omission did not result from intentional or willful and
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wanton misconduct on the part of such persons.
ARTICLE 15
RULEMAKING FUNCTIONS OF THE INTERSTATE COMMISSION
(a) The Interstate Commission shall promulgate reasonable rules in order to
effectively and efficiently achieve the purposes of the compact. Notwithstanding the
foregoing, in the event the Interstate Commission exercises its rulemaking authority in a
manner that is beyond the scope of the purposes of the compact, or the powers granted
hereunder, then such an action by the Interstate Commission shall be invalid and have
no force or effect.
(b) Rules deemed appropriate for the operations of the Interstate Commission shall
be made pursuant to a rulemaking process that substantially conforms to the Model State
Administrative Procedure Act of 2010, and subsequent amendments thereto.
(c) Not later than 30 days after a rule is promulgated, any person may file a petition
for judicial review of the rule in the United States District Court for the District of
Columbia or the federal district where the Interstate Commission has its principal offices,
provided that the filing of such a petition shall not stay or otherwise prevent the rule from
becoming effective unless the court finds that the petitioner has a substantial likelihood
of success. The court shall give deference to the actions of the Interstate Commission
consistent with applicable law and shall not find the rule to be unlawful if the rule
represents a reasonable exercise of the authority granted to the Interstate Commission.
ARTICLE 16
OVERSIGHT OF INTERSTATE COMPACT
(a) The executive, legislative, and judicial branches of state government in
each member state shall enforce the compact and shall take all actions necessary and
appropriate to effectuate the compact's purposes and intent. The provisions of the compact
and the rules promulgated hereunder shall have standing as statutory law, but shall not
override existing state authority to regulate the practice of medicine.
(b) All courts shall take judicial notice of the compact and the rules in any judicial or
administrative proceeding in a member state pertaining to the subject matter of the compact
that may affect the powers, responsibilities, or actions of the Interstate Commission.
(c) The Interstate Commission shall be entitled to receive all service of process
in any such proceeding, and shall have standing to intervene in the proceeding for all
purposes. Failure to provide service of process to the Interstate Commission shall render a
judgment or order void as to the Interstate Commission, the compact, or promulgated rules.
ARTICLE 17
ENFORCEMENT OF INTERSTATE COMPACT
(a) The Interstate Commission, in the reasonable exercise of its discretion, shall
enforce the provisions and rules of the compact.
(b) The Interstate Commission may, by majority vote of the commissioners, initiate
legal action in the United States District Court for the District of Columbia, or, at the
discretion of the Interstate Commission, in the federal district where the Interstate
Commission has its principal offices, to enforce compliance with the provisions of the
compact, and its promulgated rules and bylaws, against a member state in default. The
relief sought may include both injunctive relief and damages. In the event judicial
enforcement is necessary, the prevailing party shall be awarded all costs of such litigation,
including reasonable attorney fees.
(c) The remedies herein shall not be the exclusive remedies of the Interstate
Commission. The Interstate Commission may avail itself of any other remedies available
under state law or the regulation of a profession.
ARTICLE 18
DEFAULT PROCEDURES
(a) The grounds for default include, but are not limited to, failure of a member state
to perform such obligations or responsibilities imposed upon it by the compact, or the
rules and bylaws of the Interstate Commission promulgated under the compact.
(b) If the Interstate Commission determines that a member state has defaulted in
the performance of its obligations or responsibilities under the compact, or the bylaws or
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promulgated rules, the Interstate Commission shall:
(1) provide written notice to the defaulting state and other member states of the
nature of the default, the means of curing the default, and any action taken by the Interstate
Commission. The Interstate Commission shall specify the conditions by which the
defaulting state must cure its default; and
(2) provide remedial training and specific technical assistance regarding the default.
(c) If the defaulting state fails to cure the default, the defaulting state shall be
terminated from the compact upon an affirmative vote of a majority of the commissioners,
and all rights, privileges, and benefits conferred by the compact shall terminate on the
effective date of termination. A cure of the default does not relieve the offending state of
obligations or liabilities incurred during the period of the default.
(d) Termination of membership in the compact shall be imposed only after all other
means of securing compliance have been exhausted. Notice of intent to terminate shall be
given by the Interstate Commission to the governor, the majority and minority leaders of
the defaulting state's legislature, and each of the member states.
(e) The Interstate Commission shall establish rules and procedures to address
licenses and physicians that are materially impacted by the termination of a member
state or the withdrawal of a member state.
(f) The member state that has been terminated is responsible for all dues, obligations,
and liabilities incurred through the effective date of termination, including obligations, the
performance of which extends beyond the effective date of termination.
(g) The Interstate Commission shall not bear any costs relating to any state that
has been found to be in default or that has been terminated from the compact, unless
otherwise mutually agreed upon in writing between the Interstate Commission and the
defaulting state.
(h) The defaulting state may appeal the action of the Interstate Commission by
petitioning the United States District Court for the District of Columbia or the federal
district where the Interstate Commission has its principal offices. The prevailing party
shall be awarded all costs of such litigation, including reasonable attorney fees.
ARTICLE 19
DISPUTE RESOLUTION
(a) The Interstate Commission shall attempt, upon the request of a member state,
to resolve disputes that are subject to the compact and that may arise among member
states or member boards.
(b) The Interstate Commission shall promulgate rules providing for both mediation
and binding dispute resolution as appropriate.
ARTICLE 20
MEMBER STATES, EFFECTIVE DATE, AND AMENDMENT
(a) Any state is eligible to become a member state of the compact.
(b) The compact shall become effective and binding upon legislative enactment of
the compact into law by no less than seven states. Thereafter, it shall become effective and
binding on a state upon enactment of the compact into law by that state.
(c) The governors of nonmember states, or their designees, shall be invited to
participate in the activities of the Interstate Commission on a nonvoting basis prior to
adoption of the compact by all states.
(d) The Interstate Commission may propose amendments to the compact for
enactment by the member states. No amendment shall become effective and binding upon
the Interstate Commission and the member states unless and until it is enacted into law by
unanimous consent of the member states.
ARTICLE 21
WITHDRAWAL
(a) Once effective, the compact shall continue in force and remain binding upon each
and every member state, provided that a member state may withdraw from the compact by
specifically repealing the statute which enacted the compact into law.
(b) Withdrawal from the compact shall be by the enactment of a statute repealing
the same, but shall not take effect until one year after the effective date of such statute
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and until written notice of the withdrawal has been given by the withdrawing state to
the governor of each other member state.
(c) The withdrawing state shall immediately notify the chairperson of the Interstate
Commission in writing upon the introduction of legislation repealing the compact in the
withdrawing state.
(d) The Interstate Commission shall notify the other member states of the
withdrawing state's intent to withdraw within 60 days of its receipt of notice provided
under paragraph (c).
(e) The withdrawing state is responsible for all dues, obligations, and liabilities
incurred through the effective date of withdrawal, including obligations, and the
performance of which extend beyond the effective date of withdrawal.
(f) Reinstatement following withdrawal of a member state shall occur upon the
withdrawing state reenacting the compact or upon such later date as determined by the
Interstate Commission.
(g) The Interstate Commission is authorized to develop rules to address the impact of
the withdrawal of a member state on licenses granted in other member states to physicians
who designated the withdrawing member state as the state of principal license.
ARTICLE 22
DISSOLUTION
(a) The compact shall dissolve effective upon the date of the withdrawal or default
of a member state, that reduces the membership in the compact to one member state.
(b) Upon the dissolution of the compact, the compact becomes null and void and shall
be of no further force or effect, and the business and affairs of the Interstate Commission
shall be concluded and surplus funds shall be distributed in accordance with the bylaws.
ARTICLE 23
SEVERABILITY AND CONSTRUCTION
(a) The provisions of the compact shall be severable, and if any phrase, clause,
sentence, or provision is deemed unenforceable, the remaining provisions of the compact
shall be enforceable.
(b) The provisions of the compact shall be liberally construed to effectuate its
purposes.
(c) Nothing in the compact shall be construed to prohibit the applicability of other
interstate compacts to which the states are members.
ARTICLE 24
BINDING EFFECT OF COMPACT AND OTHER LAWS
(a) Nothing herein prevents the enforcement of any other law of a member state
that is not inconsistent with the compact.
(b) All laws in a member state in conflict with the compact are superseded to the
extent of the conflict.
(c) All lawful actions of the Interstate Commission, including all rules and bylaws
promulgated by the commission, are binding upon the member states.
(d) All agreements between the Interstate Commission and the member states are
binding in accordance with their terms.
(e) In the event any provision of the compact exceeds the constitutional limits
imposed on the legislature of any member state, such provision shall be ineffective to the
extent of the conflict with the constitutional provision in question in that member state.

17.10
17.11
17.12
17.13
17.14
17.15
17.16
17.17
17.18

Sec. 2. [147.381] APPLICATION OF INTERSTATE MEDICAL LICENSURE
COMPACT TO EXISTING LAWS.
(a) Uniform rules developed by the Interstate Commission established under section
147.38 shall not be subject to the provisions of sections 14.05 to 14.389.
(b) Complaints against physicians licensed in Minnesota under the expedited
licensure process in section 147.38 shall be handled as provided in sections 214.10 and
214.103.
(c) All provisions of section 147.38 authorizing or requiring the board to provide data
to the Interstate Commission are authorized by section 214.10, subdivision 8, paragraph (d).
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17.19
17.20
17.21

(d) The provisions of sections 214.17 to 214.25 apply to physicians licensed in
Minnesota through the provisions of section 147.38 when the practice involves direct
physical contact between the physician and a patient.

17.22
17.23
17.24

Sec. 3. EFFECTIVE DATE.
Sections 1 and 2 are effective upon the adoption of the Interstate Medical Licensure
Compact by at least six other states, but no sooner than July 1, 2015.

PATIENTS TO ENJOIN COLLECTION ACTIONS
S.F. 1741—Chapter 20
Senator Kevin Dahle and Representative Debra Hilstrom
Effective date January 1, 2016
Currently, IRS regulations prohibit a non-profit hospital from taking extraordinary collection efforts
against a patient until the hospital has notified the patient about their financial assistance policy and made
reasonable efforts to determine if the patient qualifies for aid under that policy. ―Extraordinary collection
efforts‖ are defined under the code of federal regulations as actions that include the following: sale of the
debt to a third party, adverse credit reporting, denial of treatment, and judicial actions to recover the debt.
This bill allows a patient to bring an action to enjoin a non-profit hospital’s extraordinary collection
efforts if the hospital has not provided a plain language summary of their financial assistance policy to the
patient. In addition, the bill provides that a patient who prevails in securing an injunction is entitled to
attorney’s fees and costs. This bill incorporates the definitions of ―extraordinary collection efforts‖,
―financial assistance policy‖, ―nonprofit hospital‖, and ―plain language summary‖ as they are found in the
code of federal regulations.
1.1
1.2
1.3
1.4
1.5

A bill for an act
relating to health; allowing a patient to enjoin collection actions taken by a
nonprofit hospital if the hospital has failed to provide a financial assistance
policy;proposing coding for new law in Minnesota Statutes, chapter 604.
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MINNESOTA:

1.6
1.7
1.8
1.9
1.10
1.11
1.12
1.13
1.14
1.15
1.16
1.17
1.18
1.19
1.20

Section 1. [604.175] COMPLIANCE WITH DEBT COLLECTION
REQUIREMENTS.
(a) Any patient may bring an action to enjoin extraordinary collection actions taken
by a nonprofit hospital if the hospital has failed to provide a plain language summary of
the financial assistance policy. A prevailing patient is entitled to reasonable attorney
fees and costs.
(b) For the purposes of this section:
(1) "extraordinary collection actions" means an action described in Code of Federal
Regulations, title 26, section 1.501(r)-6;
(2) "financial assistance policy" means a written policy that meets the requirements
described in Code of Federal Regulations, title 26, section 1.501(r)-4;
(3) "nonprofit hospital" means a hospital that claims federal tax status under United
States Code, title 26, section 501(r); and
(4) "plain language summary" has the meaning given in Code of Federal Regulations,
title 26, section 501(r)-1.

1.21
1.22

EFFECTIVE DATE. This section is effective January 1, 2016, and applies to a
nonprofit hospital on and after the date in 2016 when its fiscal year begins.
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OTHER BILLS TO PASS THIS SESSION
TRANSPORTATION FINANCE BILL
S.F. 1647—Chapter 75
Representative Tim Kelly and Senator Scott Dibble
Effective various dates
Early on, the GOP rolled out a $6.6 billion plan that prioritized spending on the state’s roads and bridges.
Alternately, the Senate bill proposed a comprehensive bill including investments in roads, bridges, and
transit. A key component of their plan was a gas tax that would lead to drivers to pay an additional 16
cents a gallon. In the end, Republicans and Democrats could not agree on a bill and thus passed a ―lights
on‖ transportation funding bill, meaning it keeps the wheels turning on the state’s current system. Some
lawmakers have disagreed with that description, however, noting that the final bill did include some new
money (almost $30 million), including $12.5 million to help cities with fewer than 5,000 people with their
roads.

E-12 BILL
H.F. 844—Chapter 72
Representative Jennifer Loon and Senator Chuck Wiger
Vetoed by Governor Dayton on May 21st
Governor Dayton had proposed $343 million to implement universal pre-k throughout the state. The
House did not include this provision in its Omnibus K-12 Education Bill bill and the Senate’s omnibus
bill included $70 million for school-readiness programs, but only $5 million for early learning
scholarships. The final Omnibus K-12 Education Bill included $400 million in order to increase the perpupil funding formula 1.5 percent in 2016 and 2 percent in 2017. The bill also puts $30 million into the
state’s School Readiness program, and another $30 million into Early Learning Scholarships.
The bill was vetoed by the Governor on May 21st.

OMNIBUS JOBS AND ENERGY BILL
H.F. 3—Chapter 1
Representative Pat Garofolo and Senator David Tomassoni
Effective Various Dates
The Omnibus Jobs bill was passed during the special session after Governor Dayton vetoed the bill passed
during the regular session. The House passed the $402 million budget bill on a 78-42 vote, with a handful of
DFLers joining every Republican in support of the bill. The Senate followed and approved the finance
legislation 50 to 14.
It includes new money for workforce housing and broadband expansion in outstate Minnesota, although less
than interest groups had sought for those projects. It also has support for poultry farmers hurt by avian flu, and
for Iron Range workers affected by recent layoffs. It includes a sales tax provision for the city of Rochester that
allows more local flexibility to support the Destination Medical Center economic development initiative.
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OMNIBUS PUBLIC SAFETY BILL
HF878—Chapter 65
Representative Tony Cornish and Senator Ron Latz
Effective Various Dates
This bill provides almost $2.12 billion in General Fund spending for FY16/17, with an additional $111
million going to courts, prisons and public safety over the next two years. Among other things, the bill
called for a 4% annual compensation increase for judges and court staff, it included an additional $6.48
million for the Board of Public Defense (which should equate to 36 more public defenders to help reduce
caseloads) and $700,000 to expand specialty courts. Moreover, it provided appropriations for community
services, it modified the base funding amount for community corrections, and it provided dollars to
develop strategies to combat terrorist recruitment in Minnesota.

OMNIBUS ENVIRONMENT BILL
S.F. 5—Chapter 4
Representative Denny McNamara and Senator David Tomassoni
Signed June 13, 2015
When Governor Dayton vetoed the original omnibus environment and agriculture bill May 23, he cited
nine specific objections in his veto letter and insisted the language in that bill regarding buffer zones and
avian influenza be included in any new legislation.
HF4/ SF5* satisfies those requirements with no change to the buffer provisions and an additional $4.4
million to fight the avian flu outbreak. It also addresses many of the governor’s other objections by
making changes that include:








new language that requires repayment of approximately $58 million to the Closed Landfill
Investment Fund using surplus money that is expected to be available in the General Fund after
the November forecast;
a change in the requirement for an independent peer review whenever the PCA proposes changes
to water quality standards. The new language would not require such a review. It allows the
agency to call for an external peer review or to ―state the reason‖ such a panel will not be
convened;
a clarification of the language regarding self-reporting of environmental violations, which would
require the PCA to delay enforcement, for 60 days rather than the 90 days in the original bill. The
new language specifies the provision applies only to ―minor violations‖ that do not cause serious
harm to human health or the environment; and
an additional $500,000 for the Environmental Quality Board to streamline the environmental
review process.

WORKERS’ COMP
H.F. 2193--Chapter 43
Representative Tony Albright and Senator Dan Sparks
Effective date: Sec. 1, 5 05/20/15; Sec. 2-4 01/01/16
This bill requires workers’ compensation insurance payments to hospitals for inpatient treatment be based
on a patient’s diagnosis using the Medicare MS-DRG system. It was approved by the Workers’
Compensation Advisory Council on April 7, 2015.

OTHER BILLS THAT DID NOT PASS
HEALTH PLAN CONTRACTS AND STOP LOSS COVERAGE
REGULATED.
H.F. 294
Representative Bob Loonan and Senator Vicki Jensen
This bill would alter the circumstances when an insurance policy or coverage offered by an insurance
company or health carrier under an employer-sponsored plan must be regulated as a health plan. The bill
also changes the claim settlement period for contracts providing stop loss coverage
The bill was not passed this session.

HUMAN SERVICES DATA SHARING AND DATA PRIVACY
PROVISIONS MODIFIED
H.F. 1539/S.F. 1434
Representative Peggy Scott and Senator Kathy Sheran
This bill would have modified human services data sharing and data privacy provisions.
The bill was not passed this session.

SURVIVORSHIP OF LAWSUITS
S.F. 1374/H.F. 1810
Representative Joe Atkins and Senator Ron Latz
Under current law, a civil cause of action arising out of personal injury ends upon death of the injured
person. This bill would establish new provisions under which a cause of action survives.
The bill was not successfully passed.

MMGMA 2015 LEGISLATIVE AGENDA
Reform Payment Methodology for ROI
Support enhanced reimbursement for the initial work required prior to releasing a patient’s records.
Support a reduction in the per page copying fee.
RESULT: Not addressed.
Oppose the Repeal or Delay of the Provider Tax Phase Out
We oppose the use of the proceeds of the Provider Tax for purposes other than MinnesotaCare. The
only exception would be for the provider’s costs of complying with mandated quality reporting.
RESULT: Not passed. Rep. Matt Dean’s bill, HF2211, would have advanced the repeal of the
MinnesotaCare provider taxes by one year. The bill never received a hearing, however it was included in
the House HHS Omnibus Finance bill heading into conference committee. It did not survive in the final
the conference committee report.
Oppose Workers’ Compensation and No-Fault Fee Reductions
Support efforts to ensure fair and adequate reimbursement in the workers’ compensation and nofault systems.
RESULT:
#1: Senator Jensen and Representative Hoppe’s bill, SF957/1979 establishes a task force on No-fault
automobile insurance reform issues. The bill was included in the delete-all amendment to HF1437, the
omnibus jobs and energy bill, which was the last bill to pass during the legislative session. MMGMA will
have an appointment to the Task Force. While this bill was rolled into the omnibus jobs and energy bill,
which was vetoed, it is fairly non-controversial and will likely be included in the bill created during the
special session.
#2: Rep. Albright and Sen. Spark’s bill, HF2193/SF2056 was passed and presented to the Governor on
May 15th. The bill requires workers’ compensation insurance payments to hospitals for inpatient
treatment be based on a patient’s diagnosis using the Medicare MS-DRG system. It was approved by the
Workers’ Compensation Advisory Council on April 7, 2015.
Proper Notice to Providers of Changes to Contract Terms, Policies, Procedures and Fee
Schedules
Support statutory changes which require notification and consent by providers of changes to contract
terms, policies and procedures, and fee schedules.
RESULT: HF1303 (Mack)/SF1175 (Housley), was heard in House HHS Reform Committee and sent to the
House Commerce Committee. Given it is the first year of the biennium, the bills will remain alive for the
2016 legislative session.
Any Willing Provider – Network Participation
Support efforts to ensure state and federal laws are followed related to health plans granting network
participation to health care providers who accept and meet insurer’s terms and conditions.
RESULT: Not addressed

Risk Sharing Between Insurers and Providers in High Deductible Products
Health plans are the first line of interaction with consumers when providing insurance and thus when
consumers fall short of their health insurance deductible payments, greater risk sharing between
health plans and providers is needed.
RESULT: Not addressed
Simplify and Streamline Health Care Homes and Keeping Primary Care Viable (MMA)
 Simplify and streamline Health Care Home rules to permit broader participation by patients
with chronic conditions and reduce administrative overhead to providers. Reimbursement
should also be standardized and increased.
RESULT: Not addressed in legislation. However, at the 2015 MMGMA day on the hill, Rep. Erin Murphy
signaled she would be willing to work with our association to make improvements to the program.
Patient Focused Initiative – Honoring Choices Legislation
We support Honoring Choices Minnesota, a statewide collaborative, whose mission is to promote the
benefits and implement processes and methods of advance care planning to the community at large.
RESULT: Passed--Honoring Choices, an initiative of the Twin Cities Medical Society, was included in the
House Health and Human Services Omnibus Bill. The bill provided a one-time appropriation of $250,000
in the biennium ending June 30, 2017. This would be in the form of a grant from the general fund to a
“statewide advance care planning resource organization that has expertise in convening and
coordinating community-based strategies to encourage individuals, families, caregivers, and health care
providers to begin conversations regarding end-of-life care choices that express an individual's health
care values and preferences and are based on informed health care decisions. “

2015 BILL TRACKER

APPENDIX
HEALTH AND HUMAN SERVICES FINANCE BILL
HONORING CHOICES
Advanced Care Planning. $250,000 in
496.9fiscal year 2016 is from the general fund
496.10to award a grant to a statewide advance
496.11care planning resource organization that has
496.12expertise in convening and coordinating
496.13community-based strategies to encourage
496.14individuals, families, caregivers, and health
496.15care providers to begin conversations
496.16regarding end-of-life care choices that
496.17express an individual's health care values
496.18and preferences and are based on informed
496.19health care decisions. This is a onetime
496.20appropriation

MINNESOTA TELEMEDICINE ACT
347.26 Section 1. [62A.67] SHORT TITLE.
347.27Sections 62A.67 to 62A.672 may be cited as the "Minnesota Telemedicine Act."
347.28EFFECTIVE DATE.This section is effective January 1, 2016.
347.29 Sec. 2. [62A.671] DEFINITIONS.
348.1 Subdivision 1. Applicability. For purposes of sections 62A.67 to 62A.672, the
348.2terms defined in this section have the meanings given.
348.3 Subd. 2. Distant site. "Distant site" means a site at which a licensed health care
348.4provider is located while providing health care services or consultations by means of
348.5telemedicine.
348.6 Subd. 3. Health care provider. "Health care provider" has the meaning provided
348.7in section 62A.63, subdivision 2.
348.8 Subd. 4. Health carrier. "Health carrier" has the meaning provided in section
348.962A.011, subdivision 2.
348.10 Subd. 5. Health plan. "Health plan" means a health plan as defined in section
348.1162A.011, subdivision 3, and includes dental plans as defined in section 62Q.76, subdivision
348.123, but does not include dental plans that provide indemnity-based benefits, regardless of
348.13expenses incurred and are designed to pay benefits directly to the policyholder.
348.14 Subd. 6. Licensed health care provider. "Licensed health care provider" means a
348.15health care provider who is:
348.16(1) licensed under chapter 147, 147A, 148, 148B, 148E, 148F, 150A, or 153; a
348.17mental health professional as defined under section 245.462, subdivision 18, or 245.4871,

348.18subdivision 27; or vendor of medical care defined in section 256B.02, subdivision 7; and
348.19(2) authorized within their respective scope of practice to provide the particular
348.20service with no supervision or under general supervision.
348.21 Subd. 7. Originating site. "Originating site" means a site including, but not limited
348.22to, a health care facility at which a patient is located at the time health care services are
348.23provided to the patient by means of telemedicine.
348.24 Subd. 8. Store-and-forward technology. "Store-and-forward technology" means
348.25the transmission of a patient's medical information from an originating site to a health care
348.26provider at a distant site without the patient being present, or the delivery of telemedicine
348.27that does not occur in real time via synchronous transmissions.
348.28 Subd. 9. Telemedicine. "Telemedicine" means the delivery of health care services
348.29or consultations while the patient is at an originating site and the licensed health care
348.30provider is at a distant site. A communication between licensed health care providers
348.31that consists solely of a telephone conversation, e-mail, or facsimile transmission does
348.32not constitute telemedicine consultations or services. A communication between a
348.33licensed health care provider and a patient that consists solely of an e-mail or facsimile
348.34transmission does not constitute telemedicine consultations or services. Telemedicine may
348.35be provided by means of real-time two-way, interactive audio and visual communications,
348.36including the application of secure video conferencing or store-and-forward technology
349.1to provide or support health care delivery, which facilitate the assessment, diagnosis,
349.2consultation, treatment, education, and care management of a patient's health care.
349.3EFFECTIVE DATE.This section is effective January 1, 2016.
349.4 Sec. 3. [62A.672] COVERAGE OF TELEMEDICINE SERVICES.
349.5 Subdivision 1. Coverage of telemedicine. (a) A health plan sold, issued, or renewed
349.6by a health carrier for which coverage of benefits begins on or after January 1, 2017, shall
349.7include coverage for telemedicine benefits in the same manner as any other benefits covered
349.8under the policy, plan, or contract, and shall comply with the regulations of this section.
349.9(b) Nothing in this section shall be construed to:
349.10(1) require a health carrier to provide coverage for services that are not medically
349.11necessary;
349.12(2) prohibit a health carrier from establishing criteria that a health care provider
349.13must meet to demonstrate the safety or efficacy of delivering a particular service via
349.14telemedicine for which the health carrier does not already reimburse other health
349.15care providers for delivering via telemedicine, so long as the criteria are not unduly
349.16burdensome or unreasonable for the particular service; or
349.17(3) prevent a health carrier from requiring a health care provider to agree to certain
349.18documentation or billing practices designed to protect the health carrier or patients from
349.19fraudulent claims so long as the practices are not unduly burdensome or unreasonable
349.20for the particular service.
349.21 Subd. 2. Parity between telemedicine and in-person services. A health carrier
349.22shall not exclude a service for coverage solely because the service is provided via
349.23telemedicine and is not provided through in-person consultation or contact between a
349.24licensed health care provider and a patient.
349.25 Subd. 3. Reimbursement for telemedicine services. (a) A health carrier shall
349.26reimburse the distant site licensed health care provider for covered services delivered via
349.27telemedicine on the same basis and at the same rate as the health carrier would apply to
349.28those services if the services had been delivered in person by the distant site licensed
349.29health care provider.
349.30(b) It is not a violation of this subdivision for a health carrier to include a
349.31deductible, co-payment, or coinsurance requirement for a health care service provided via

349.32telemedicine, provided that the deductible, co-payment, or coinsurance is not in addition
349.33to, and does not exceed, the deductible, co-payment, or coinsurance applicable if the same
349.34services were provided through in-person contact.
350.1EFFECTIVE DATE.This section is effective January 1, 2016.

OPIOID PRESCRIBING, IMPROVEMENT AND MONITORING
PROGRAM
N EW TEXT

Sec. 30. [256B.0638] OPIOID PRESCRIBING IMPROVEMENT PROGRAM.
416.29 Subdivision 1. Program established. The commissioner of human services, in
416.30conjunction with the commissioner of health, shall coordinate and implement an opioid
416.31prescribing improvement program to reduce opioid dependency and substance use by
416.32Minnesotans due to the prescribing of opioid analgesics by health care providers.
416.33 Subd. 2. Definitions. (a) For purposes of this section, the terms defined in this
416.34subdivision have the meanings given them.
416.35(b) "Commissioner" means the commissioner of human services.
417.1(c) "Commissioners" means the commissioner of human services and the
417.2commissioner of health.
417.3(d) "DEA" means the United States Drug Enforcement Administration.
417.4 (e) "Minnesota health care program" means a public health care program
417.5administered by the commissioner of human services under chapters 256B and 256L, and
417.6the Minnesota restricted recipient program.
417.7(f) "Opioid disenrollment standards" means parameters of opioid prescribing
417.8practices that fall outside community standard thresholds for prescribing to such a degree
417.9that a provider must be disenrolled as a medical assistance provider.
417.10(g) "Opioid prescriber" means a licensed health care provider who prescribes opioids
417.11to medical assistance and MinnesotaCare enrollees under the fee-for-service system or
417.12under a managed care or county-based purchasing plan.
417.13 (h) "Opioid quality improvement standard thresholds" means parameters of opioid
417.14prescribing practices that fall outside community standards for prescribing to such a
417.15degree that quality improvement is required.
417.16(i) "Program" means the statewide opioid prescribing improvement program
417.17established under this section.
417.18(j) "Provider group" means a clinic, hospital, or primary or specialty practice group
417.19that employs, contracts with, or is affiliated with an opioid prescriber. Provider group does
417.20not include a professional association supported by dues-paying members.
417.21(k) "Sentinel measures" means measures of opioid use that identify variations in
417.22prescribing practices during the prescribing intervals.
417.23 Subd. 3. Opioid prescribing work group. (a) The commissioner of human
417.24services, in consultation with the commissioner of health, shall appoint the following
417.25voting members to an opioid prescribing work group:
417.26(1) two consumer members who have been impacted by an opioid abuse disorder or
417.27opioid dependence disorder, either personally or with family members;
417.28(2) one member who is a licensed physician actively practicing in Minnesota and
417.29registered as a practitioner with the DEA;
417.30(3) one member who is a licensed pharmacist actively practicing in Minnesota and
417.31registered as a practitioner with the DEA;
417.32(4) one member who is a licensed nurse practitioner actively practicing in Minnesota
417.33and registered as a practitioner with the DEA;

417.34(5) one member who is a licensed dentist actively practicing in Minnesota and
417.35registered as a practitioner with the DEA;
418.1(6) two members who are nonphysician licensed health care professionals actively
418.2engaged in the practice of their profession in Minnesota, and their practice includes
418.3treating pain;
418.4(7) one member who is a mental health professional who is licensed or registered
418.5in a mental health profession, who is actively engaged in the practice of that profession
418.6in Minnesota, and whose practice includes treating patients with chemical dependency
418.7or substance abuse;
418.8(8) one member who is a medical examiner for a Minnesota county;
418.9(9) one member of the Health Services Policy Committee established under section
418.10256B.0625, subdivisions 3c to 3e;
418.11(10) one member who is a medical director of a health plan company doing business
418.12in Minnesota;
418.13(11) one member who is a pharmacy director of a health plan company doing
418.14business in Minnesota; and
418.15(12) one member representing Minnesota law enforcement.
418.16(b) In addition, the work group shall include the following nonvoting members:
418.17(1) the medical director for the medical assistance program;
418.18(2) a member representing the Department of Human Services pharmacy unit; and
418.19(3) the medical director for the Department of Labor and Industry.
418.20(c) An honorarium of $200 per meeting and reimbursement for mileage and parking
418.21shall be paid to each voting member in attendance.
418.22 Subd. 4. Program components. (a) The working group shall recommend to the
418.23commissioners the components of the statewide opioid prescribing improvement program,
418.24including, but not limited to, the following:
418.25(1) developing criteria for opioid prescribing protocols, including:
418.26(i) prescribing for the interval of up to four days immediately after an acute painful
418.27event;
418.28(ii) prescribing for the interval of up to 45 days after an acute painful event; and
418.29(iii) prescribing for chronic pain, which for purposes of this program means pain
418.30lasting longer than 45 days after an acute painful event;
418.31(2) developing sentinel measures;
418.32(3) developing educational resources for opioid prescribers about communicating
418.33with patients about pain management and the use of opioids to treat pain;
418.34(4) developing opioid quality improvement standard thresholds and opioid
418.35disenrollment standards for opioid prescribers and provider groups. In developing opioid
418.36disenrollment standards, the standards may be described in terms of the length of time in
419.1which prescribing practices fall outside community standards and the nature and amount
419.2of opioid prescribing that fall outside community standards; and
419.3(5) addressing other program issues as determined by the commissioners.
419.4(b) The opioid prescribing protocols shall not apply to opioids prescribed for patients
419.5who are experiencing pain caused by a malignant condition or who are receiving hospice
419.6care, or to opioids prescribed as medication-assisted therapy to treat opioid dependency.
419.7(c) All opioid prescribers who prescribe opioids to Minnesota health care program
419.8enrollees must participate in the program in accordance with subdivision 5. Any other
419.9prescriber who prescribes opioids may comply with the components of this program
419.10described in paragraph (a) on a voluntary basis.
419.11 Subd. 5. Program implementation. (a) The commissioner shall implement the
419.12programs within the Minnesota health care program to improve the health of and quality
419.13of care provided to Minnesota health care program enrollees. The commissioner shall

419.14annually collect and report to opioid prescribers data showing the sentinel measures of
419.15their opioid prescribing patterns compared to their anonymized peers.
419.16(b) The commissioner shall notify an opioid prescriber and all provider groups
419.17with which the opioid prescriber is employed or affiliated when the opioid prescriber's
419.18prescribing pattern exceeds the opioid quality improvement standard thresholds. An
419.19opioid prescriber and any provider group that receives a notice under this paragraph shall
419.20submit to the commissioner a quality improvement plan for review and approval by the
419.21commissioner with the goal of bringing the opioid prescriber's prescribing practices into
419.22alignment with community standards. A quality improvement plan must include:
419.23(1) components of the program described in subdivision 4, paragraph (a);
419.24(2) internal practice-based measures to review the prescribing practice of the
419.25opioid prescriber and, where appropriate, any other opioid prescribers employed by or
419.26affiliated with any of the provider groups with which the opioid prescriber is employed or
419.27affiliated; and
419.28(3) appropriate use of the prescription monitoring program under section 152.126.
419.29(c) If, after a year from the commissioner's notice under paragraph (b), the opioid
419.30prescriber's prescribing practices do not improve so that they are consistent with
419.31community standards, the commissioner shall take one or more of the following steps:
419.32(1) monitor prescribing practices more frequently than annually;
419.33(2) monitor more aspects of the opioid prescriber's prescribing practices than the
419.34sentinel measures; or
420.1(3) require the opioid prescriber to participate in additional quality improvement
420.2efforts, including but not limited to mandatory use of the prescription monitoring program
420.3established under section 152.126.
420.4(d) The commissioner shall terminate from Minnesota health care programs all
420.5opioid prescribers and provider groups whose prescribing practices fall within the
420.6applicable opioid disenrollment standards.
420.7 Subd. 6. Data practices. (a) Reports and data identifying an opioid prescriber
420.8are private data on individuals as defined under section 13.02, subdivision 12, until an
420.9opioid prescriber is subject to termination as a medical assistance provider under this
420.10section. Notwithstanding this data classification, the commissioner shall share with all of
420.11the provider groups with which an opioid prescriber is employed or affiliated, a report
420.12identifying an opioid prescriber who is subject to quality improvement activities under
420.13subdivision 5, paragraph (b) or (c).
420.14(b) Reports and data identifying a provider group are nonpublic data as defined
420.15under section 13.02, subdivision 9, until the provider group is subject to termination as a
420.16medical assistance provider under this section.
420.17(c) Upon termination under this section, reports and data identifying an opioid
420.18prescriber or provider group are public, except that any identifying information of
420.19Minnesota health care program enrollees must be redacted by the commissioner.
420.20 Subd. 7. Annual report to legislature. By September 15, 2016, and annually
420.21thereafter, the commissioner of human services shall report to the legislature on the
420.22implementation of the opioid prescribing improvement program in the Minnesota health
420.23care programs. The report must include data on the utilization of opioids within the
420.24Minnesota health care programs.
\

MINNESOTA TASK FORCE ON HEALTH CARE FINANCING
Sec. 62. TASK FORCE ON HEALTH CARE FINANCING.
457.1 Subdivision 1. Task force. (a) The governor shall convene a task force on health
457.2care financing to advise the governor and legislature on strategies that will increase access
457.3to and improve the quality of health care for Minnesotans. These strategies shall include
457.4options for sustainable health care financing, coverage, purchasing, and delivery for all
457.5insurance affordability programs, including MNsure, medical assistance, MinnesotaCare,
457.6and individuals eligible to purchase coverage with federal advanced premium tax credits
457.7and cost-sharing subsidies.
457.8 (b) The task force shall consist of:
457.9 (1) seven members appointed by the senate, four members appointed by the majority
457.10leader of the senate, one of whom must be a legislator; and three members appointed by
457.11the minority leader of the senate, one of whom must be a legislator;
457.12 (2) seven members of the house of representatives, four members appointed by the
457.13speaker of the house, one of whom must be a legislator; and three members appointed by
457.14the minority leader of the house of representatives, one of whom must be a legislator;
457.15 (3) 11 members appointed by the governor, including public and private health care
457.16experts and consumer representatives. The consumer representatives must include one
457.17member from a nonprofit organization with legal expertise representing low-income
457.18consumers, at least one member from a broad-based nonprofit consumer advocacy
457.19organization, and at least one member from an organization representing consumers of
457.20color; and
457.21(4) the commissioners of human services, commerce, and health, and the executive
457.22director of MNsure, or their designees.
457.23 (c) The commissioner of human services and a member of the task force voted
457.24by the task force shall serve as cochairs of the task force. The commissioner of human
457.25services shall convene the first meeting and the members shall vote on the cochair position
457.26at the first meeting.
457.27 Subd. 2. Duties. (a) The task force shall consider opportunities, including
457.28alternatives to MNsure, options under section 1332 of the Patient Protection and Affordable
457.29Care Act, and options under a section 1115 waiver of the Social Security Act, including:
457.30 (1) options for providing and financing seamless coverage for persons
457.31otherwise eligible for insurance affordability programs, including medical assistance,
457.32MinnesotaCare, and advanced premium tax credits used to purchase commercial
457.33insurance. This includes, but is not limited to: alignment of eligibility and enrollment
457.34requirements; smoothing consumer cost-sharing across programs; alignment and
457.35alternatives to benefit sets; alternatives to the individual mandate; the employer mandate
457.36and penalties; advanced premium tax credits; and qualified health plans;
458.1 (2) options for transforming health care purchasing and delivery, including, but not
458.2limited to: expansion of value-based direct contracting with providers and other entities
458.3to reward improved health outcomes and reduced costs, including selective contracting;
458.4contracting to provide services to public programs and commercial products; and payment
458.5models that support and reward coordination of care across the continuum of services
458.6and programs;
458.7 (3) options for alignment, consolidation, and governance of certain operational
458.8components, including, but not limited to: MNsure; program eligibility, enrollment, call
458.9centers, and contracting; and the shared eligibility IT platform; and
458.10(4) examining the impact of options on the health care workforce and delivery
458.11system, including, but not limited to, rural and safety net providers, clinics, and hospitals.
458.12 (b) In development of the options in paragraph (a), the task force options and

458.13recommendations shall include the following goals:
458.14 (1) seamless consumer experience across all programs;
458.15 (2) reducing barriers to accessibility and affordability of coverage;
458.16 (3) improving sustainable financing of health programs, including impact on the
458.17state budget;
458.18 (4) assessing the impact of options for innovation on their potential to reduce
458.19health disparities;
458.20 (5) expanding innovative health care purchasing and delivery systems strategies that
458.21reduce cost and improve health;
458.22 (6) promoting effectively and efficiently aligning program resources and operations;
458.23and
458.24 (7) increasing transparency and accountability of program operations.
458.25 Subd. 3. Staff. (a) The commissioner of human services shall provide staff and
458.26administrative services for the task force. The commissioner may accept outside resources
458.27to help support its efforts and shall leverage its existing vendor contracts to provide
458.28technical expertise to develop options under subdivision 2. The commissioner of human
458.29services shall receive expedited review and publication of competitive procurements for
458.30additional vendor support needed to support the task force.
458.31 (b) Technical assistance shall be provided by the Departments of Health, Commerce,
458.32Human Services, and Management and Budget.
458.33 Subd. 4. Report. The commissioner of human services shall submit
458.34recommendations by January 15, 2016, to the governor and the chairs and ranking
459.1minority members of the legislative committees with jurisdiction over health, human
459.2services, and commerce policy and finance.
459.3 Subd. 5. Expiration. The task force expires the day after submitting the report
459.4required under subdivision 4.

HEALTH CARE DELIVERY PILOT PROGRAM
Sec. 32. [256B.0758] HEALTH CARE DELIVERY PILOT PROGRAM.
423.5(a) The commissioner may establish a health care delivery pilot program to test
423.6alternative and innovative integrated health care delivery networks, including accountable
423.7care organizations or a community-based collaborative care network created by or
423.8including North Memorial Health Care. If required, the commissioner shall seek federal
423.9approval of a new waiver request or amend an existing demonstration pilot project waiver.
423.10(b) Individuals eligible for the pilot program shall be individuals who are eligible for
423.11medical assistance under section 256B.055. The commissioner may identify individuals
423.12to be enrolled in the pilot program based on zip code or whether the individuals would
423.13benefit from an integrated health care delivery network.
423.14(c) In developing a payment system for the pilot programs, the commissioner shall
423.15establish a total cost of care for the individuals enrolled in the pilot program that equals
423.16the cost of care that would otherwise be spent for these enrollees in the prepaid medical
423.17assistance program.

BOARDS (MARRIAGE AND FAMILY THERAPY, MEDICAL
PRACTICE, NURSING, NURSING HOME ADMINISTRATORS)
The Board of Marriage and Family Therapy received an appropriation of $234,000 in 2016 and 237,000
in 2017.
The Board of Medical Practice received an appropriation of $3,933,000 in 2016 and $3,962,000 in 2017.
The Board of Nursing received an appropriation of $4,189,000 in 2016 and $4,243,000 in 2017.
The Board of Nursing Home Administrators received an appropriation of $2,365,000 in 2016 and
$2,062,000 in 2017.

MINNESOTA STROKE SYSTEM
505.18Minnesota Stroke System. $350,000 in
505.19fiscal year 2016 and $350,000 in fiscal
505.20year 2017 are from the general fund for the
505.21Minnesota stroke system.

OMNIBUS HEALTH & HUMAN SERVICES POLICY BILL
H.F. 1535—Chapter 78
Representative Tara Mack & Senator Kathy Sheran
Effective Various Dates
The bill provides reforms requested by the Department of Human Services.
Child care providers who work in the child’s home are not currently defined in law as Child Care
Assistance Program providers. The bill would add these types of providers into the definition and also
would remove weekends and holidays as filing days for when they must submit documentation.
Counties are not consistent when complying with the federal Indian Child Welfare Act and the Minnesota
Indian Family Preservation Act, according to the department. By tweaking definitions and clarifying state
requirements, DHS is hoping to increase compliance and to reduce disparities in the foster care system.
American Indian children are 15 times more likely to be removed from the home than a White child when
neglect or maltreatment allegations are made, according to the department.
The amendment also would require that solid evidence is needed that an American Indian child could be
harmed before removing the child from the family. The bill also grants tribes more flexibility when
determining where to hear a child maltreatment appeal. The change would bring Minnesota into federal
compliance with the Child Abuse Prevention and Treatment Act and clarify what child fatality
information may be disclosed to the public.
A shortage of qualified mental health workers leads the department to look at more ways of treating
patients. Certified peer specialists (those in recovery) could help alleviate workforce shortages by
assisting case managers with their daily duties. The bill mandates that DHS study this process to see if the
specialists could be used in more settings, such as hospitals and residential treatment facilities.
Currently, substance abuse treatment services must be given in-person to qualify for Medical Assistance
reimbursement. A bill provision will allow reimbursement if the services were provided through emerging
telemedicine sessions.
The last mental health provision seeks to increase access to applied behavior analysis services, an
intensive therapy for children with autism.
Below are some of the provisions of interest within the bill:

PROVIDER ENTITY CERTIFICATION
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Subd. 4.Provider entity certification. (a) Effective July 1, 2003, The
commissioner shall establish an initial provider entity application and certification process
and recertification process to determine whether a provider entity has an administrative
and clinical infrastructure that meets the requirements in subdivisions 5 and 6. A provider
entity must be certified for the three core rehabilitation services of psychotherapy, skills
training, and crisis assistance. The commissioner shall recertify a provider entity at least
every three years. The commissioner shall establish a process for decertification of a
provider entity and shall require corrective action, medical assistance repayment, or
decertification of a provider entity that no longer meets the requirements in this section or
that fails to meet the clinical quality standards or administrative standards provided by the
commissioner in the application and certification process.
(b) For purposes of this section, a provider entity must be:
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(1) an Indian health services facility or a facility owned and operated by a tribe or
tribal organization operating as a 638 facility under Public Law 93-638 certified by the state;
(2) a county-operated entity certified by the state; or
(3) a noncounty entity certified by the state.
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EFFECTIVE DATE. This section is effective the day following final enactment.

PROVIDER ENTITY ADMINISTRATIVE INFRASTRUCTURE
REQUIREMENTS
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Sec. 8. Minnesota Statutes 2014, section 256B.0943, subdivision 5, is amended to read:
Subd. 5.Provider entity administrative infrastructure requirements. (a) To be
an eligible provider entity under this section, a provider entity must have an administrative
infrastructure that establishes authority and accountability for decision making and
oversight of functions, including finance, personnel, system management, clinical practice,
and performance individual treatment outcomes measurement. An eligible provider entity
shall demonstrate the availability, by means of employment or contract, of at least one
backup mental health professional in the event of the primary mental health professional's
absence. The provider must have written policies and procedures that it reviews and
updates every three years and distributes to staff initially and upon each subsequent update.
(b) The administrative infrastructure written policies and procedures must include:
(1) personnel procedures, including a process for: (i) recruiting, hiring, training, and
retention of culturally and linguistically competent providers; (ii) conducting a criminal
background check on all direct service providers and volunteers; (iii) investigating,
reporting, and acting on violations of ethical conduct standards; (iv) investigating,
reporting, and acting on violations of data privacy policies that are compliant with
federal and state laws; (v) utilizing volunteers, including screening applicants, training
and supervising volunteers, and providing liability coverage for volunteers; and (vi)
documenting that each mental health professional, mental health practitioner, or mental
health behavioral aide meets the applicable provider qualification criteria, training criteria
under subdivision 8, and clinical supervision or direction of a mental health behavioral
aide requirements under subdivision 6;
(2) fiscal procedures, including internal fiscal control practices and a process for
collecting revenue that is compliant with federal and state laws;
(3) a performance measurement system, including monitoring to determine cultural
appropriateness of services identified in the individual treatment plan, as determined
by the client's culture, beliefs, values, and language, and family-driven services a
client-specific treatment outcomes measurement system, including baseline measures, to
measure a client's progress toward achieving mental health rehabilitation goals. Effective
July 1, 2017, to be eligible for medical assistance payment, a provider entity must report
individual client outcomes to the commissioner, using instruments and protocols approved
by the commissioner; and
(4) a process to establish and maintain individual client records. The client's records
must include:
(i) the client's personal information;
(ii) forms applicable to data privacy;
(iii) the client's diagnostic assessment, updates, results of tests, individual treatment
plan, and individual behavior plan, if necessary;
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(iv) documentation of service delivery as specified under subdivision 6;
(v) telephone contacts;
(vi) discharge plan; and
(vii) if applicable, insurance information.
(c) A provider entity that uses a restrictive procedure with a client must meet the
requirements of section 245.8261.

52.9

EFFECTIVE DATE. This section is effective the day following final enactment.

PROVIDER ENTITY CLINICAL INFRASTRUCTURE
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Sec. 9. Minnesota Statutes 2014, section 256B.0943, subdivision 6, is amended to read:
Subd. 6.Provider entity clinical infrastructure requirements. (a) To be
an eligible provider entity under this section, a provider entity must have a clinical
infrastructure that utilizes diagnostic assessment, individualized treatment plans,
service delivery, and individual treatment plan review that are culturally competent,
child-centered, and family-driven to achieve maximum benefit for the client. The provider
entity must review, and update as necessary, the clinical policies and procedures every
three years and, must distribute the policies and procedures to staff initially and upon each
subsequent update, and must train staff accordingly.
(b) The clinical infrastructure written policies and procedures must include policies
and procedures for:
(1) providing or obtaining a client's diagnostic assessment, including a diagnostic
assessment performed by an outside or independent clinician, that identifies acute and
chronic clinical disorders, co-occurring medical conditions, and sources of psychological
and environmental problems, including baselines, and a functional assessment. The
functional assessment component must clearly summarize the client's individual strengths
and needs. When required components of the diagnostic assessment, such as baseline
measures, are not provided in an outside or independent assessment or when baseline
measures cannot be attained in a one-session standard diagnostic assessment, the provider
entity must determine the missing information within 30 days and amend the child's
diagnostic assessment or incorporate the baselines into the child's individual treatment plan;
(2) developing an individual treatment plan that:
(i) is based on the information in the client's diagnostic assessment and baselines;
(ii) identified goals and objectives of treatment, treatment strategy, schedule for
accomplishing treatment goals and objectives, and the individuals responsible for
providing treatment services and supports;
(iii) is developed after completion of the client's diagnostic assessment by a mental
health professional or clinical trainee and before the provision of children's therapeutic
services and supports;
(iv) is developed through a child-centered, family-driven, culturally appropriate
planning process, including allowing parents and guardians to observe or participate in
individual and family treatment services, assessment, and treatment planning;
(v) is reviewed at least once every 90 days and revised, if necessary to document
treatment progress on each treatment objective and next goals or, if progress is not
documented, to document changes in treatment; and
(vi) is signed by the clinical supervisor and by the client or by the client's parent
or other person authorized by statute to consent to mental health services for the client.
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A client's parent may approve the client's individual treatment plan by secure electronic
signature or by documented oral approval that is later verified by written signature;
(3) developing an individual behavior plan that documents treatment strategies to be
provided by the mental health behavioral aide. The individual behavior plan must include:
(i) detailed instructions on the treatment strategies to be provided;
(ii) time allocated to each treatment strategy;
(iii) methods of documenting the child's behavior;
(iv) methods of monitoring the child's progress in reaching objectives; and
(v) goals to increase or decrease targeted behavior as identified in the individual
treatment plan;
(4) providing clinical supervision of the plans for mental health practitioner
practitioners and mental health behavioral aide aides. A mental health professional must
document the clinical supervision the professional provides by cosigning individual
treatment plans and making entries in the client's record on supervisory activities. The
clinical supervisor also shall document supervisee-specific supervision in the supervisee's
personnel file. Clinical supervision does not include the authority to make or terminate
court-ordered placements of the child. A clinical supervisor must be available for
urgent consultation as required by the individual client's needs or the situation. Clinical
supervision may occur individually or in a small group to discuss treatment and review
progress toward goals. The focus of clinical supervision must be the client's treatment
needs and progress and the mental health practitioner's or behavioral aide's ability to
provide services;
(4a) meeting day treatment and therapeutic preschool programs program conditions
in items (i) to (iii):
(i) the clinical supervisor must be present and available on the premises more than
50 percent of the time in a five-working-day period provider's standard working week
during which the supervisee is providing a mental health service;
(ii) the diagnosis and the client's individual treatment plan or a change in the
diagnosis or individual treatment plan must be made by or reviewed, approved, and signed
by the clinical supervisor; and
(iii) every 30 days, the clinical supervisor must review and sign the record indicating
the supervisor has reviewed the client's care for all activities in the preceding 30-day period;
(4b) meeting the clinical supervision standards in items (i) to (iv) for all other
services provided under CTSS:
(i) medical assistance shall reimburse for services provided by a mental health
practitioner who maintains a consulting relationship with is delivering services that fall
within the scope of the practitioner's practice and who is supervised by a mental health
professional who accepts full professional responsibility;
(ii) medical assistance shall reimburse for services provided by a mental health
behavioral aide who maintains a consulting relationship with is delivering services that fall
within the scope of the aide's practice and who is supervised by a mental health professional
who accepts full professional responsibility and has an approved plan for clinical
supervision of the behavioral aide. Plans will must be developed in accordance with
supervision standards defined in Minnesota Rules, part 9505.0371, subpart 4, items A to D;
(iii) the mental health professional is required to be present on site at the site
of service delivery for observation as clinically appropriate when the mental health
practitioner or mental health behavioral aide is providing CTSS services; and
(iv) when conducted, the on-site presence of the mental health professional must be
documented in the child's record and signed by the mental health professional who accepts
full professional responsibility;
(5) providing direction to a mental health behavioral aide. For entities that employ
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mental health behavioral aides, the clinical supervisor must be employed by the provider
entity or other certified children's therapeutic supports and services provider entity certified
to provide mental health behavioral aide services to ensure necessary and appropriate
oversight for the client's treatment and continuity of care. The mental health professional or
mental health practitioner giving direction must begin with the goals on the individualized
treatment plan, and instruct the mental health behavioral aide on how to construct
implement therapeutic activities and interventions that will lead to goal attainment. The
professional or practitioner giving direction must also instruct the mental health behavioral
aide about the client's diagnosis, functional status, and other characteristics that are likely
to affect service delivery. Direction must also include determining that the mental health
behavioral aide has the skills to interact with the client and the client's family in ways that
convey personal and cultural respect and that the aide actively solicits information relevant
to treatment from the family. The aide must be able to clearly explain or demonstrate the
activities the aide is doing with the client and the activities' relationship to treatment goals.
Direction is more didactic than is supervision and requires the professional or practitioner
providing it to continuously evaluate the mental health behavioral aide's ability to carry
out the activities of the individualized treatment plan and the individualized behavior plan.
When providing direction, the professional or practitioner must:
(i) review progress notes prepared by the mental health behavioral aide for accuracy
and consistency with diagnostic assessment, treatment plan, and behavior goals and the
professional or practitioner must approve and sign the progress notes;
(ii) identify changes in treatment strategies, revise the individual behavior plan,
and communicate treatment instructions and methodologies as appropriate to ensure
that treatment is implemented correctly;
(iii) demonstrate family-friendly behaviors that support healthy collaboration among
the child, the child's family, and providers as treatment is planned and implemented;
(iv) ensure that the mental health behavioral aide is able to effectively communicate
with the child, the child's family, and the provider; and
(v) record the results of any evaluation and corrective actions taken to modify the
work of the mental health behavioral aide;
(6) providing service delivery that implements the individual treatment plan and
meets the requirements under subdivision 9; and
(7) individual treatment plan review. The review must determine the extent to
which the services have met each of the goals and objectives in the previous treatment
plan. The review must assess the client's progress and ensure that services and treatment
goals continue to be necessary and appropriate to the client and the client's family or
foster family. Revision of the individual treatment plan does not require a new diagnostic
assessment unless the client's mental health status has changed markedly. The updated
treatment plan must be signed by the clinical supervisor and by the client, if appropriate,
and by the client's parent or other person authorized by statute to give consent to the
mental health services for the child.
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EFFECTIVE DATE. This section is effective the day following final enactment.

SERVICE DELIVERY CRITERIA
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Subd. 9.Service delivery criteria. (a) In delivering services under this section, a
certified provider entity must ensure that:
(1) each individual provider's caseload size permits the provider to deliver services
to both clients with severe, complex needs and clients with less intensive needs. The
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provider's caseload size should reasonably enable the provider to play an active role in
service planning, monitoring, and delivering services to meet the client's and client's
family's needs, as specified in each client's individual treatment plan;
(2) site-based programs, including day treatment and preschool programs, provide
staffing and facilities to ensure the client's health, safety, and protection of rights, and that
the programs are able to implement each client's individual treatment plan; and
(3) a day treatment program is provided to a group of clients by a multidisciplinary
team under the clinical supervision of a mental health professional. The day treatment
program must be provided in and by: (i) an outpatient hospital accredited by the Joint
Commission on Accreditation of Health Organizations and licensed under sections 144.50
to 144.55; (ii) a community mental health center under section 245.62; or (iii) an entity
that is certified under subdivision 4 to operate a program that meets the requirements of
section 245.4884, subdivision 2, and Minnesota Rules, parts 9505.0170 to 9505.0475. The
day treatment program must stabilize the client's mental health status while developing
and improving the client's independent living and socialization skills. The goal of the day
treatment program must be to reduce or relieve the effects of mental illness and provide
training to enable the client to live in the community. The program must be available
year-round at least three to five days per week, two or three hours per day, unless the
normal five-day school week is shortened by a holiday, weather-related cancellation, or
other district-wide reduction in a school week. A child transitioning into or out of day
treatment must receive a minimum treatment of one day a week for a two-hour time block.
The two-hour time block must include at least one hour of individual patient and/or family
or group psychotherapy. The remainder of the structured treatment program may include
individual patient and/or family or group psychotherapy, and individual or group skills
training, if included in the client's individual treatment plan. Day treatment programs are
not part of inpatient or residential treatment services. When a day treatment group that
meets the minimum group size requirement temporarily falls below the minimum group
size because of a member's temporary absence, medical assistance covers a group session
conducted for the group members in attendance. A day treatment program may provide
fewer than the minimally required hours for a particular child during a billing period in
which the child is transitioning into, or out of, the program; and.
(4) a therapeutic preschool program is a structured treatment program offered
to a child who is at least 33 months old, but who has not yet reached the first day of
kindergarten, by a preschool multidisciplinary team in a day program licensed under
Minnesota Rules, parts 9503.0005 to 9503.0175. The program must be available two
hours per day, five days per week, and 12 months of each calendar year. The structured
treatment program may include individual or group psychotherapy and individual or
group skills training, if included in the client's individual treatment plan. A therapeutic
preschool program may provide fewer than the minimally required hours for a particular
child during a billing period in which the child is transitioning into, or out of, the program.
(b) To be eligible for medical assistance payment, a provider entity must deliver the
service components of children's therapeutic services and supports in compliance with the
following requirements:
(1) individual patient and/or family, family, and group psychotherapy must be
delivered as specified in Minnesota Rules, part 9505.0372, subpart 6. Psychotherapy to
address the child's underlying mental health disorder must be documented as part of the
child's ongoing treatment. A provider must deliver, or arrange for, medically necessary
psychotherapy, unless the child's parent or caregiver chooses not to receive it. When a
provider delivering other services to a child under this section deems it not medically
necessary to provide psychotherapy to the child for a period of 90 days or longer, the
provider entity must document the medical reasons why psychotherapy is not necessary.
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When a provider determines that a child needs psychotherapy but psychotherapy cannot
be delivered due to a shortage of licensed mental health professionals in the child's
community, the provider must document the lack of access in the child's medical record;
(2) individual, family, or group skills training must be provided by a mental health
professional or a mental health practitioner who has a consulting relationship with is
delivering services that fall within the scope of the provider's practice and is supervised by
a mental health professional who accepts full professional responsibility for the training;.
Skills training is subject to the following requirements:
(i) a mental health professional, clinical trainee, or mental health practitioner shall
provide skills training;
(ii) skills training delivered to a child or the child's family must be targeted to the
specific deficits or maladaptations of the child's mental health disorder and must be
prescribed in the child's individual treatment plan;
(iii) the mental health professional delivering or supervising the delivery of skills
training must document any underlying psychiatric condition and must document how
skills training is being used in conjunction with psychotherapy to address the underlying
condition;
(iv) skills training delivered to the child's family must teach skills needed by parents
to enhance the child's skill development, to help the child utilize daily life skills taught by
a mental health professional, clinical trainee, or mental health practitioner, and to develop
or maintain a home environment that supports the child's progressive use of skills;
(v) group skills training may be provided to multiple recipients who, because of the
nature of their emotional, behavioral, or social dysfunction, can derive mutual benefit from
interaction in a group setting, which must be staffed as follows:
(A) one mental health professional or one clinical trainee or mental health
practitioner under supervision of a licensed mental health professional must work with a
group of three to eight clients; or
(B) two mental health professionals, two clinical trainees or mental health
practitioners under supervision of a licensed mental health professional, or one mental
health professional or clinical trainee and one mental health practitioner must work with a
group of nine to 12 clients;
(vi) a mental health professional, clinical trainee, or mental health practitioner must
have taught the psychosocial skill before a mental health behavioral aide may practice that
skill with the client; and
(vii) for group skills training, when a skills group that meets the minimum group
size requirement temporarily falls below the minimum group size because of a group
member's temporary absence, the provider may conduct the session for the group members
in attendance;
(3) crisis assistance to a child and family must be time-limited and designed include
development of a written plan that anticipates the particular factors specific to the child
that may precipitate a psychiatric crisis for the child in the near future. The written plan
must document actions that the family should be prepared to take to resolve or stabilize a
crisis through, such as advance arrangements for direct intervention and support services
to the child and the child's family. Crisis assistance must utilize include preparing
resources designed to address abrupt or substantial changes in the functioning of the child
or the child's family as evidenced by a when sudden change in behavior with negative
consequences for well being, or a loss of usual coping mechanisms is observed, or the
presentation of child begins to present a danger to self or others;
(4) mental health behavioral aide services must be medically necessary treatment
services, identified in the child's individual treatment plan and individual behavior plan,
which are performed minimally by a paraprofessional qualified according to subdivision
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7, paragraph (b), clause (3), and which are designed to improve the functioning of the
child in the progressive use of developmentally appropriate psychosocial skills. Activities
involve working directly with the child, child-peer groupings, or child-family groupings
to practice, repeat, reintroduce, and master the skills defined in subdivision 1, paragraph
(p) (t), as previously taught by a mental health professional, clinical trainee, or mental
health practitioner including:
(i) providing cues or prompts in skill-building peer-to-peer or parent-child
interactions so that the child progressively recognizes and responds to the cues
independently;
(ii) performing as a practice partner or role-play partner;
(iii) reinforcing the child's accomplishments;
(iv) generalizing skill-building activities in the child's multiple natural settings;
(v) assigning further practice activities; and
(vi) intervening as necessary to redirect the child's target behavior and to de-escalate
behavior that puts the child or other person at risk of injury.
A mental health behavioral aide must document the delivery of services in written progress
notes. To be eligible for medical assistance payment, mental health behavioral aide services
must be delivered to a child who has been diagnosed with an emotional disturbance or a
mental illness, as provided in subdivision 1, paragraph (a). The mental health behavioral
aide must implement treatment strategies in the individual treatment plan and the individual
behavior plan as developed by the mental health professional, clinical trainee, or mental
health practitioner providing direction for the mental health behavioral aide. The mental
health behavioral aide must document the delivery of services in written progress notes.
Progress notes must reflect implementation of the treatment strategies, as performed by
the mental health behavioral aide and the child's responses to the treatment strategies; and
(5) direction of a mental health behavioral aide must include the following:
(i) a clinical supervision plan approved by the responsible mental health professional;
(ii) (i) ongoing face-to-face observation of the mental health behavioral aide
delivering services to a child by a mental health professional or mental health practitioner
for at least a total of one hour during every 40 hours of service provided to a child; and
(iii) (ii) immediate accessibility of the mental health professional, clinical trainee, or
mental health practitioner to the mental health behavioral aide during service provision.;
(6) mental health service plan development must be performed in consultation
with the child's family and, when appropriate, with other key participants in the child's
life by the child's treating mental health professional or clinical trainee or by a mental
health practitioner and approved by the treating mental health professional. Treatment
plan drafting consists of development, review, and revision by face-to-face or electronic
communication. The provider must document events, including the time spent with
the family and other key participant's in the child's life to review, revise, and sign the
individual treatment plan; and
(7) to be eligible for payment, a diagnostic assessment must be complete with regard
to all required components, including multiple assessment appointments required for an
extended diagnostic assessment and the written report. Dates of the multiple assessment
appointments must be noted in the client's clinical record.
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EFFECTIVE DATE. This section is effective the day following final enactment.
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Sec. 12. Minnesota Statutes 2014, section 256B.0943, subdivision 11, is amended to
read:
Subd. 11.Documentation and billing. (a) A provider entity must document the
services it provides under this section. The provider entity must ensure that the entity's
documentation standards meet the requirements of federal and state laws documentation
complies with Minnesota Rules, parts 9505.2175 and 9505.2197. Services billed under
this section that are not documented according to this subdivision shall be subject to
monetary recovery by the commissioner. The provider entity may not bill for Billing
for covered service components under subdivision 2, paragraph (b), must not include
anything other than direct service time.
(b) An individual mental health provider must promptly document the following
in a client's record after providing services to the client:
(1) each occurrence of the client's mental health service, including the date, type,
length, and start and stop times, scope of the service as described in the child's individual
treatment plan, and outcome of the service compared to baselines and objectives;
(2) the name, dated signature, and credentials of the person who gave delivered
the service;
(3) contact made with other persons interested in the client, including representatives
of the courts, corrections systems, or schools. The provider must document the name
and date of each contact;
(4) any contact made with the client's other mental health providers, case manager,
family members, primary caregiver, legal representative, or the reason the provider did
not contact the client's family members, primary caregiver, or legal representative, if
applicable; and
(5) required clinical supervision directly related to the identified client's services and
needs, as appropriate., with co-signatures of the supervisor and supervisee; and
(6) the date when services are discontinued and reasons for discontinuation of
services.
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EFFECTIVE DATE. This section is effective the day following final enactment.

REQUIRED COVERED SERVICE COMPONENTS
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Sec. 13. Minnesota Statutes 2014, section 256B.0946, subdivision 1, is amended to read:
Subdivision 1.Required covered service components. (a) Effective May 23, 2013,
and subject to federal approval, medical assistance covers medically necessary intensive
treatment services described under paragraph (b) that are provided by a provider entity
eligible under subdivision 3 to a client eligible under subdivision 2 who is placed in a foster
home licensed under Minnesota Rules, parts 2960.3000 to 2960.3340, or placed in a foster
home licensed under the regulations established by a federally recognized Minnesota tribe.
(b) Intensive treatment services to children with mental illness residing in foster
family settings that comprise specific required service components provided in clauses (1)
to (5) are reimbursed by medical assistance when they meet the following standards:
(1) psychotherapy provided by a mental health professional as defined in Minnesota
Rules, part 9505.0371, subpart 5, item A, or a clinical trainee, as defined in Minnesota
Rules, part 9505.0371, subpart 5, item C;
(2) crisis assistance provided according to standards for children's therapeutic

62.14
62.15
62.16
62.17
62.18
62.19

services and supports in section 256B.0943;
(3) individual, family, and group psychoeducation services, defined in subdivision
1a, paragraph (q), provided by a mental health professional or a clinical trainee;
(4) clinical care consultation, as defined in subdivision 1a, and provided by a mental
health professional or a clinical trainee; and
(5) service delivery payment requirements as provided under subdivision 4.
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EFFECTIVE DATE. This section is effective the day following final enactment.
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Sec. 14. Minnesota Statutes 2014, section 256B.0947, subdivision 7a, is amended to
read:
Subd. 7a.Noncovered services. (a) The rate for intensive rehabilitative mental
health services must exclude does not include medical assistance payment for services not
covered under this section in clauses (1) to (7). Services not covered under this section
paragraph may be billed separately.:
(1) inpatient psychiatric hospital treatment;
(2) partial hospitalization;
(3) children's mental health day treatment services;
(4) physician services outside of care provided by a psychiatrist serving as a member
of the treatment team;
(5) room and board costs, as defined in section 256I.03, subdivision 6;
(6) home and community-based waiver services; and
(7) other mental health services identified in the child's individualized education
program.
(b) The following services are not covered under this section and are not eligible
for medical assistance payment under the per-client, per-day payment while youth are
receiving intensive rehabilitative mental health services:
(1) inpatient psychiatric hospital treatment;
(2) (1) mental health residential treatment; and
(3) partial hospitalization;
(4) physician services outside of care provided by a psychiatrist serving as a member
of the treatment team;
(5) room and board costs, as defined in section 256I.03, subdivision 6;
(6) children's mental health day treatment services; and
(7) (2) mental health behavioral aide services, as defined in section 256B.0943,
subdivision 1, paragraph (m).
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EFFECTIVE DATE. This section is effective the day following final enactment.

REPORT ON THE USE OF CERTIFIED PEER SPECIALISTS
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Sec. 15. REPORT ON THE USE OF CERTIFIED PEER SPECIALISTS.
The commissioner of human services shall study and report on the use of certified
peer specialists in the mental health system. The study and report shall include an
assessment of the use of certified peer specialists within existing resources, an evaluation
of the benefits of using certified peer specialists in hospital settings and intensive
residential treatment services (IRTS), an analysis of the existing duties of certified peer

63.20
63.21
63.22
63.23
63.24
63.25
63.26
63.27
63.28
63.29
63.30

specialists, options for expanding their duties and the benefits of expanding their duties,
methods for obtaining reimbursement for services they provide, an analysis of the cost
of expanding reimbursement, and any necessary proposed legislation. In assessing the
use of certified peer specialists in hospital settings and IRTS, the commissioner shall
make recommendations on how to obtain reimbursement for wraparound services by
these specialists and warm handoffs to community services that facilitate the successful
transition of persons with mental illness to the next level of care. The commissioner shall
include stakeholder input in the study and development of the report. The report and any
necessary proposed legislation shall be submitted to the chairs and ranking minority
members of the committees in the house of representatives and senate with jurisdiction
over health and human services finance by February 1, 2016.
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Sec. 5. [245.095] LIMITS ON RECEIVING PUBLIC FUNDS.
Subdivision 1.Prohibition. If a provider, vendor, or individual enrolled, licensed, or
receiving funds under a grant contract in any program administered by the commissioner
is excluded from any program administered by the commissioner, including under the
commissioner's powers and authorities in section 256.01, the commissioner shall prohibit
the excluded provider, vendor, or individual from enrolling or becoming licensed in any
other program administered by the commissioner. The duration of this prohibition must
last for the longest applicable sanction or disqualifying period in effect for the provider,
vendor, or individual permitted by state or federal law.
Subd. 2.Definitions. (a) For purposes of this section, the following definitions
have the meanings given them.
(b) "Excluded" means disenrolled, subject to license revocation or suspension,
disqualified, or subject to vendor debarment under Minnesota Rules, part 1230.1150.
(c) "Individual" means a natural person providing products or services as a provider
or vendor.
(d) "Provider" means an owner, controlling individual, license holder, director, or
managerial official.

PLAN FOR TRANSFER OF CLIENTS AND RECORDS UPON
CLOSURE
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Sec. 10. Minnesota Statutes 2014, section 245A.04, subdivision 15a, is amended to read:
Subd. 15a.Plan for transfer of clients and records upon closure. (a) Except for
license holders who reside on the premises and child care providers, an applicant for
initial or continuing licensure or certification must submit a written plan indicating how
the agency program will provide for ensure the transfer of clients and records for both
open and closed cases if the agency program closes. The plan must provide for managing
private and confidential information concerning agency program clients. The plan must
also provide for notifying affected clients of the closure at least 25 days prior to closure,
including information on how to access their medical records. A controlling individual of
the agency program must annually review and sign the plan.
(b) Plans for the transfer of open cases and case records must specify arrangements
the agency program will make to transfer clients to another agency provider or county
agency for continuation of services and to transfer the case record with the client.
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(c) Plans for the transfer of closed case records must be accompanied by a signed
agreement or other documentation indicating that a county or a similarly licensed agency
provider has agreed to accept and maintain the agency's program's closed case records and
to provide follow-up services as necessary to affected clients.

IMMEDIATE SUSPENSION EXPEDITED HEARING
69.7
69.8
69.9
69.10
69.11
69.12
69.13
69.14
69.15
69.16
69.17
69.18
69.19
69.20
69.21
69.22
69.23
69.24
69.25
69.26
69.27
69.28
69.29
69.30
69.31
69.32
69.33
69.34
70.1
70.2
70.3
70.4
70.5
70.6
70.7
70.8
70.9
70.10
70.11
70.12
70.13
70.14

Sec. 12. Minnesota Statutes 2014, section 245A.07, subdivision 2a, is amended to read:
Subd. 2a.Immediate suspension expedited hearing. (a) Within five working days
of receipt of the license holder's timely appeal, the commissioner shall request assignment
of an administrative law judge. The request must include a proposed date, time, and place
of a hearing. A hearing must be conducted by an administrative law judge within 30
calendar days of the request for assignment, unless an extension is requested by either
party and granted by the administrative law judge for good cause. The commissioner shall
issue a notice of hearing by certified mail or personal service at least ten working days
before the hearing. The scope of the hearing shall be limited solely to the issue of whether
the temporary immediate suspension should remain in effect pending the commissioner's
final order under section 245A.08, regarding a licensing sanction issued under subdivision
3 following the immediate suspension. For suspensions under subdivision 2, paragraph
(a), clause (1), the burden of proof in expedited hearings under this subdivision shall be
limited to the commissioner's demonstration that reasonable cause exists to believe that
the license holder's actions or failure to comply with applicable law or rule poses, or if the
actions of other individuals or conditions in the program poses an imminent risk of harm to
the health, safety, or rights of persons served by the program. "Reasonable cause" means
there exist specific articulable facts or circumstances which provide the commissioner
with a reasonable suspicion that there is an imminent risk of harm to the health, safety, or
rights of persons served by the program. When the commissioner has determined there is
reasonable cause to order the temporary immediate suspension of a license based on a
violation of safe sleep requirements, as defined in section 245A.1435, the commissioner is
not required to demonstrate that an infant died or was injured as a result of the safe sleep
violations. For suspensions under subdivision 2, paragraph (a), clause (2), the burden of
proof in expedited hearings under this subdivision shall be limited to the commissioner's
demonstration by a preponderance of evidence that, since the license was revoked, the
license holder committed additional violations of law or rule which may adversely affect
the health or safety of persons served by the program.
(b) The administrative law judge shall issue findings of fact, conclusions, and a
recommendation within ten working days from the date of hearing. The parties shall
have ten calendar days to submit exceptions to the administrative law judge's report.
The record shall close at the end of the ten-day period for submission of exceptions.
The commissioner's final order shall be issued within ten working days from the close
of the record. When an appeal of a temporary immediate suspension is withdrawn or
dismissed, the commissioner shall issue a final order affirming the temporary immediate
suspension within ten calendar days of the commissioner's receipt of the withdrawal or
dismissal. Within 90 calendar days after a final order affirming an immediate suspension,
the commissioner shall make a determination regarding whether a final licensing sanction
shall be issued under subdivision 3. The license holder shall continue to be prohibited
from operation of the program during this 90-day period.
(c) When the final order under paragraph (b) affirms an immediate suspension, and a
final licensing sanction is issued under subdivision 3 and the license holder appeals that
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sanction, the license holder continues to be prohibited from operation of the program
pending a final commissioner's order under section 245A.08, subdivision 5, regarding the
final licensing sanction.

OPIOID ADDICTION TREATMENT EDUCATION REQUIREMENT
FOR PROVIDERS LICENSED TO PROVIDE CHEMICAL
DEPENDENCY TREATMENT SERVICES
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All programs serving persons with substance use issues licensed by the commissioner
must provide educational information concerning: treatment options for opioid addiction,
including the use of a medication for the use of opioid addiction; and recognition of
and response to opioid overdose and the use and administration of naloxone, to clients
identified as having or seeking treatment for opioid addiction. The commissioner shall
develop educational materials that are supported by research and updated periodically that
must be used by programs to comply with this requirement.
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Sec. 22. Minnesota Statutes 2014, section 245A.192, subdivision 3, is amended to read:
Subd. 3.Medication orders. Prior to the program administering or dispensing a
medication used for the treatment of opioid addiction:
(1) a client-specific order must be received from an appropriately credentialed
physician who is enrolled as a Minnesota health care programs provider and meets all
applicable provider standards;
(2) the signed order must be documented in the client's record; and
(3) if the order is not directly issued by the physician, such as a verbal order, the
physician that issued the order must review the documentation and sign the order in the
client's record within 72 hours of the medication being administered or dispensed. The
physician must document whether the medication was administered or dispensed as
ordered. The license holder must report to the commissioner any medication error that
endangers a patient's health, as determined by the medical director.if the physician that
issued the order is not able to sign the order when issued, the unsigned order must be
entered in the client record at the time it was received, and the physician must review the
documentation and sign the order in the client's record within 72 hours of the medication
being ordered. The license holder must report to the commissioner any medication error
that endangers a patient's health, as determined by the medical director.

HIGH DOSE REQUIREMENT
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Sec. 23. Minnesota Statutes 2014, section 245A.192, is amended by adding a
subdivision to read:
Subd. 3a.High dose requirements. A client being administered or dispensed a
dose beyond that set forth in subdivision 5, paragraph (a), clause (1), that exceeds 150
milligrams of methadone or 24 milligrams of buprenorphine daily, and for each subsequent
increase, must meet face-to-face with a prescribing physician. The meeting must occur
before the administering or dispensing of the increased dose.
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Sec. 24. Minnesota Statutes 2014, section 245A.192, subdivision 5, is amended to read:
Subd. 5.Criteria for unsupervised use. (a) To limit the potential for diversion
of medication used for the treatment of opioid addiction to the illicit market, any such
medications dispensed to patients for unsupervised use shall be subject to the following
requirements:
(1) any patient in an opioid treatment program may receive a single take-home dose
for a day that the clinic is closed for business, including Sundays and state and federal
holidays; and
(2) treatment program decisions on dispensing medications used to treat opioid
addiction to patients for unsupervised use beyond that set forth in clause (1) shall be
determined by the medical director.
(b) The medical director A physician with authority to prescribe must consider the
criteria in this subdivision in determining whether a client may be permitted unsupervised
or take-home use of such medications. The criteria must also be considered when
determining whether dispensing medication for a client's unsupervised use is appropriate to
increase or to extend the amount of time between visits to the program. The criteria include:
(1) absence of recent abuse of drugs including but not limited to opioids,
nonnarcotics, and alcohol;
(2) regularity of program attendance;
(3) absence of serious behavioral problems at the program;
(4) absence of known recent criminal activity such as drug dealing;
(5) stability of the client's home environment and social relationships;
(6) length of time in comprehensive maintenance treatment;
(7) reasonable assurance that take-home medication will be safely stored within the
client's home; and
(8) whether the rehabilitative benefit the client derived from decreasing the frequency
of program attendance outweighs the potential risks of diversion or unsupervised use.
(c) The determination, including the basis of the determination, must be consistent
with the criteria in this subdivision and must be documented in the client's medical record.

84.10
84.11
84.12
84.13
84.14
84.15
84.16
84.17
84.18
84.19
84.20
84.21
84.22
84.23
84.24
84.25

Sec. 25. Minnesota Statutes 2014, section 245A.192, subdivision 10, is amended to
read:
Subd. 10.Nonmedication treatment services; documentation. (a) The program
must offer at least 50 consecutive minutes of individual or group therapy treatment services
as defined in Minnesota Rules, part 9530.6430, subpart 1, item A, subitem (1), per week,
for the first ten weeks following admission, and at least 50 consecutive minutes per month
thereafter. As clinically appropriate, the program may offer these services cumulatively
and not consecutively in increments of no less than 15 minutes over the required time
period, and for a total of 60 minutes of treatment services over the time period, and must
document the reason for providing services cumulatively in the client's record. The
program may offer additional levels of service when deemed clinically necessary.
(b) Notwithstanding the requirements of comprehensive assessments in Minnesota
Rules, part 9530.6422, the assessment must be completed within 21 days of service
initiation.
(c) Notwithstanding the requirements of individual treatment plans set forth in
Minnesota Rules, part 9530.6425:
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(1) treatment plan contents for maintenance clients are not required to include goals
the client must reach to complete treatment and have services terminated;
(2) treatment plans for clients in a taper or detox status must include goals the client
must reach to complete treatment and have services terminated;
(3) for the initial ten weeks after admission for all new admissions, readmissions, and
transfers, progress notes must be entered in a client's file at least weekly and be recorded
in each of the six dimensions upon the development of the treatment plan and thereafter.
Subsequently, the counselor must document progress no less than one time monthly,
recorded in the six dimensions or when clinical need warrants more frequent notations; and
(4) upon the development of the treatment plan and thereafter, treatment plan
reviews must occur weekly, or after each treatment service, whichever is less frequent,
for the first ten weeks of treatment for all new admissions, readmissions, and transfers
after the treatment plan is developed. Following the first ten weeks of treatment, treatment
plan reviews, reviews may occur monthly, unless the client has needs that warrant more
frequent revisions or documentation.

PRESCRIPTION MONITORING PROGRAM
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Sec. 26. Minnesota Statutes 2014, section 245A.192, subdivision 11, is amended to read:
Subd. 11.Prescription monitoring program. (a) Upon admission to a methadone
clinic outpatient treatment program, clients shall be notified that the Department of Human
Services and the medical director will monitor the prescription monitoring program to
review the prescribed controlled drugs the clients have received. The medical director or
the medical director's delegate must review data from the Minnesota Board of Pharmacy
prescription monitoring program (PMP) established under section 152.126 prior to the
client being ordered any controlled substance as defined under section 152.126, subdivision
1, paragraph (b), including medications used for the treatment of opioid addiction. The
subsequent reviews of the PMP data must occur quarterly and be documented in the
client's individual file. When the PMP data shows a recent history of multiple prescribers
or multiple prescriptions for controlled substances, then subsequent reviews of the PMP
data must occur monthly and be documented in the client's individual file. If, at any time,
the medical director believes the use of the controlled substances places the client at risk
of harm, the program must seek the client's consent to discuss the client's opioid treatment
with other prescribers and must seek consent for the other prescriber to disclose to the
opioid treatment program's medical director the client's condition that formed the basis of
the other prescriptions. Additionally, any findings from the PMP data that are relevant to
the medical director's course of treatment for the client must be documented in the client's
individual file. A review of the PMP is not required for every medication dose adjustment.
The program must develop and maintain a policy and procedure that requires the ongoing
monitoring of the data from the prescription monitoring program for each client. The policy
and procedure must include how the program will meet the requirements in paragraph (b).
(b) If a medication used for the treatment of opioid addiction is administered or
dispensed to a client, the license holder shall be subject to the following requirements:
(1) upon admission to a methadone clinic outpatient treatment program, clients must
be notified in writing that the commissioner of human services and the medical director
will monitor the prescription monitoring program to review the prescribed controlled
drugs the clients have received;
(2) the medical director or the medical director's delegate must review the data from
the Minnesota Board of Pharmacy prescription monitoring program (PMP) established
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under section 152.126 prior to the client being ordered any controlled substance, as
defined under section 152.126, subdivision 1, paragraph (c), including medications used
for the treatment of opioid addiction, and subsequent reviews of the PMP data must occur
at least every 90 days;
(3) a copy of the PMP data reviewed must be maintained in the client file;
(4) when the PMP data contains a recent history of multiple prescribers or multiple
prescriptions for controlled substances, the physician's review of the data and subsequent
actions must be documented in the client's individual file within 72 hours and must contain
the medical director's determination of whether or not the prescriptions place the client at
risk of harm and the actions to be taken in response to the PMP findings. In addition, the
provider must conduct subsequent reviews of the PMP on a monthly basis; and
(5) if at any time the medical director believes the use of the controlled substances
places the client at risk of harm, the program must seek the client's consent to discuss
the client's opioid treatment with other prescribers and must seek consent for the other
prescriber to disclose to the opioid treatment program's medical director the client's
condition that formed the basis of the other prescriptions. If the information is not
obtained within seven days, the medical director must document whether or not changes
to the client's medication dose or number of take-home doses are necessary until the
information is obtained.
(c) The commissioner shall collaborate with the Minnesota Board of Pharmacy
to develop and implement an electronic system through which the commissioner shall
routinely access the data from the Minnesota Board of Pharmacy prescription monitoring
program established under section 152.126 for the purpose of determining whether
any client enrolled in an opioid addiction treatment program licensed according to this
section has also been prescribed or dispensed a controlled substance in addition to
that administered or dispensed by the opioid addiction treatment program. When the
commissioner determines there have been multiple prescribers or multiple prescriptions of
controlled substances, the commissioner shall:
(1) inform the medical director of the opioid treatment program only that the
commissioner determined the existence of multiple prescribers or multiple prescriptions of
controlled substances; and
(2) direct the medical director of the opioid treatment program to access the data
directly, review the effect of the multiple prescribers or multiple prescriptions, and
document the review.
(c)(d) If determined necessary, the commissioner shall seek a federal waiver of, or
exception to, any applicable provision of Code of Federal Regulations, title 42, section
2.34(c), prior to implementing this subdivision.

A PROGRAM’S DUTY TO REPORT SUSPECTED DRUG
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Sec. 27. Minnesota Statutes 2014, section 245A.192, is amended by adding a
subdivision to read:
Subd. 15.A program's duty to report suspected drug diversion. (a) To the
fullest extent permitted under Code of Federal Regulations, title 42, sections 2.1 to 2.67,
a program shall report to law enforcement any credible evidence that the program or its
personnel knows, or reasonably should know, that is directly related to a diversion crime
on the premises of the program, or a threat to commit a diversion crime.
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(b) "Diversion crime," for the purposes of this section, means diverting, attempting
to divert, or conspiring to divert schedule I, II, III, or IV drugs, as defined in section
152.02, on the program's premises.
(c) The program must document its compliance with the requirement in paragraph
(a) in either a client's record or an incident report.
(d) Failure to comply with the duty in paragraph (a) may result in sanctions as
provided in sections 245A.06 and 245A.07.
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Sec. 28. Minnesota Statutes 2014, section 245A.192, is amended by adding a
subdivision to read:

CARDIOPULMONARY RESUSCITATION
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Sec. 30. Minnesota Statutes 2014, section 245A.40, subdivision 4, is amended to read:
Subd. 4.Cardiopulmonary resuscitation. (a) All teachers and assistant teachers
in a child care center governed by Minnesota Rules, parts 9503.0005 to 9503.0170, and
at least one staff person during field trips and when transporting children in care, must
satisfactorily complete training in cardiopulmonary resuscitation (CPR) that includes CPR
techniques for infants and children and in the treatment of obstructed airways that includes
CPR techniques for infants and children. The CPR training must be completed within 90
days of the start of work, unless the training has been completed within the previous
three years. The CPR training must have been provided by an individual approved to
provide CPR instruction, must be repeated at least once every three years, and must be
documented in the staff person's records.
(b) Notwithstanding paragraph (a), which allows 90 days to complete training, at
least one staff person who has satisfactorily completed cardiopulmonary resuscitation
training must be present at all times in the center, during field trips, and when transporting
children in care.
(b) (c) CPR training may be provided for less than four hours.
(c) (d) Persons providing CPR training must use CPR training that has been
developed:
(1) by the American Heart Association or the American Red Cross and incorporates
psychomotor skills to support the instruction; or
(2) using nationally recognized, evidence-based guidelines for CPR and incorporates
psychomotor skills to support the instruction.

SUPPLEMENTAL NURSING SERVICES AGENCIES
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Sec. 34. Minnesota Statutes 2014, section 245C.04, subdivision 4, is amended to read:
Subd. 4.Supplemental nursing services agencies. (a) The commissioner shall
conduct a background study of an individual required to be studied under section 245C.03,
subdivision 3, at least upon application for registration under section 144A.71, subdivision
1.
(b) Each supplemental nursing services agency must initiate background studies
using the electronic system known as NETStudy before an individual begins a position
allowing direct contact with persons served by the agency and annually thereafter.
(c) A supplemental nursing services agency that initiates background studies through
NETStudy 2.0 is exempt from the requirement to initiate annual background studies under
paragraph (b) for individuals who are on the agency's active roster.
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EFFECTIVE DATE. This section is effective the day following final enactment.

PERSONNEL AGENCIES; EDUCATIONAL PROGRAMS;
PROFESSIONAL SERVICES AGENCIES
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Sec. 35. Minnesota Statutes 2014, section 245C.04, subdivision 5, is amended to read:
Subd. 5.Personnel agencies; educational programs; professional services
agencies. (a) Agencies, programs, and individuals who initiate background studies under
section 245C.03, subdivision 4, must initiate the studies annually using the electronic
system known as NETStudy.
(b) Agencies, programs, and individuals who initiate background studies through
NETStudy 2.0 are exempt from the requirement to initiate annual background studies
under paragraph (a) for individuals who are on the agency's or program's active roster.
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EFFECTIVE DATE. This section is effective the day following final enactment.

CULTURAL AND ETHNIC COMMUNITIES LEADERSHIP
COUNCIL
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Subdivision 1.Establishment; purpose. There is hereby established the Cultural
and Ethnic Communities Leadership Council for the Department of Human Services. The
purpose of the council is to advise the commissioner of human services on reducing
disparities that affect racial and ethnic groups.
Subd. 2.Members. (a) The council must consist of:
(1) the chairs and ranking minority members of the committees in the house of
representatives and the senate with jurisdiction over human services; and
(2) no fewer than 15 and no more than 25 members appointed by and serving at
the pleasure of the commissioner of human services, in consultation with county, tribal,
cultural, and ethnic communities; diverse program participants; and parent representatives
from these communities.
(b) In making appointments under this section, the commissioner shall give priority
consideration to public members of the legislative councils of color established under
chapter 3.
(c) Members must be appointed to allow for representation of the following groups:
(1) racial and ethnic minority groups;
(2) the American Indian community, which must be represented by two members;
(3) culturally and linguistically specific advocacy groups and service providers;
(4) human services program participants;
(5) public and private institutions;
(6) parents of human services program participants;
(7) members of the faith community;
(8) Department of Human Services employees; and
(9) any other group the commissioner deems appropriate to facilitate the goals
and duties of the council.
Subd. 3.Guidelines. The commissioner shall direct the development of guidelines
defining the membership of the council; setting out definitions; and developing duties of
the commissioner, the council, and council members regarding racial and ethnic disparities
reduction. The guidelines must be developed in consultation with:
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(1) the chairs of relevant committees; and
(2) county, tribal, and cultural communities and program participants from these
communities.
Subd. 4.Chair. The commissioner shall appoint a chair.
Subd. 5.Terms for first appointees. The initial members appointed shall serve
until January 15, 2016.
Subd. 6.Terms. A term shall be for two years and appointees may be reappointed
to serve two additional terms. The commissioner shall make appointments to replace
members vacating their positions by January 15 of each year.
Subd. 7.Duties of commissioner. (a) The commissioner of human services or the
commissioner's designee shall:
(1) maintain the council established in this section;
(2) supervise and coordinate policies for persons from racial, ethnic, cultural,
linguistic, and tribal communities who experience disparities in access and outcomes;
(3) identify human services rules or statutes affecting persons from racial, ethnic,
cultural, linguistic, and tribal communities that may need to be revised;
(4) investigate and implement cost-effective models of service delivery such as
careful adaptation of clinically proven services that constitute one strategy for increasing the
number of culturally relevant services available to currently underserved populations; and
(5) based on recommendations of the council, review identified department
policies that maintain racial, ethnic, cultural, linguistic, and tribal disparities, and make
adjustments to ensure those disparities are not perpetuated.
(b) The commissioner of human services or the commissioner's designee shall
consult with the council and receive recommendations from the council when meeting the
requirements in this subdivision.
Subd. 8.Duties of council. The council shall:
(1) recommend to the commissioner for review identified policies in the Department
of Human Services that maintain racial, ethnic, cultural, linguistic, and tribal disparities;
(2) identify issues regarding disparities by engaging diverse populations in human
services programs;
(3) engage in mutual learning essential for achieving human services parity and
optimal wellness for service recipients;
(4) raise awareness about human services disparities to the legislature and media;
(5) provide technical assistance and consultation support to counties, private
nonprofit agencies, and other service providers to build their capacity to provide equitable
human services for persons from racial, ethnic, cultural, linguistic, and tribal communities
who experience disparities in access and outcomes;
(6) provide technical assistance to promote statewide development of culturally
and linguistically appropriate, accessible, and cost-effective human services and related
policies;
(7) provide training and outreach to facilitate access to culturally and linguistically
appropriate, accessible, and cost-effective human services to prevent disparities;
(8) facilitate culturally appropriate and culturally sensitive admissions, continued
services, discharges, and utilization review for human services agencies and institutions;
(9) form work groups to help carry out the duties of the council that include, but are
not limited to, persons who provide and receive services and representatives of advocacy
groups, and provide the work groups with clear guidelines, standardized parameters, and
tasks for the work groups to accomplish;
(10) promote information sharing in the human services community and statewide;
and
(11) by February 15 each year, prepare and submit to the chairs and ranking minority
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members of the committees in the house of representatives and the senate with jurisdiction
over human services a report that summarizes the activities of the council, identifies
the major problems and issues confronting racial and ethnic groups in accessing human
services, makes recommendations to address issues, and lists the specific objectives that
the council seeks to attain during the next biennium. The report must also include a list of
programs, groups, and grants used to reduce disparities, and statistically valid reports of
outcomes on the reduction of the disparities.
Subd. 9.Duties of council members. The members of the council shall:
(1) attend and participate in scheduled meetings and be prepared by reviewing
meeting notes;
(2) maintain open communication channels with respective constituencies;
(3) identify and communicate issues and risks that could impact the timely
completion of tasks;
(4) collaborate on disparity reduction efforts;
(5) communicate updates of the council's work progress and status on the
Department of Human Services Web site; and
(6) participate in any activities the council or chair deems appropriate and necessary
to facilitate the goals and duties of the council.
Subd. 10.Expiration. The council expires on June 30, 2020.

102.19 EFFECTIVE DATE. This section is effective retroactively from March 15, 2015.

WRONGFULLY OBTAINING ASSISTANCE
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Sec. 51. Minnesota Statutes 2014, section 256.98, subdivision 1, is amended to read:
Subdivision 1.Wrongfully obtaining assistance. A person who commits any of
the following acts or omissions with intent to defeat the purposes of sections 145.891 to
145.897, the MFIP program formerly codified in sections 256.031 to 256.0361, the AFDC
program formerly codified in sections 256.72 to 256.871, chapters 256B, 256D, 256J,
256K, or 256L, and child care assistance programs, and emergency assistance programs
under section 256D.06, is guilty of theft and shall be sentenced under section 609.52,
subdivision 3, clauses (1) to (5):
(1) obtains or attempts to obtain, or aids or abets any person to obtain by means of
a willfully false statement or representation, by intentional concealment of any material
fact, or by impersonation or other fraudulent device, assistance or the continued receipt of
assistance, to include child care assistance or vouchers produced according to sections
145.891 to 145.897 and MinnesotaCare services according to sections 256.9365, 256.94,
and 256L.01 to 256L.15, to which the person is not entitled or assistance greater than that
to which the person is entitled;
(2) knowingly aids or abets in buying or in any way disposing of the property of a
recipient or applicant of assistance without the consent of the county agency; or
(3) obtains or attempts to obtain, alone or in collusion with others, the receipt of
payments to which the individual is not entitled as a provider of subsidized child care, or
by furnishing or concurring in a willfully false claim for child care assistance.
The continued receipt of assistance to which the person is not entitled or greater
than that to which the person is entitled as a result of any of the acts, failure to act, or
concealment described in this subdivision shall be deemed to be continuing offenses from
the date that the first act or failure to act occurred.
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Sec. 52. Minnesota Statutes 2014, section 256B.0625, is amended by adding a
subdivision to read:
Subd. 17b.Documentation required. (a) As a condition for payment,
nonemergency medical transportation providers must document each occurrence of a
service provided to a recipient according to this subdivision. Providers must maintain
odometer and other records sufficient to distinguish individual trips with specific vehicles
and drivers. The documentation may be collected and maintained using electronic systems
or software or in paper form but must be made available and produced upon request.
Program funds paid for transportation that is not documented according to this subdivision
shall be recovered by the department.
(b) A nonemergency medical transportation provider must compile transportation
records that meet the following requirements:
(1) the record must be in English and must be legible according to the standard
of a reasonable person;
(2) the recipient's name must be on each page of the record; and
(3) each entry in the record must document:
(i) the date on which the entry is made;
(ii) the date or dates the service is provided;
(iii) the printed last name, first name, and middle initial of the driver;
(iv) the signature of the driver attesting to the following: "I certify that I have
accurately reported in this record the trip miles I actually drove and the dates and times I
actually drove them. I understand that misreporting the miles driven and hours worked is
fraud for which I could face criminal prosecution or civil proceedings.";
(v) the signature of the recipient or authorized party attesting to the following: "I
certify that I received the reported transportation service.", or the signature of the provider
of medical services certifying that the recipient was delivered to the provider;
(vi) the address, or the description if the address is not available, of both the origin
and destination, and the mileage for the most direct route from the origin to the destination;
(vii) the mode of transportation in which the service is provided;
(viii) the license plate number of the vehicle used to transport the recipient;
(ix) whether the service was ambulatory or nonambulatory until the modes under
subdivision 17 are implemented;
(x) the time of the pickup and the time of the drop-off with "a.m." and "p.m."
designations;
(xi) the name of the extra attendant when an extra attendant is used to provide
special transportation service; and
(xii) the electronic source documentation used to calculate driving directions and
mileage.

MEDICAL SUPPLIES AND EQUIPMENT
116.7
116.8
116.9
116.10
116.11
116.12

Subd. 31.Medical supplies and equipment. (a) Medical assistance covers medical
supplies and equipment. Separate payment outside of the facility's payment rate shall
be made for wheelchairs and wheelchair accessories for recipients who are residents
of intermediate care facilities for the developmentally disabled. Reimbursement for
wheelchairs and wheelchair accessories for ICF/DD recipients shall be subject to the same
conditions and limitations as coverage for recipients who do not reside in institutions. A
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wheelchair purchased outside of the facility's payment rate is the property of the recipient.
The commissioner may set reimbursement rates for specified categories of medical
supplies at levels below the Medicare payment rate.
(b) Vendors of durable medical equipment, prosthetics, orthotics, or medical supplies
must enroll as a Medicare provider.
(c) When necessary to ensure access to durable medical equipment, prosthetics,
orthotics, or medical supplies, the commissioner may exempt a vendor from the Medicare
enrollment requirement if:
(1) the vendor supplies only one type of durable medical equipment, prosthetic,
orthotic, or medical supply;
(2) the vendor serves ten or fewer medical assistance recipients per year;
(3) the commissioner finds that other vendors are not available to provide same or
similar durable medical equipment, prosthetics, orthotics, or medical supplies; and
(4) the vendor complies with all screening requirements in this chapter and Code of
Federal Regulations, title 42, part 455. The commissioner may also exempt a vendor from
the Medicare enrollment requirement if the vendor is accredited by a Centers for Medicare
and Medicaid Services approved national accreditation organization as complying with
the Medicare program's supplier and quality standards and the vendor serves primarily
pediatric patients.
(d) Durable medical equipment means a device or equipment that:
(1) can withstand repeated use;
(2) is generally not useful in the absence of an illness, injury, or disability; and
(3) is provided to correct or accommodate a physiological disorder or physical
condition or is generally used primarily for a medical purpose.
(e) Electronic tablets may be considered durable medical equipment if the electronic
tablet will be used as an augmentative and alternative communication system as defined
under subdivision 31a, paragraph (a). To be covered by medical assistance, the device
must be locked in order to prevent use not related to communication.
(f) Notwithstanding the requirement in paragraph (e) that an electronic tablet must
be locked to prevent use not as an augmentative communication device, a recipient of
waiver services may use an electronic tablet for a use not related to communication when
the recipient has been authorized under the waiver to receive one or more additional
applications that can be loaded onto the electronic tablet, such that allowing the additional
use prevents the purchase of a separate electronic tablet with waiver funds.

OBSOLETE RULES REGARDING PRIOR AUTHORIZATIONS FOR
MEDICAL SUPPLIES AND EQUIPMENT
117.13 Sec. 3. OBSOLETE RULES REGARDING PRIOR AUTHORIZATIONS FOR
117.14 MEDICAL SUPPLIES AND EQUIPMENT.
117.15 (a) The commissioner of human services shall amend Minnesota Rules, part
117.16 9505.0310, subpart 3, to remove the following medical supplies and equipment from the
117.17 list for which prior authorization is required as a condition of medical assistance payment:
117.18 a nondurable medical supply that costs more than the performance agreement limit;
117.19 and durable medical equipment, prostheses, and orthoses if the cost of their purchase,
117.20 projected cumulative rental for the period of the recipient's expected use, or repairs
117.21 exceeds the performance agreement limit.
117.22 (b) The commissioner of human services shall amend Minnesota Rules, part
117.23 9505.0365, subpart 3, to remove the requirement that prior authorization for an ambulatory
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aid is required for an aid that costs in excess of the limits specified in the provider's
performance agreement.
(c) The commissioner may use the good cause exemption in Minnesota Statutes,
section 14.388, subdivision 1, clause (3), to adopt rules under this section. Minnesota
Statutes, section 14.386, does not apply except as provided in Minnesota Statutes, section
14.388.

SENIOR LINKAGE LINE
128.16
128.17
128.18
128.19
128.20
128.21
128.22
128.23
128.24
128.25
128.26
128.27
128.28
128.29
128.30
128.31
128.32
128.33
128.34
128.35
129.1
129.2
129.3
129.4
129.5
129.6
129.7
129.8
129.9
129.10
129.11
129.12
129.13
129.14
129.15
129.16
129.17
129.18
129.19
129.20
129.21
129.22

Sec. 9. Minnesota Statutes 2014, section 256.975, subdivision 7, is amended to read:
Subd. 7.Consumer information and assistance and long-term care options
counseling; Senior LinkAge Line. (a) The Minnesota Board on Aging shall operate a
statewide service to aid older Minnesotans and their families in making informed choices
about long-term care options and health care benefits. Language services to persons
with limited English language skills may be made available. The service, known as
Senior LinkAge Line, shall serve older adults as the designated Aging and Disability
Resource Center under United States Code, title 42, section 3001, the Older Americans
Act Amendments of 2006 in partnership with the Disability Linkage Line under section
256.01, subdivision 24, and must be available during business hours through a statewide
toll-free number and the Internet. The Minnesota Board on Aging shall consult with,
and when appropriate work through, the area agencies on aging counties, and other
entities that serve aging and disabled populations of all ages, to provide and maintain
the telephone infrastructure and related support for the Aging and Disability Resource
Center partners which agree by memorandum to access the infrastructure, including the
designated providers of the Senior LinkAge Line and the Disability Linkage Line.
(b) The service must provide long-term care options counseling by assisting older
adults, caregivers, and providers in accessing information and options counseling about
choices in long-term care services that are purchased through private providers or available
through public options. The service must:
(1) develop and provide for regular updating of a comprehensive database that
includes detailed listings in both consumer- and provider-oriented formats that can provide
search results down to the neighborhood level;
(2) make the database accessible on the Internet and through other telecommunication
and media-related tools;
(3) link callers to interactive long-term care screening tools and make these tools
available through the Internet by integrating the tools with the database;
(4) develop community education materials with a focus on planning for long-term
care and evaluating independent living, housing, and service options;
(5) conduct an outreach campaign to assist older adults and their caregivers in
finding information on the Internet and through other means of communication;
(6) implement a messaging system for overflow callers and respond to these callers
by the next business day;
(7) link callers with county human services and other providers to receive more
in-depth assistance and consultation related to long-term care options;
(8) link callers with quality profiles for nursing facilities and other home and
community-based services providers developed by the commissioners of health and
human services;
(9) develop an outreach plan to seniors and their caregivers with a particular focus
on establishing a clear presence in places that seniors recognize and:
(i) place a significant emphasis on improved outreach and service to seniors and
their caregivers by establishing annual plans by neighborhood, city, and county, as
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necessary, to address the unique needs of geographic areas in the state where there are
dense populations of seniors;
(ii) establish an efficient workforce management approach and assign community
living specialist staff and volunteers to geographic areas as well as aging and disability
resource center sites so that seniors and their caregivers and professionals recognize the
Senior LinkAge Line as the place to call for aging services and information;
(iii) recognize the size and complexity of the metropolitan area service system by
working with metropolitan counties to establish a clear partnership with them, including
seeking county advice on the establishment of local aging and disabilities resource center
sites; and
(iv) maintain dashboards with metrics that demonstrate how the service is expanding
and extending or enhancing its outreach efforts in dispersed or hard to reach locations in
varied population centers;
(10) incorporate information about the availability of housing options, as well as
registered housing with services and consumer rights within the MinnesotaHelp.info
network long-term care database to facilitate consumer comparison of services and costs
among housing with services establishments and with other in-home services and to
support financial self-sufficiency as long as possible. Housing with services establishments
and their arranged home care providers shall provide information that will facilitate price
comparisons, including delineation of charges for rent and for services available. The
commissioners of health and human services shall align the data elements required by
section 144G.06, the Uniform Consumer Information Guide, and this section to provide
consumers standardized information and ease of comparison of long-term care options.
The commissioner of human services shall provide the data to the Minnesota Board on
Aging for inclusion in the MinnesotaHelp.info network long-term care database;
(11) provide long-term care options counseling. Long-term care options counselors
shall:
(i) for individuals not eligible for case management under a public program or public
funding source, provide interactive decision support under which consumers, family
members, or other helpers are supported in their deliberations to determine appropriate
long-term care choices in the context of the consumer's needs, preferences, values, and
individual circumstances, including implementing a community support plan;
(ii) provide Web-based educational information and collateral written materials to
familiarize consumers, family members, or other helpers with the long-term care basics,
issues to be considered, and the range of options available in the community;
(iii) provide long-term care futures planning, which means providing assistance to
individuals who anticipate having long-term care needs to develop a plan for the more
distant future; and
(iv) provide expertise in benefits and financing options for long-term care, including
Medicare, long-term care insurance, tax or employer-based incentives, reverse mortgages,
private pay options, and ways to access low or no-cost services or benefits through
volunteer-based or charitable programs;
(12) using risk management and support planning protocols, provide long-term
care options counseling to current residents of nursing homes deemed appropriate for
discharge by the commissioner, former residents of nursing homes who were discharged
to community settings, and older adults who request service after consultation with the
Senior LinkAge Line under clause (13). The Senior LinkAge Line shall also receive
referrals from the residents or staff of nursing homes. The Senior LinkAge Line shall
identify and contact residents deemed appropriate for discharge by developing targeting
criteria in consultation with the commissioner who shall provide designated Senior
LinkAge Line contact centers with a list of nursing home residents that meet the criteria
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as being appropriate for discharge planning via a secure Web portal. Senior LinkAge
Line shall provide these residents, if they indicate a preference to receive long-term care
options counseling, with initial assessment and, if appropriate, a referral to:
(i) long-term care consultation services under section 256B.0911;
(ii) designated care coordinators of contracted entities under section 256B.035 for
persons who are enrolled in a managed care plan; or
(iii) the long-term care consultation team for those who are eligible for relocation
service coordination due to high-risk factors or psychological or physical disability; and
(13) develop referral protocols and processes that will assist certified health care
homes and hospitals to identify at-risk older adults and determine when to refer these
individuals to the Senior LinkAge Line for long-term care options counseling under this
section. The commissioner is directed to work with the commissioner of health to develop
protocols that would comply with the health care home designation criteria and protocols
available at the time of hospital discharge. The commissioner shall keep a record of the
number of people who choose long-term care options counseling as a result of this section.
(c) Nursing homes shall provide contact information to the Senior LinkAge Line
for residents identified in paragraph (b), clause (12), to provide long-term care options
counseling pursuant to paragraph (b), clause (11). The contact information for residents
shall include all information reasonably necessary to contact residents, including first and
last names, permanent and temporary addresses, telephone numbers, and e-mail addresses.

OMNIBUS HIGHER EDUCATION BILL
S.F. 5—Chapter 69
Senator Bonoff and Representative Nornes
Effective various dates
The Omnibus Higher Education Bill appropriates funds to the Office of Higher Education, the Minnesota
State Colleges and Universities, the University of Minnesota, and the Mayo Clinic. In total, $1.46 billion
in FY 2016 and $1.49 billion in FY 2017 are appropriated for various higher education purposes.
Included in the proposal is funding for a tuition freeze and 1 percent tuition reduction for state colleges,
and a freeze (in the second year only) for state universities in the MnSCU system. Among other policy
items, the bill includes the provisions of H.F. 384 (Urdahl – year-long student teaching); H.F. 1170
(Bennett – teacher shortage loan forgiveness); H.F. 1996 (Heintzeman – transfer pathways); H.F. 1517
(Norton – college completion planning); H.F. 1150 (Urdahl – remedial education); and H.F. 742 (O’Neill
– campus sexual assault).

UNITED FAMILY MEDICINE RESIDENCY PROGRAM
4.20

Subd. 14.United
Family Medicine
Residency
Program

501,000

4.21For a grant to United Family Medicine
4.22residency program. This appropriation
4.23shall be used to support up to 21 resident
4.24physicians each year in family practice at
4.25United Family Medicine residency programs
4.26and shall prepare doctors to practice family
4.27care medicine in underserved rural and
4.28urban areas of the state. It is intended
4.29that this program will improve health
4.30care in underserved communities, provide
4.31affordable access to appropriate medical
4.32care, and manage the treatment of patients in
4.33a cost-effective manner.

501,000

HENNEPIN COUNTY MEDICAL CENTER
Subd. 17.Hennepin
County Medical Center

645,000

645,000

5.5For transfer to Hennepin County Medical
5.6Center for graduate family medical education
5.7programs at Hennepin County Medical
5.8Center.

SPINAL CORD INJURY AND TRAUMATIC BRAIN INJURY RESEARCH
GRANT PROGRAM
Subd. 21.Spinal Cord
Injury and Traumatic
Brain Injury Research
Grant Program

500,000

500,000

7.1For spinal cord injury and traumatic brain
7.2injury research grants authorized under
7.3Minnesota Statutes, section 136A.901.
7.4The commissioner may use no more than
7.5three percent of this appropriation to
7.6administer the grant program under this
7.7subdivision.

HEALTH CARE ACCESS FUND
Sec. 5. BOARD OF
REGENTS OF THE
UNIVERSITY OF
MINNESOTA

17.20

17.21

Subdivision
1.Total
Appropriation

$

627,706,000 $

627,706,000

Appropriations by Fund

17.22

2016

17.23

General

17.24

Health Care Access

625,549,000

625,549,000

2,157,000

2,157,000

17.25The amounts that may be spent for each
17.26purpose are specified in the following
17.27subdivisions.
17.28

Subd.
2.Operations and
Maintenance

559,111,000

17.29This appropriation includes funding for
17.30operation and maintenance of the system. Of
17.31the amount appropriated in this subdivision:
17.32$11,100,000 in fiscal year 2016 and
17.33$11,100,000 in fiscal year 2017 are to
17.34minimize any increase in a student's cost
18.1of attendance; for research to solve the
18.2challenges facing our state, nation, and
18.3world; to educate a diverse population of
18.4Minnesotans from every community who
18.5show the greatest promise; and for public
18.6service that builds lasting partnerships with
18.7communities across the state to address our
18.8most complex and pressing issues. The
18.9Board of Regents is requested to:
18.10(1) maintain a low cost of mission and
18.11advance operational excellence;
18.12(2) increase the diversity of the university's
18.13students, faculty, and staff; and
18.14(3) strengthen the university's relationships
18.15with the agriculture industry and the
18.16communities of greater Minnesota.
18.17$15,000,000 in fiscal year 2016 and
18.18$15,000,000 in fiscal year 2017 are to:
18.19(1) increase the medical school's research
18.20capacity;
18.21(2) improve the medical school's ranking in
18.22National Institutes of Health funding;
18.23(3) ensure the medical school's national
18.24prominence by attracting and retaining
18.25world-class faculty, staff, and students;
18.26(4) invest in physician training programs in

2017

559,111,000

18.27rural and underserved communities; and
18.28(5) translate the medical school's research
18.29discoveries into new treatments and cures to
18.30improve the health of Minnesotans.
18.31The Board of Regents is requested to
18.32consider hiring additional faculty to conduct
18.33research related to regenerative medicine.
19.1Five percent of the fiscal year 2017
19.2appropriation specified in this subdivision
19.3is available according to the schedule in
19.4clauses (1) to (5) in fiscal year 2017 when
19.5the Board of Regents of the University of
19.6Minnesota demonstrates to the commissioner
19.7of management and budget that the board
19.8has met the following specified number of
19.9performance goals:
19.10(1) 100 percent if the board meets three, four,
19.11or five goals;
19.12(2) 67 percent if two of the goals are met;
19.13(3) 33 percent if one of the goals are met; and
19.14(4) zero percent if none of the goals are met.
19.15The performance goals are:
19.16(1) increase by at least one percent
19.17the four-year, five-year, or six-year
19.18undergraduate graduation rates, averaged
19.19over three years, for students of color
19.20systemwide at the University of Minnesota
19.21reported in fall 2016 over fall 2014. The
19.22average rate for fall 2014 is calculated with
19.23the graduation rates reported in fall 2012,
19.242013, and 2014;
19.25(2) increase by at least two percent the
19.26total number of undergraduate STEM
19.27degrees, averaged over three years, conferred
19.28systemwide by the University of Minnesota
19.29reported in fiscal year 2016 over fiscal year
19.302014. The averaged number for fiscal year
19.312014 is calculated with the fiscal year 2012,
19.322013, and 2014 numbers;
19.33(3) increase by at least one percent the
19.34four-year undergraduate graduation rate at
20.1the University of Minnesota reported in fall
20.22016 over fall 2014. The average rate for
20.3fall 2014 is calculated with the graduation
20.4rates reported in fall 2012, 2013, and 2014.
20.5The averaged number for fiscal year 2014 is
20.6calculated with the fiscal year 2012, 2013,
20.7and 2014 numbers;
20.8(4) for fiscal year 2016, reallocate
20.9$15,000,000 of administrative costs. The
20.10Board of Regents is requested to redirect

20.11those funds to invest in direct mission
20.12activities, stem growth in cost of attendance,
20.13and to programs that benefit students; and
20.14(5) increase licensing disclosures by three
20.15percent for fiscal year 2016 over fiscal year
20.162015.
20.17By August 1, 2015, the Board of Regents and
20.18the Office of Higher Education must agree on
20.19specific numerical indicators and definitions
20.20for each of the five goals that will be used to
20.21demonstrate the University of Minnesota's
20.22attainment of each goal. On or before April
20.231, 2016, the Board of Regents must report
20.24to the legislative committees with primary
20.25jurisdiction over higher education finance
20.26and policy the progress of the University of
20.27Minnesota toward attaining the goals. The
20.28appropriation base for the next biennium shall
20.29include appropriations not made available
20.30under this subdivision for failure to meet
20.31performance goals. All of the appropriation
20.32that is not available due to failure to meet
20.33performance goals is appropriated to the
20.34commissioner of the Office of Higher
20.35Education for fiscal year 2017 for the purpose
21.1of the state grant program under Minnesota
21.2Statutes, section 136A.121.
21.3Performance metrics are intended to facilitate
21.4progress towards the attainment goal under
21.5Minnesota Statutes, section 135A.012.
21.6

Subd. 3.Primary
Care Education
Initiatives

2,157,000

2,157,000

21.7This appropriation is from the health care
21.8access fund.

HEALTH SCIENCES
(b) Health
Sciences

9,204,000

9,204,000

23.31$346,000 each year is to support up to 12
23.32resident physicians in the St. Cloud Hospital
24.1family practice residency program. The
24.2program must prepare doctors to practice
24.3primary care medicine in rural areas of the

24.4state. The legislature intends this program
24.5to improve health care in rural communities,
24.6provide affordable access to appropriate
24.7medical care, and manage the treatment of
24.8patients in a more cost-effective manner.
24.9The remainder of this appropriation is for
24.10the rural physicians associates program;
24.11the Veterinary Diagnostic Laboratory;
24.12health sciences research; dental care; the
24.13Biomedical Engineering Center; and the
24.14collaborative partnership between the
24.15University of Minnesota and Mayo Clinic
24.16for regenerative medicine, research, clinical
24.17translation, and commercialization.

UNIVERSITY OF MINNESOTAAND MAYO FOUNDATION PARTNERSHIP
(e) University of
Minnesota and Mayo
Foundation
Partnership

7,991,000

7,991,000

24.29This appropriation is for the following
24.30activities:
24.31(1) $7,491,000 in fiscal year 2016 and
24.32$7,491,000 in fiscal year 2017 are for
24.33the direct and indirect expenses of the
24.34collaborative research partnership between
25.1the University of Minnesota and the Mayo
25.2Foundation for research in biotechnology
25.3and medical genomics. An annual report
25.4on the expenditure of these funds must be
25.5submitted to the governor and the chairs of
25.6the legislative committee responsible for
25.7higher education finance by June 30 of each
25.8fiscal year.
25.9(2) $500,000 in fiscal year 2016 and
25.10$500,000 in fiscal year 2017 are to award
25.11competitive grants to conduct research into
25.12the prevention, treatment, causes, and cures
25.13of Alzheimer's disease and other dementias

MAYO CLINIC
Sec. 6.
MAYO
CLINIC

25.20

Subdivision
1.Total
Appropriation

$

1,351,000 $

1,351,000

25.21The amounts that may be spent are specified
25.22in the following subdivisions.
25.23

Subd.
2.Medical
School

665,000

665,000

25.24The state must pay a capitation each year for
25.25each student who is a resident of Minnesota.
25.26The appropriation may be transferred
25.27between each year of the biennium to
25.28accommodate enrollment fluctuations. It is
25.29intended that during the biennium the Mayo
25.30Clinic use the capitation money to increase
25.31the number of doctors practicing in rural
25.32areas in need of doctors.
26.1
26.2

Subd. 3.Family
Practice and
Graduate
Residency Program

686,000

26.3The state must pay stipend support for up to
26.427 residents each year.

686,000

SPINAL CORD AND TRAUMATIC BRAIN INJURY ADVISORY COUNCIL
Sec. 14. [136A.902] SPINAL CORD AND TRAUMATIC BRAIN INJURY
71.26ADVISORY COUNCIL.
71.27 Subdivision 1. Membership. The commissioner shall appoint a 12-member
71.28advisory council consisting of:
71.29(1) one member representing the University of Minnesota Medical School;
71.30(2) one member representing the Mayo Medical School;
71.31(3) one member representing the Courage Kenny Rehabilitation Center;
71.32(4) one member representing Hennepin County Medical Center;
71.33(5) one member who is a neurosurgeon;
71.34(6) one member who has a spinal cord injury;
72.1(7) one member who is a family member of a person with a spinal cord injury;
72.2(8) one member who has a traumatic brain injury;
72.3(9) one member who is a veteran who has a spinal cord injury or a traumatic brain
72.4injury;
72.5(10) one member who is a family member of a person with a traumatic brain injury;
72.6(11) one member who is a physician specializing in the treatment of spinal cord
72.7injury representing Gillette Children's Specialty Healthcare; and
72.8(12) one member who is a physician specializing in the treatment of traumatic
72.9brain injury.
72.10 Subd. 2. Organization. The advisory council shall be organized and administered
72.11under section 15.059, except that subdivision 2 shall not apply. Except as provided in
72.12subdivision 4, the commissioner shall appoint council members to two-year terms and
72.13appoint one member as chair. The advisory council does not expire.
72.14 Subd. 3. First appointments and first meeting. The commissioner shall appoint
72.15the first members of the council by September 1, 2015. The chair shall convene the first
72.16meeting by November 1, 2015.
72.17 Subd. 4. Terms of initial council members. The commissioner shall designate six
72.18of the initial council members to serve one-year terms and six to serve two-year terms.
72.19 Subd. 5. Conflict of interest. Council members must disclose in a written statement
72.20any financial interest in any organization that the council recommends to receive a grant.
72.21The written statement must accompany the grant recommendations and must explain the
72.22nature of the conflict. The council is not subject to policies developed by the commissioner
72.23of administration under section 16B.98.
72.24 Subd. 6. Duties. The advisory council shall:
72.25(1) develop criteria for evaluating and awarding the research grants under section
72.26136A.901;
72.27(2) review research proposals and make recommendations by January 15 of each
72.28year to the commissioner for purposes of awarding grants under section 136A.901; and
72.29(3) perform other duties as authorized by the commissioner

