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2017 LEGISLATIVE REGULAR AND SPECIAL
SESSION SUMMARY
The 90th legislative session convened on January 3rd, 2017, with the House and Senate back
under one roof in the newly renovated capitol building. In the Senate, Republicans gained a oneseat majority, giving them control for the first time since 2012, and only the second time in 40
years, while their House counterparts increased their majority from 73-61 to 77-57, giving full
control of the legislature to the GOP. In the executive branch, DFL Governor Dayton continued
his second and final term as Governor. The scene was set for a complicated legislative session.
Lawmakers and the governor had 20 weeks to agree not only on a $46 billion state budget, but to
pass transportation and capital investment bills that failed to meet legislative deadlines in 2016,
along with a comprehensive tax bill, which was vetoed by the governor that same year.
With a $1.65 billion surplus projected through 2019, it quickly became apparent that the GOPled legislature and DFL executive branch had significantly different priorities for the surplus.
Governor Dayton proposed a budget with an emphasis on increased funding for K-12 education
programs, new revenue sources for transportation, and additional funding for state agencies.
Republicans, however, focused on significant tax breaks and one-time funding for failing
transportation infrastructure.
In the beginning, lawmakers and the Governor agreed on two major items, a health insurance
premium relief bill that provides an estimated $310 million in subsidy relief and a bill to allow
for Sunday liquor sales.
As legislative deadlines passed and the adjournment date neared, conference committees met to
discuss the various appropriations bills. After negotiations with the executive branch stalled with
two weeks to go, the conference committees sent final reports to the floor. Governor Dayton
indicated that he would veto the budget packages absent a global agreement, which he promptly
did after the passage of each bill. Legislative efforts to move forward on a second round of
budget bills were delayed, however, with Sen. Carla Nelson (R-Rochester) absent due to her
father’s illness, leaving the Senate majority without its controlling vote. She later returned, and
with one week of session remaining, legislative leaders and Governor Dayton entered
negotiations in hopes of reaching a two year budget deal.
In the final days of regular session conference committees met and passed legislation that
included agreed-upon provisions for the following bills: Jobs, Higher Education, Public Safety,
Agriculture Finance, and Legacy. However, without a global agreement their fate remained
uncertain.
The Omnibus Public Safety bill was the final omnibus bill to pass during the 2017 regular
session, clearing both chambers early in the evening on Monday, May 22nd, the constitutionallymandated day of adjournment. Lawmakers waited throughout the evening on standby for
additional budget agreements and bills, until legislative leaders and Governor Dayton emerged
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from negotiations around 11:15 PM to announce that they had reached the framework for a
global deal on the remaining budget bills: Bonding, E-12 Education, State Government Finance,
Health and Human Services, Transportation, and Taxes.
As the 11:59 PM adjournment deadline approached, the leaders and governor shared that they
agreed to a one-day special session to finish their business, scheduled to take place the following
day, May 23. A signed agreement detailing guidelines for the special session was released, and
the special session convened at 12:01 AM on May 23, with final adjournment planned for no
later than 7:00 AM on May 24, 2017.
The 7:00 AM deadline quickly came and went, however, without the passage of the remaining
budget bills. After three more days of marathon debates, stretching over late nights and early
mornings, lawmakers at the Capitol finally passed the remaining omnibus budget bills early in
the morning of May 26th.
Legislators finished a tax bill that includes extended bar close times for next year’s Super Bowl
in Minneapolis, an omnibus education bill that includes $483 million in new money, and a
transportation bill with $300 million in new General Fund dollars. A bill to fund state
government, a health and human services bill that spends more than $15 billion, and a $1 billion
capital investment bill for infrastructure projects statewide all passed and were sent to the
Governor.
Additionally, a uniform state labor standards bill was passed by both the House and Senate and
sent to Governor Dayton. He repeatedly said he opposed the pre-emption language that would
bar cities from enacting their own minimum wage ordinances. Republicans added language that
would have extended already-negotiated labor contracts and public employee paid family leave
as leverage, but Dayton followed through with his promise to veto the bill.
On May 30th, he signed all of the budget bills. He initially stated that he would not sign the tax
bill and would instead let it become law without signing it, but because of uncertainty from the
Attorney General’s office as to whether the bill would become law or be pocket vetoed without
his signature, Governor Dayton opted to sign the bill.
The bill signings were not without controversy, however, as the legislature tried to ensure that
Governor Dayton would sign the tax bill by adding a provision into the State Government
Finance Omnibus Bill that would have defunded the Department of Revenue if he did not sign
the tax bill.
In response, Dayton line-item vetoed funding for the legislature, and stated that he would call a
special session to reinstate funding, in exchange for various changes to the budget, including
dialing back tax cuts on tobacco products, the ban on undocumented immigrants receiving
drivers’ licenses, and the teacher licensure overhaul. Questions of the constitutionality of cutting
the funding were immediately raised, and the legislature is likely to take legal action.
Below is a brief overview of the omnibus bills that were passed by the legislature during both the
regular and special sessions:
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Regular Session
Agriculture Finance
The omnibus agriculture bill (HF 1545 – Hamilton/Westrom), traditionally one of the less
controversial budget areas, passed the legislature with bipartisan support and was signed into law
by Governor Dayton. However, budget negotiations were not without controversy, with GOP
committee leads Rep. Rod Hamilton (R-Mountain Lake) and Sen. Torrey Westrom (R-Elbow
Lake), accusing Governor Dayton of waging a “war on agriculture” due to water quality and
pollinator protection initiatives that they see as damaging to the farming industry. However,
many priorities shared by the governor and the GOP are funded in the bill, such as programs to
investigate pollinator population decline and to connect lower-income Minnesotans with healthy
foods.
A notable policy change in the bill increases the minimum debt threshold to trigger mediation to
$15,000 from $5,000 in the Farmer-Lender Mediation Program. The program was created in
1987 in response to the farm crisis, the legislature created a task force in 2016 to recommend
modifications to the program.
Additionally, the bill calls for no fee increase for agricultural waste pesticide products, but a
$125 fee is created for nonagricultural waste pesticide products.
Notable appropriations for fiscal year 2018-2019 include:
 $105.45 million – Department of Agriculture
-Pollinator protection account
-Industrial hemp development program
-Noxious weed and invasive species program
-Good food access program
 $10.87 million – Board of Animal Health
 $7.59 million – Agricultural Utilization Research Institute (AURI)
-AURI partners with businesses and entrepreneurs to develop value-added uses for
agricultural products.
The bill passed in the House 124-5 and the Senate 60-6.
Environment
Governor Dayton signed into law the environment and natural resources omnibus bill (SF 844 –
Fabian/Ingebrigtsen) after vetoing the initial package. The bill appropriates $850 million for the
2018-2019 biennium to various agencies and projects for conservation and recreation. One major
source of controversy was modifications to last year’s buffer law, a hallmark water quality
initiative for Governor Dayton, which some GOP legislators see has harmful to agricultural
production. Eventually, most buffer law changes were dropped, except for a delay on the
implementation deadline for certain public waterways and ditches.
One notable provision includes higher fees for resident hunting and fishing licenses, which were
part of a compromise with the Department of Natural Resources and the Dayton administration
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to support the DNR’s conservation and recreation programs. Fees will also be increased for
nonresident and lifetime hunters and fishers.
Appropriations in the environment bill include:
 Department of Natural Resources – $562.01 million
 Pollution Control Agency - $202.03 million
 Explore Minnesota - $30.01 million
 Board of Water and Soil Resources - $28.47 million
 Minnesota Zoo - $18.53 million
 Metropolitan Council - $17.08 million
 Science Museum of MN - $2.16 million
 Conservation Corps - $1.89 million
 School Trust Administration - $1.1 million
The bill passed in the House 83-51 and the Senate 42-25.
Jobs
The second go-around of the omnibus job growth and energy affordability policy and finance bill
(SF 1456 – Garofalo/Miller) passed on the last day of regular session, May 22. Governor Dayton
stated that the $356.3 million of appropriations in the first bill, which he vetoed, was not enough
to finance the necessary programs. The new version contained an additional $23.1 million, for a
total of $373.8 million for the 2018-2019 biennium.
Appropriations include:
 $194.3 million for the Department of Employment and Economic Development;
 $107.6 million for the Minnesota Housing Finance Agency;
 $46.6 million for the Department of Commerce; and
 $15 million for the Public Utilities Commission
More than $14 million of new money is dedicated to workforce development programs,
including $3 million to the Pathways to Prosperity Competitive Grant Program, which offers
grants to train workers for employment in high-demand fields.
Several of the Governor’s proposals were included in the bill, including $500,000 each year for
wage theft prevention and the creation of a workforce housing development program to award
grants or deferred loans to eligible projects. Several other provisions that the governor opposed
in the first bill were dropped from the final bill, however, one that remained was a measure to
prohibit local governments from enacting plastic, paper or reusable bag bans.
The bill passed in the House 87-43 and the Senate 46-20.
Higher Education
After Governor Dayton vetoed the first higher education omnibus bill, the House and Senate
passed a new compromise (SF 943 – Nornes/Fischbach) on Sunday afternoon, May 21st. The
new bill increases the biennium base funding by $210 million, $85 million more than the
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previous version (the Governor asked for an additional $318 million) and sets a spending target
at $3.28 billion. The increases from the previous proposal include:




$28.5 million more to Minnesota State ($1.4 billion total)
$35.9 million to the U of M ($1.3 billion total)
$20.5 million more to the Office of Higher Education ($516 million total)

Policy provisions remained in the bill, but were modified:








A provision that prohibited mandatory student fees at Minnesota State University and the
University of Minnesota have been replaced by a student vote requirement on increases
of more than two percent. If the U of M raises fees by more than two percent without a
student vote approval, its base appropriation would be punitively decreased by one
percent over the next biennium.
A provision that would have eliminated the cap for family living and miscellaneous
expense tax allowance credits was changed to set the limit at an allowance of 101 percent
of the federal poverty level.
A provision that would have required Minnesota State University to freeze tuition during
the 2017-2018 school year and reduce tuition by one percent in 2018-2019 was replaced
with the requirement that 2017-2018 academic year tuition rates would not exceed the
previous year’s rate by more than one percent. For the 2018-2019 school year,
undergraduate tuition cannot exceed the 2017-2018 rate.
The bill requests a tuition freeze at the University of Minnesota, but because of the
university’s constitutional autonomy, it is not required to adhere to legislative requests.
Tuition increases cannot be offset by increases in mandatory fees, but universities are
permitted to increase different tuition charges to cover the costs of programs facing
increases due to unforeseen and extraordinary circumstances.

The bill passed in the House 78-54 and the Senate 39-28.
Legacy
Late Sunday evening nearing the end of the regular session, the Senate and House passed the
omnibus legacy finance bill (HF 707 – Gunther/Ruud) appropriating $529.56 million in the
upcoming biennium. The appropriations funded by the Clean Water, Land and Legacy
Amendment in 2008 include:





Clean Water Fund – $211.87 million
Arts and Cultural Heritage Fund – $123.36 million
Outdoor Heritage Fund – $104.56 million
Parks and Trails Fund – $89.76 million

Additional appropriations include $46.3 million for grants supporting Minnesota arts
organizations, $17.7 million for parks and trails outside the seven-county metropolitan area,
along with grants for Minnesota Public Television, the Minnesota Zoo, Minnesota Public Radio,
Como Park Zoo, the Science Museum and $1 million to the Minnesota Children’s Museum.
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The bill passed in the House 106-28 and the Senate 64-3.
Public Safety
The Public Safety/Judiciary Omnibus Budget bill (HF 470 – Cornish/Limmer) passed the House
and Senate just before midnight on the last night of the 2017 regular legislative session. The
Judicial Branch and Departments of Public Safety and Corrections all received based budget
funding, increased resources for employee health care costs, as well as various levels of pay
raises. The Judicial Branch also received funding for cybersecurity, treatment court
sustainability, mandated services, and two new judgeships.
The Department of Public Safety’s budget included needed increases for BCA analysts and
scientists and the Department of Corrections received half of its offender health care budget,
additional probation dollars, and technology modernization funds. Additional training dollars for
law enforcement combined with sixteen additional hours of continuing education in crisis
response, conflict management, and cultural diversity were also included in the bill.
Policy language in the bill includes court policy provisions, expansion of service of orders for
protection and no contact orders, penalties for those impersonating a police officer, and
alternatives to incarceration. One policy item of controversy included in the bill prevents the
Department of Public Safety from engaging in rulemaking to allow immigrants to secure driver’s
licenses. The fate of the bill remains unclear.
The bill passed in the House 98-36 and the Senate 46-21.
Special Session
Capital Investment
Following a contentious regular bonding year in 2016, the legislature finally passed a capital
investment package (HF 5 – Urdahl/Senjem) on a bipartisan basis totaling just under $1 billion.
The bonds issued will help fund a variety of public works projects statewide such as
transportation infrastructure, affordable housing, parks, trails, and state hospitals and prisons.
The first bonding bill introduced this year by Rep. Dean Urdahl (R-Grove City) included $600
million in project funding, a size deemed inadequate by many Democrats and some Republicans
considering the failure to pass a bonding package last year. Gov. Dayton’s bonding proposal
totaled $1.5 billion. The bill’s size rose to $800 million, and subsequently to $987.9 million
during the special session at which point it was passed by both bodies of the legislature.
Roughly a quarter of the bill is devoted to transportation infrastructure projects statewide.
Among the public works projects included in the agreement are:




$119.93 for the University of Minnesota;
$116.33 million in local road improvement fund grants;
$71.12 million for rail grade separation crossings on crude oil rail transport corridors in
Coon Rapids, Moorhead and Red Wing;
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$70.26 million for renovation and expansion at the state security hospital in St. Peter;
$56.25 million for the local road improvement program;
$55 million in water infrastructure ($40 million for wastewater and $15 million for
drinking water);
$31.88 million to rehabilitate the 10th Avenue bridge over the Mississippi River in
Minneapolis;
$25.41 million for contaminated sediment management actions to restore water quality in
the St. Louis River Area of Concern;
$15 million for Department of Natural Resources asset preservation;
$15 million for the first phase of renovation of the seal and sea lion habitat at Como Zoo;
$12.1 million for the Orange Line bus rapid transit line between Burnsville and
downtown Minneapolis;
$11.55 million for four flood hazard mitigation projects; and
$7.85 million for a bridge project at the Minneapolis Veteran’s Home.

The bill passed in the House 119-10 and the Senate 60-2.
Health and Human Services
The final health and human services bill (SF 2 – Dean, M./Benson), was passed during Special
Session. The bill is an agreement between lawmakers and the governor that reduces General
Fund spending for HHS programs by more than $463 million over the next two years. The
agreement represents concessions from all parties, with the Governor originally recommending a
significant increase in program funding and the House and Senate recommending cuts of $599
million and $335 million, respectively.

Provisions include:
 Funds a reduction in TEFRA fees to relieve the financial burden on families with
disabled and very sick children;
 Expands the Home and Community-Based Scholarship and nursing facility educational
loan forgiveness to recruit and retain quality staff;
 Provides funding for first psychiatric episode treatment and services;
 Provides an operating payment increase for chemical dependency treatment services;
 Increases emergency shelter and transitional housing for sexually exploited youth;
 Implements Safe Harbor for All, a strategic statewide plan for victims of sex trafficking.
Key opioid reforms include:
 Instituting prescription quantity limits;
 Increased opioid prescription disclosure requirements;
 Prohibiting use of pain assessments for patient satisfaction reimbursement incentives;
 MA reimbursement for substance abuse treatment direct injectable drug.
The bill passed in the House of 74-56 and the Senate 35-27.
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K-12 Education
After Governor Dayton vetoed the first education finance omnibus bill, lawmakers passed HF 2
(Loon/Nelson) on May 25th during special session. Total spending for the 2018-2019 biennium is
$18.75 billion, which is a General Fund base increase of 3.5% or $483 million. There is a
2% annual increase in the General Education Basic formula, which equates to an increase of
$245 per pupil. The previous bill proposal had a 1.5% increase. Appropriated in the bill is $117.3
million for school readiness programs and $140.4 million for early learning scholarships. The
bill also includes up to an additional $50 million for prekindergarten.
The bill also incorporates $136 million over the biennium for overhaul and implementation for
the teacher licensure system and Professional Educator Licensing and Standards Board
administration.
Other provisions in the bill would require school boards to negotiate unrequested leave of
absence plans and appropriates $15.1 million to Perpich Center for Arts Education.
The bill passed in the House 76-54 and the Senate 34-28.
State Government Finance
The omnibus state government finance bill (SF 1 – Anderson, S./Kiffmeyer) passed the
Legislature late in the evening on the last day of special session. The special session bill’s $1.07
billion size is $98.8 million greater than the previous package vetoed by the Governor during
regular session. The bill has provisions that boost benefits to military and veterans affairs and
gives $1 million for a veterans cemetery in Duluth. A change under the special session bill would
provide funding to the state auditor’s office from the General Fund with the goal of increased
transparency.
Additionally, sections of the omnibus liquor bill were included in the bill that allow the
Minnesota Vikings’ training facility to obtain a liquor license, increases off-sale caps at
breweries and brewpubs to 750 barrels, allows cocktail rooms to remain open on Sundays
without food sales and permits St. Paul to issue a liquor license at the State Capitol.
The bill passed in the House 99-32 and the Senate 45-17.
Taxes
During Special Session, the legislature passed an expansive 369 page tax relief bill (HF 1 –
Davids/Chamberlain), which was the first major tax bill in almost three years. The bill spreads
nearly $650 million of tax relief across a variety of areas, with significant relief for seniors with
Social Security income, business property owners, student loan debt, and farmers. The bill also
includes a backlog of technical and policy provisions, special TIF laws, and local option sales
taxes that had been unable to pass in previous sessions due to the lack of a tax bill.
The legislation is a compromise between the House and Senate and received bipartisan support
upon its passage. Lawmakers and the governor agreed up provisions, including:



expansion of the governor’s Child Care Tax Credit,
property tax relief for farmers
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increased local government aid for cities and counties.

Originally, Governor Dayton indicated he would allow the tax bill to become law without his
signature because of major objections to certain provisions contained in the bill, including: The
increase estate tax exclusion in Article 1 and the tobacco tax reductions in Article 9. He later
signed the bill while remaining opposed to some of its key provisions.
Of note, before signing the bill, the governor line-item vetoed the appropriations that fund the
House and the Senate in FY 2018-19 and FY 2020-2021, calling on lawmakers to come back for
a second Special Session to address concerns in the tax bill as well as Driver’s License and
Teacher Licensure provisions.
The bill passed in the House 95-29 and the Senate 44-20.
Transportation
After a long-fought battle between Governor Dayton and Republicans, the legislature finally
passed a transportation bill (HF 3 – Torkelson/Newman) that Governor Dayton was willing to
sign. The bill is the first piece of legislation containing new funding for transportation in nearly a
decade, and the largest transportation funding package in state history. It spends $5.9 billion over
two years- $300 million over the general fund base for the 2018-2019 biennium, and roughly
$448 million over the base for the 2020-2021 biennium.
Included in the bill is a $300 million shift from auto-related sales tax revenues for roads and
bridge funding, $940 million in trunk highway bonds over four years – $640 million for general
road construction, and $300 million for the Corridors of Commerce program.
Policy provisions:
Transit Finance
 Narrows a provision on state funding for a portion of light rail transit operating
costs;
 Prohibits the Metropolitan Council from using certificates of participation for
light rail transit projects when backed by motor vehicle sales tax revenue;
 Sets regional allocation requirements for funding to suburban transit providers;
 Clarifies and expands regional railroad authority limitations on funding light rail
transit and commuter rail Other Transportation Policy and Finance
Other provisions:
 Modifies process requirements and reporting for the Corridors of Commerce
program;
 Provides for motor vehicle title transfers on death;
 Amends traffic safety regulations related to pupil transportation, bicycles, and
motor vehicles;
 Increases the minimum fine for passing school bus violations;
 Modifies some motor vehicle weight limits and authorizes new special overweight
vehicle permits;
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Creates an active transportation program (which is not funded);
Creates grant restrictions under the Local Bridge program;
Modifies aspects of the Minnesota Rail Service Improvement program;
Provides for a variety of MnDOT and Department of Public Safety agency
initiatives
Eliminates some MnDOT legislative reports;
Requires a number of studies, working groups, and legislative reports

Of note, the bill gives Metro Transit enough money to cover their $70 million shortfall, due to
high costs and low revenue for the Metro Mobility program, but the funding is one-time-only and
is only for the next two years. The Southwest Light Rail transit project was not blocked in the
final bill, but a provision was included that removes the state’s responsibility to pay for 50
percent of the operating costs if the project is completed. Additionally, the original bill that was
vetoed by Governor Dayton included a provision to change the makeup of the Metropolitan
Council to include local officials chosen by local governments. This was not included in the final
bill, and the Met Council will continue to operate as it has previously.
The bill passed in the House 74-54 and the Senate 38-25.

Sincerely,
The Government Affairs Team
Messerli & Kramer, P.A.
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2017 LEGISLATIVE AGENDA RESULTS
PROTECTION FOR PATIENTS AND PROVIDERS FROM UNILATERAL
CHANGES TO CONTRACT TERMS, POLICIES, PROCEDURES AND FEE
SCHEDULES
RESULT: HF 2678 (Albright)/SF 2402 (Abeler) was introduced and remains in play for the 2018
Legislative Session. MMGMA has also engaged with the Department of Commerce to address
concerns with the health plans.
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NETWORK PARTICIPATION.
RESULT: HF 1 (Hoppe)/SF 1 (Benson) passed in the beginning of the legislative session.
During debate on the House floor, Rep. Albright stood in support of an amendment to add
termination without cause language to the bill and stated his willingness to work specifically
with MMGMA about this issue. Another bill, HF 1554 (Dean), was introduced this year. The bill
would require health plan companies to offer enrollees choice in primary care providers if the
primary provider has agreed to the terms of the health plan company’s provider contract.
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RISK SHARING BETWEEN INSURERS AND PROVIDERS IN HIGH
DEDUCTIBLE PRODUCTS.
RESULT: HF 2563 (Albright)/SF 2340 (Jensen) was introduced and remains in play for the 2018
Legislative Session.
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SUPPORT PAYMENT PARITY FOR SERVICES RENDERED IN
ACCORDANCE WITH PUBLISHED STATE OR FEDERAL FEE
SCHEDULES.
RESULT: Not addressed in legislation. This item is an informational item utilized in educational
efforts with legislators.

SUPPORT THE PROVIDER TAX PHASE OUT
RESULT: The Provider Tax phase-out remains in place for December 31, 2019. The Governor
recommended the sunset be extended but the provision was ultimately not included in the final
health and human services omnibus bill.

SIMPLIFY AND STREAMLINE HEALTH CARE HOMES AND KEEP
PRIMARY CARE VIABLE
RESULT: Not addressed in legislation. This item is an informational item utilized in educational
efforts with legislators.

OPPOSE WORKERS’ COMPENSATION AND NO-FAULT FEE
REDUCTIONS.
RESULT: No agreement was reached with Hospitals Ambulatory Surgery Centers, therefore, no
legislation moved forward this session.
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PATIENT FOCUSED INITIATIVE- HONORING CHOICES LEGISLATION.
RESULT: HF 2201 (Schomacker)/SF 2076 (Franzen) was introduced and received a hearing. An
appropriation for Honoring Choices was included in the final health and human services bill,
Special Session SF 2. The language established $250,000 in grant funding for fiscal year 2018
and $250,000 for fiscal year 2019, for a total of $500,000 in the biennium.

Special Session SF2
Representative Matt Dean & Senator Michelle Benson
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HEALTH & HUMAN SERVICES
OMNIBUS HEALTH AND HUMAN SERVICES BILL
Special Session SF 2 – 6
Representative Matt Dean & Senator Michelle Benson
Signed into law May 30, 2017 – Various effective dates

The final health and human services bill (SF 2 – Dean, M./Benson), was passed during Special
Session. The bill is an agreement between lawmakers and the Governor that reduces General
Fund spending for HHS programs by more than $463 million over the next two years. The
agreement represents concessions from all parties, with the Governor originally recommending a
significant increase in program funding and the House and Senate recommending cuts of $599
million and $335 million, respectively.

The bill:
 Funds a reduction in TEFRA fees to relieve the financial burden on families with
disabled and very sick children
 Expands the Home and Community-Based Scholarship and nursing facility educational
loan forgiveness to recruit and retain quality staff
 Provides funding for first psychiatric episode treatment and services
 Provides an operating payment increase for chemical dependency treatment services
 Increases emergency shelter and transitional housing for sexually exploited youth
 Implements Safe Harbor for All, a strategic statewide plan for victims of sex trafficking

Key opioid reforms include:
 Instituting prescription quantity limits
 Increased opioid prescription disclosure requirements
 Prohibiting use of pain assessments for patient satisfaction reimbursement incentives
 MA reimbursement for substance abuse treatment direct injectable drug

The bill passed in the House of 74-56 and the Senate 35-27.

Provisions of interest from the bill are in the following pages and include:




Audits of the Department of Human Services – pg. 23
Audits of managed care organizations – pg. 24
Payment restructuring and quality incentive payments – pg. 24
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Opioid use and acupuncture study – pg. 29
Cancer chemotherapy treatment coverage – pg. 29
Palliative care advisory council – pgs. 30
Authorization to use handheld dental x-ray equipment – pg. 32
Supplemental nursing services agency definition change – pg. 33
Opioid abuse prevention pilot projects – pg. 34
Limit on quantity of opiates prescribed for acute dental and ophthalmic pain – pg. 35
Chronic pain rehabilitation therapy demonstration project – pg. 36
Substance use provider disorder capacity grant program – pg. 38
Appropriations – pg. 39-40
o Palliative Care Advisory Council – pg. 39
o Opioid abuse prevention – pg. 39
o Advanced care planning – pg. 40
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Health and Human Services Omnibus Bill Provisions
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This article modifies and updates state law regulating managed care organizations serving MA
and MinnesotaCare enrollees, to comply with federal regulations governing the use of managed
care delivery systems by state Medicaid programs.
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PROVISIONS THAT DID NOT PASS IN 2017
PROVIDER TAX
HF 430 / SF694
Representative Jennifer Schultz & Senator Jeff Hayden
Did not pass
The bill to eliminate the phase-out of the provider tax was introduced early on in the legislative
session. Despite being included in the Governor’s original budget recommendations, the bill did
not receive a hearing in either the House or the Senate. The provider tax remains scheduled to
phase-out on December 31, 2019.

- 41 -

- 42 -

PHYSICIAN NON-COMPETES
HF 1979 / SF 1309
Representative Jim Nash & Senator Scott Jensen
Did not pass
This session, a bill was introduced to prohibit non-compete agreements between physicians and
their place of employment. The intention being that without non-compete agreements, physicians
have the right to practice medicine in a particular locale and for a definite period of time, further
maintaining the continuity of care protecting the physician-patient relationship.
The legislation received a hearing in the Senate Health and Human Services committee but
ultimately failed to meet legislative deadlines and therefore did not move forward.
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HEALTH CARE PROVIDERS PRICE DISCLOSURES
Amendment to SF 800
Senator Scott Jensen
Did not pass
"Sec. 3. [62J.815] HEALTH CARE PROVIDERS PRICE DISCLOSURES.
(a) Each health care provider, as defined by Minnesota Statutes, section 62J.03, subdivision 8,
except hospitals and outpatient surgical centers subject to the requirements of Minnesota
Statutes, section 62J.82, shall maintain a list of the services or procedures that correspond with
the 35 most frequent current procedural terminology (CPT) codes, and a list of the ten most
frequent CPT codes for preventive services used by the provider for reimbursement purposes and
the provider's charge for each of these services or procedures that the provider would charge to
patients who are not covered by private or public health care coverage.
(b) This list must be updated annually and be readily available on site at no cost to the public.
The provider must also post this information on the provider's Web site or the health care clinic's
Web site where the provider practices."
Renumber the sections in sequence and correct the internal references
Amend the title accordingly

The price disclosure language, championed by Senator Scoot Jensen, was amended onto the
regular session HHS bill, SF 800. However, the amendment was ultimately not included in the
final health and human services agreement between the Governor and legislative leaders.
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OTHER PROVISIONS THAT FAILED TO PASS INCLUDE:
-Custom insurance plans
 “Freedom to Choose” would have allowed insurance companies to sell
policies without required coverage mandates
-Repeal of MNSure or move to a federal marketplace
-Income tax subtraction for charity care
 Would have allowed physicians to make an individual income tax subtraction
for charity care
-Scope of practice changes
 No changes were made to athletic trainers or chiropractors
-Interoperability of health care information
-Cuts to provider reimbursement (Medicare)
-Workers compensation reform
 no agreement reached with Hospital Ambulatory Surgery Centers (ASCs) so
nothing moved this session)
-Any market restrictions for independent physician groups or specialty practices such as
moratorium, certificate of need, etc.
-Any changes to the MN No Fault Auto Act
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APPENDIX
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2017 BILL TRACKER
HF

House
Author

SF

Senate
Author

Title

MMGMA
Position

House
Status

Senate Status

1/5Introduced
and given
its first and
second
reading.
Taken up on
the House
floor.
Motion
Failed.
1/19- Heard
on the floor,
passed as
amended.

1/5- Introduced
and referred to
Commerce.
Scheduled to be
heard on Tuesday
1/10.
1/11- Heard in
Commerce. Sent
to Finance
1/11- Heard in
Finance. Sent to
the Floor.
1/12- Heard on the
floor, passed 3531.
Conference
Committee
1/26- Adopted CC
Report. Third
Reading
1/26- Governor
Signed
Passed.

Regular Session
H. F.
0001

Hoppe

S.F. 1

Benson

Providing a temporary
program to help pay for
health insurance premiums;
modifying requirements for
health maintenance
organizations; modifying
provisions governing
health insurance;

Conference
Committee
1/26- See
SF.

H. F.
0005
H. F.
0010

Hoppe

H. F.
0067

Liebling

N/A

H. F.
0073

Dean, M.

N/A

H. F.
0082

McDonald

N/A

Dean, M.

S.F.
720
S.F.
1148

Dahms
Jensen

Creating a state-operated
reinsurance program;
Requiring the state to
transition from MNsure to
a federally facilitated
marketplace;
Providing premium relief;
appropriating money.

Requiring health
maintenance organizations
to participate in the
commercial market to the
same extent they serve
state health program
enrollees;
A bill for an act relating to
insurance; changing certain
health plan market rules
and health insurance
provisions related to
MNsure; repealing MNsure
and Minnesota Rules
governing MNsure;

Passed.
1/5- Intro
and referred
to
Commerce
1/5- Intro
and referred
to
Commerce
First
reading and
referred to
Commerce.

2/20- Intro and
referred to HHS

1/9- The bill was
read for the first
time and referred
to the Committee
on Commerce and
Regulatory
Reform.
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H. F.
0083

Scott

S.F.
No. 55

Benson

A bill for an act relating to
health care; providing for
verification of eligibility
for premium assistance;
providing that certain
health plan rate data are
public;

H. F.
0092

Johnson, C.

S.F.
No. 58

Lourey

H. F.
0107

Hoppe

N/A

A bill for an act relating to
health care; requiring the
commissioner of human
services to seek federal
waivers to permit
individuals whose income
is greater than the income
eligibility limit for
MinnesotaCare to purchase
coverage through
MinnesotaCare through a
separate MinnesotaCare
purchase option.
A bill for an act relating to
government operation;
providing a temporary
program to help pay for
health insurance premiums;
providing transition of care
coverage; appropriating
money.

H. F.
0130

Miller

N/A

H. F.
0131

Thissen

S.F.
255

Hayden

H. F.
0152

Liebling

S.F.
No. 60

Lourey

H. F.
0277

Bly

N/A

A bill for an act relating to
health; requiring the state
to transition from MNsure
to a federally facilitated
marketplace;

A bill for an act relating to
human services; creating
an Office of Eligibility
Services;
A bill for an act relating to
health; providing a
premium subsidy for
eligible individuals for
calendar year 2017;
A bill for an act relating to
health care; proposing a
constitutional amendment
to the Minnesota
Constitution, article I;
providing that access to
certain health care services
is a fundamental right of

1/9- Intro
and referred
to Civil Law
1/11Passed as
amended
and rereferred to
Commerce
1/9- Intro
and referred
to HHS
Reform

1/9- Intro and
referred to
Judiciary
1/11- Passed as
amended and
referred to
Finance

1/9- Intro
and referred
to State
Gov.
1/11- passed
as amended
and referred
to Ways and
Means
1/11Introduced
and referred
to
Commerce
and
Regulatory
Reform.
1/11- Intro
and referred
to HHS
Reform
1/11- Intro
and referred
to
Commerce

1/9- The bill was
read for the first
time and referred
to the Committee
on State
Government
Finance.

1/9- Intro and
referred to HHS

1/23- Introduced
and referred to
Human Services
Reform
1/9- Intro and
referred to
Commerce

1/17- The
bill was
read for the
first time
and referred
to the
Committee
on Health
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H. F.
0354

Fabian

S.F.
301

Abeler

H. F.
0430

Schultz

S.F.
No.
694

Hayden

H. F.
0744

Albright

S.F.
No.
160

Clausen

H. F.
0870

Murphy, E.

S.F.
No. 59

Lourey

H. F.
0886

Gruenhage
n

S. F.
749

Abeler

H. F.
1314
H. F.
1366

Dean, M.

S.F.
1353
S. F.
1293

Rosen

Albright

Utke

the people of Minnesota.

and Human
Services
Reform.

Waiver dispute process
established for waiver
requests requested by
health carriers or provider
organizations on provider
geographic accessibility
requirements.
Eliminating repeal of the
tax on hospitals and
health care providers;
providing a contingent
increase in primary care
provider payment rates;
clarifying uses of money in
the health care access fund;
Comprehensive health care
workforce council and
workforce plan created,
and money appropriated.

1/19- Intro
and referred
to HHS
Reform

1/23- Intro and
referred to HHS

1/23- Intro
and referred
to HHS
Reform

2/6- Intro and
referred to HHS

2/2- Intro
and referred
to HHS
Reform
2/20Passed and
re-referred
to Gov.
Ops.
2/6- Intro
and referred
to HHS
Reform
2/6- Intro
and referred
to
Commerce
Passed.

1/17- Intro and
referred to HHS

2/16- Intro
and referred
to
Commerce
2/23Passed as
amended
and rereferred to
Gov. Ops
3/1- adopted
and rereferred to
Jobs
3/9- adopted
and re-

2/22- Intro and
referred to Jobs
3/7- passed as
amended and rereferred to State
Government
3/9- pass as
amended and rereferred to
Finance
4/24- Second
reading
5/1- Third reading

Refundable health
insurance premium tax
credit established.
Nondiscrimination policies
in providing health care
services required.
Telemedicine requirements
established.
Workers' Compensation
Advisory council
recommendations adopted,
department proposals
adopted, forbearance of
amounts owed to the
special compensation fund
allowed, intervention
procedures modified, and
rulemaking authorized.

Referred to the
Committee on
Taxes.
2/9- Intro and
referred to
Commerce
Passed.

- 49 -

referred to
Ways and
Means
3/14Second
reading
See SF 1293

H. F.
1414

Hamilton

S.F.
1421

Jensen

Demonstration pilot
projects for certain
complex patient
populations authorization;
health care providers
serving managed care
enrollees fee schedule
establishment; health care
service provider payments
and quality standards
reform authorization;
health information
technology grants
establishment; health care
workforce pilot projects
authorization and
appropriation
Opiate stewardship
program establishment and
appropriation

H. F.
1440

Baker

S.F.
730

Rosen

H. F.
1517

Dean, M.

S.F.
1340

Jensen

Health care service quality
assessment provisions
modified.

H. F.
1520

Lesch

S.F.
1472

Benson

H. F.
1525

Zerwas

S.F.
1319

Abeler

Nonprofit health
maintenance organization
(HMO) conversions
provisions modifications
Information blocking by
health care providers
prohibition

H. F.
1532

Zerwas

S.F.
1423

Abeler

H. F.
1554

Dean, M.

N/A

Home health services
modified.

Health plan companies
required to offer enrollees
choice in primary care
providers.

2/20- Intro
and referred
to HHS
reform

2/27- Intro and
referred to HHS

2/20- Intro
and referred
to HHS
Reform
2/22- Intro
and referred
to HHS
Reform
2/22- Intro
and referred
to PS

2/6- Intro and
referred to HHS

2/22- Intro
and referred
to HHS
Reform
2/22- Intro
and referred
to HHS
Reform
2/22- Intro
and referred
to
Commerce

2/22- Intro and
referred to HHS

2/23- Intro and
referred to HHS

2/27- Intro and
referred to HHS

2/27- Intro and
referred to HHS
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H. F.
1561

Hamilton

S.F.
1341

Abeler

Mental health practitioners
allowed to provide
telemedicine services, and
medical assistance limit on
telemedicine encounters
eliminated.
Health plan companies
required to include
providers’ in-network.

H. F.
1653

Davids

N/A

H. F.
2094

Franson

S.F.
1888

Limmer

H. F.
2177

Zerwas

S. F.
1844

Kiffmeye
r

H.F.
2201

Schomacke
r

S.F.
2076

Franzen

Honoring Choices

H. F.
2334

Murphy, E.

N/A

H. F.
2377

Dean, M.

S. F.
1738

Jensen

H. F.
2563

Albright

S.F.
2340

Jensen

H. F.
2678

Albright

S.F.
2402

Abeler

Attorney general review
and approval of
conversions by nonprofit
health maintenance
organizations and nonprofit
health service plan
corporations provided,
notice and review
requirements specified, and
standards for distribution
of assets established.
Access to participating
primary care providers by
health plan companies
enrollees requirement
High deductible health plan
cost task force established,
duties prescribed, report
required, appointments
provided, and money
appropriated.
Health plan contracting
requirements modifications

2/22- Intro
and referred
to HHS
Reform

2/23- Intro
and referred
to
Commerce
3/6- Intro
and referred
to HHS
Reform

Patient's affirmative
consent or no consent for
each item required when
requested to release health
records.
Advanced practice
registered nurses and
physicians assistants
addition to certain statutes

5/8Received
from the
Senate
5/9- Second
reading
5/11- Third
reading

MMGMA
Bill

MMGMA
Bill

MMGMA
Bill

See Senate.
Included in
Special
Session SF
2.
3/13- Intro
and referred
to Gov.
Ops.

2/23- Intro and
referred to HHS

3/7- Intro and
referred to HHS

3/6- Intro and
referred to HHS
3/13- Pass as
amended and
given a second
reading
5/4- Third reading
Signed into Law
on 5/17 (Ch. 59)
Included in
Special Session
SF 2.

3/13- Intro
and referred
to
Commerce
3/30- Intro
and referred
to
Commerce

3/6- Intro and
referred to
Commerce

5/18- Intro
and referred
to
Commerce

5/18- Intro and
referred to
Commerce

4/24- Intro and
referred to
Commerce.
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H. F.
2692

Murphy, E.

S.F.
2422

Lourey

Health plan company
discrimination prohibited.

H. F.
2703

Zerwas

S.F.
2406

Wiklund

N/A

S.F.
No. 56

Benson

N/A

S.F.
No.
886

Abeler

N/A

S. F.
1816

Lourey

N/A

S.F.
2265

Abeler

Minnesota Health Records
Act provisions
modifications
Health insurance premium
assistance temporary
payment program; health
maintenance organizations
(HMO) requirements and
health insurance
modifications; reporting
requirements; county-based
purchasing plan
demonstration project
establishment; state
reinsurance program
authorization;
appropriation
Health plan company direct
billing for administrative
services regarding claims
submitted to a health plan
company by a provider
prohibition
Health care regulatory
review task force
establishment
Health plan companies
payments to out-ofnetwork providers count
toward enrollee's annual
deductible requirement

S.F. 2

Benson

5/18- Intro
and referred
to Civil Law
5/20- Intro
and referred
to HHS

5/21- Intro and
referred to
Judiciary
5/18- Intro and
referred to HHS
1/9- Intro and
referred to HHS.
1/11- Passed as
amended and rereferred to
Finance

2/13- Intro and
referred to HHS
Finance and
Policy

3/6- Intro and
referred to HHS
3/28- Intro and
referred to
Commerce

Special
Session
Omnibus health and human
services bill

5/25- Intro and
first reading, laid
on the table,
urgency declared
and rules
suspended, second
reading, amended,
third reading,
passed.
5/30- Signed by
the Governor
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2017 MMGMA LEGISLATIVE PRIORITIES
MMGMA’s Government Affairs Committee has adopted the following priorities for the 2017 Legislative
Session.

1. Protection for Patients and Providers from Unilateral Changes to Contract
Terms, Policies, Procedures and Fee Schedules
Messerli & Kramer Lead: Nancy Haas
MMGMA Lead: Melissa Larson and Jim Reimann
Support statutory changes which provide penalties when health plans change contract terms,
policies and procedures, and fee schedules without notification and consent by providers.
Health plans often need to change policies and procedures (e.g. billing procedures, medical policies, etc.) during the
term of a contract because of state and federal legislation. However, changing without proper notice to providers
has been a major problem and thus MMGMA supports creating penalties in statute for failing to follow the 45 day
notice period currently in law. These changes affect patient care and/or provider reimbursement, and mutual written
consent should be required. This statutory change will benefit all stakeholders – most importantly, the patients. It is
critical that policy changes affecting patient care are communicated with sufficient notice to providers not only for
purposes of having a constructive dialogue with the medical directors of the health plans, but also to allow providers
adequate time to inform patients of any changes affecting their care especially in situations when such changes
involve services that will no longer be covered by their health plan or reimbursed to the provider. Tougher penalties
in law will ensure proper notice is given, and unilateral changes will not be implemented through passive
amendments and claims will not be denied while the parties consider the changes being proposed. This effort will
eliminate health plan and provider staff costs associated with submitting appeals and resolving denied claims – not
to mention delayed cash flow for providers and/or incorrect patient billing.

2. Network Participation
Messerli & Kramer Lead: Nancy Haas
MMGMA Lead: Sandy Rutherford and Jim Reimann
Health care plans exert control over a patient’s ability to choose their healthcare provider.
This often necessitates that a patient leave their current provider with whom they have an
established and trusted relationship to receive care from an alternative provider that they
do not know.
Healthcare plans are increasingly excluding high-quality providers from network participation.
This is accomplished by exclusion from a product altogether or through offering only products
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with extremely narrow networks that include only a small portion of the plan’s total contracted
providers. The result of the plan’s unilateral decision to limit the network is that contracted
providers who met plan terms and conditions of participation are now excluded from providing
service to patients put into the narrow network. Providers have no input or recourse in this
process.

MMGMA supports efforts to ensure that health plans issuing benefits must enter into provider
service agreements with all providers who are qualified under the laws of the State of Minnesota.
Should a health plan deny a provider entry into a service agreement they must issue a letter
explaining the reasons for denial, and a transparent appeal process must be available for the
provider.

In addition, MMGMA supports that when contracted with a plan providers shall not be excluded
from networks or products within the plan’s offering, thereby narrowing networks. This will
restore choice to patients, reduce overall cost and increase the quality of healthcare.

3. Risk Sharing Between Insurers and Providers in High Deductible Products
Messerli & Kramer Lead: James Clark
MMGMA Lead: Greg Maurer and Jim Reimann
Health plans are the first line of interaction with patients when providing insurance and thus when
patients fall short of their health insurance deductible payments, greater risk sharing between
health plans and providers is needed.
Health plans enter into contractual agreements with patients. With the greater purchase of high deductible
health plans (HDHP), providers will be left to collect payments from patients up to the maximum
deductible. MNsure reported in December 2015 that since open enrollment started in November, 50 percent
of those buying private plans through the exchange selected bronze plans, up from 34 percent a year ago. With
Bronze level plans, the deductibles range from approximately $4,500 - $7,000. Premiums in the individual
market are up an average of 67 percent from 2016 to 2017. While the health plans protect their own bottom line
by raising premiums which they collect or will cancel coverage, health care providers are left trying to collect
higher and higher deductibles, which often times the patient cannot afford. Health plans consider deductibles,
copays and coinsurance “cost sharing” with patients, to discourage unnecessary care and reduce the health
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plan’s costs. When the first line of cost sharing is several thousand dollars, many patients choose to forego care
for chronic conditions, allowing health issues to escalate into acute problems before seeking help.
MMGMA supports legislation that would put the financial burden of collecting high deductible costs
where they belong, with the health plan. The legislation would require that if repeated attempts by a
provider to collect outstanding deductibles are not successful, the health plan would have to make the
provider whole.

4. Support Payment Parity for Services Rendered in Accordance with
Published State or Federal Fee Schedules
Messerli & Kramer Lead: Nancy Haas and James Clark
MMGMA Lead: Rachael Perlinger and Jim Reimann
We support language that requires payers to pay providers no less than the Medicare or Minnesota
Medical Assistance fee schedules for the specific services rendered.

In Minnesota, 55 percent of Medicare patients have assigned their Medicare benefits over to a
Medicare Advantage plan in 20161. This means health plans such as Blue Cross Blue Shield of
MN, HealthPartners, UCare, Humana, etc. are the only payer for the Medicare-eligible
patient. Many medical assistance enrollees are in a Prepaid Medical Assistance Plan (PMAP)
through a Minnesota HMO. The health plans reimburse providers and hospitals for the services
they render but some plans pay less than the Medicare fee schedule or Minnesota Medical
Assistance fee schedule.

MMGMA supports language that would ensure no Minnesota health plan can pay less than the
current year’s fee schedules set by the Federal or State government for services rendered to the
patient for the type of government health program that they have and the services rendered in
accordance with it.

1 http://kff.org/medicare/issue-brief/medicare-advantage-2016-spotlight-enrollment-market-update/
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5. Support the Provider Tax Phase Out
Messerli & Kramer Lead: James Clark
MMGMA Lead: Mike Foley and Corinne Abdou
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.
In 2012 a bi-partisan proposal to phase out the Provider Tax by 2019 was successfully passed. It was first
thought that with the expansion of MA under the Affordable Care Act, MinnesotaCare would see a
significant reduction in covered lives permitting the phase out of the Provider Tax to proceed, starting in
2014. However, there is now a significant projected shortfall for MinnesotaCare and indications from
some legislators that there will be an effort to repeal the provider tax phase out.
The Department of Health continues to mandate additional quality reporting requirements which cost
providers substantial resources to compile and maintain. We believe permitting providers to offset these
substantiated costs from their Provider Tax obligation would be fair and reasonable.

6. Simplify and Streamline Health Care Homes and Keeping Primary Care
Viable
Messerli & Kramer Lead: James Clark
MMGMA Lead: Lisa Belak
Simplify and streamline Health Care Home rules to permit broader participation by patients with chronic
conditions and reduce administrative overhead to providers. A series of reports issued recently by the
University of Minnesota estimates the state’s Health Care Home program reduced health care costs by $1
billion. Given the program’s success, the pool of eligible patients should be expanded and the definition
of eligibility simplified. To simplify administrative burden on providers, tie the Health Care Homes
program requirements into the Medicare Access and CHIP Reauthorization Act (MACRA) requirements
to make the provider eligible for the Advanced Payment Model (APM) track of MACRA. Health plan
reimbursement should also be standardized and increased. It has been shown that Health Care Homes
improve the quality of care for patients with chronic conditions and reduce overall costs of care.
Reporting should also be simplified and a single per member, per month payment should be implemented.

- 56 -

7. Oppose Workers’ Compensation and No-Fault Fee Reductions
Messerli & Kramer Lead: James Clark
MMGMA Lead: Jim Reimann and Donald Bechtle
Support efforts to ensure fair and adequate reimbursement in the workers’ compensation and nofault systems.
Treating patients who have been injured on the job or in an auto collision requires many complicated and
time consuming administrative activities that are not required when treating other patients. The health
care costs in these systems represent approximately one third of the workers compensation premium and
less than 10% of the automobile premium. Reducing provider reimbursement would likely create access
issues for patients.

8. Patient Focused Initiative – Support the Expansion of Honoring Choices
Minnesota Legislation
Messerli & Kramer Lead: Nancy Haas
MMGMA Lead: Sue Schettle and Lisa Belak
We support Honoring Choices Minnesota whose mission is to make advance care planning the
state’s standard of care for adults 18 and older.
Honoring Choices Minnesota assists providers and health care organizations by helping to build the
infrastructure needed to support advance care planning conversations across the continuum of care.
Honoring Choices trains “facilitators” to have the conversation with patients and families about end-oflife health care choices so that families aren’t left wondering “what would mom have wanted?” Honoring
Choices has available patient education materials and health care directive documents in 5 languages.
The initiative has a strong community centric focus and engages community partners outside of the health
care systems—in faith-based organizations, in community centers and health and human services entities.
Honoring Choices supports the notion that talking about future health care decisions is a gift you can give
your family. In 2017 we support funding local entities to build a sustainable advance care planning
program within their community utilizing Honoring Choices Minnesota as a resource.

Please let us know if you have any questions about our 2017 Legislative
Priorities, need more information, or have additional suggestions! Together we
can have a major impact on public policy for the benefit of our patients and
practices.
MMGMA Government Affairs Committee: Lisa Belak, Chair
MMGMA Legislative Counsel: Nancy Haas & James Clark, Messerli & Kramer
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HF 945/SF800- REGULAR SESSION OMNIBUS HHS BILL SUMMARY
Representative Matt Dean & Senator Michelle Benson
Vetoed May 12, 2017
Article 1 - Community Supports
Section 1 (144A.351) clarifies that funds appropriated for the long-term care gaps analysis are
available in either year of the biennium and deletes obsolete language concerning a completed
study.
Section 2 (245D.03, subdivision 1) adds individual community living support, individualized
home supports services, employment exploration services, employment development services,
and employment support services to the range of services governed by the home and communitybased licensing standards under Minnesota Statutes, chapter 245D. The addition of the
employment-related services is subject to federal approval.
Section 3 (252.41, subdivision 3) removes supported employment from the definition of day
training and habilitation and clarifies that work-related activities included in the definition are
only center-based activities and not employment exploration services, employment development
services, or employment support services. This section is subject to federal approval.
Section 4 (256.477) places in statute an existing grant program currently awarded to Achieving
Change Together, a statewide self-advocacy network of people with disabilities, and adds
additional conditions for the use of grant funds.
Section 5 (256B.0659, subdivision 1) defines a new service to begin July 1, 2018, called
complex personal care assistance services. Complex PCA services are PCA services provided to
a person who qualifies for more than ten hours of PCA services per day and that are provided by
a PCA with additional training.
Section 6 (256B.0659, subdivision 2) makes a conforming change to a cross-reference.
Section 7 (256B.0559, subdivision 11) specifies that a PCA is qualified to provide complex
PCA services only if the PCA meets the home health aide or nursing assistant competency
evaluation standards under Medicare, or a similar state standard.
Section 8 (256B.0659, subdivision 17a) specifies that the rate for complex PCA services
beginning July 1, 2018, is 110 percent of the rate for PCA services.
Section 9 (256B.0659, subdivision 21) requires PCA provider agencies to maintain
documentation that any PCA providing complex PCA services has satisfied all of the
requirements for provision of complex PCA services.
Section 10 (256B.0911, subdivision 1a) provides a definition of “person-centered planning” that
incorporates a definition of “informed choice.”
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Sections 11 to 17 contain changes to MnCHOICES and the reassessment process for home care
nursing, personal care assistance services, elderly waiver services, alternative care services, and
disability waiver services.
Section 11 (256B.0911, subdivision 3a) modifies existing language concerning assessments and
support planning so that the existing requirements apply only to initial assessments and initial
support planning and requires assessors to include discussions of independent living and
alternatives to corporate foster care.
This section also modifies the risk management standards that must be included in a written
community support plan to require that risk management strategies be practical.
Section 12 (256B.0911, subdivision 3f) permits a service plan update or service plan
modification to substitute for a reassessment unless a reassessment is required under federal law
or the person’s condition or needs have changed significantly.
Section 13 (256B.0911, subdivision 3g) requires annual reassessments whenever required by
federal law or when requested by a person receiving services or by the person’s legal
representative.
Section 14 (256B.0911, subdivision 4d) modifies the language governing face-to-face
assessments of individuals under age 65 who reside in a nursing facility by requiring annual
face-to-face reassessments only for individuals whose condition is likely to change.
Section 15 (256B.0915, subdivision 1a) eliminates the requirement for an annual face-to-face
visit to elderly waiver recipients by a case manager.
Section 16 (256B.0915, subdivision 5) modifies the requirements for annual reassessments for
continued eligibility for elderly waiver services.
Section 17 (256B.49, subdivision 15) eliminates the requirement that people on a maintenance
plan under a disability waiver must be reassessed annually.
Section 18 (256B.4913, subdivision 4a) clarifies the historical rate for day service recipients and
adds an additional year of banding to the disability waiver rate system implementation.
Currently, banding will continue until January 1, 2019. The Department of Human Services is
awaiting approval of a zero percent band for the 2019 calendar year, which would extend
banding until January 1, 2020. This section adds another one percent banding year, which would
extend banding until January 1, 2021, thereby allowing the disability waiver rate system
(DWRS) rates to take effect during fiscal year 2021 as individuals renew their individual service
plans. The banding provision in this section is subject to federal approval.
Section 19 (256B.4913, subdivision 7) clarifies that new services added to the disability waiver
rate system are not subject to banding.
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Section 20 (256B.4914, subdivision 2) modifies the definition of “respite care” for the purposes
of the disability waiver rate system, thereby allowing respite care services to be reimbursed at a
market rate. This section is subject to federal approval.
Section 21 (256B.4914, subdivision 3) adds individualized home supports, independent living
skills specialist services, employment exploration services, employment development services,
and employment support services to the disability waiver rate system. Portions of this section are
subject to federal approval.
Section 22 (256B.1914, subdivision 5) modifies the base wage index, component values and the
frequency of inflation adjustments, and requires study and evaluation of various wage and
component values.
Paragraph (a) modifies the base wage index by modifying the data to which the
commissioner will refer when determining the base wage for staff providing various
services and by creating five new base wage calculations for three new employmentrelated services, for independent living skills specialist services, and for individualized
home supports services. Most of these changes are effective January 1, 2018.
Paragraph (d) modifies various component values effective January 1, 2018, except the
absence and utilization factor for day services, which is effective January 1, 2019.
Paragraph (h) eliminates the requirement to apply both the wage inflation factor and the
consumer price index factor to the same component values, thereby ensuring that factors
that have a wage inflation factor built into them do not also get a CPI adjustment.
Paragraphs (h) and (i) increases the frequency of the automatic inflation adjustments
from every five years beginning July 1, 2017, to every two years beginning July 1, 2022.
Paragraph (i) requires the commissioner to make recommendations to the legislature to
replace any of the wage codes that become obsolete in the future.
Paragraph (k) requires the commissioner to study the costs of providing services whose
rates are determined by the disability waiver rate system, and requires providers to submit
business data for the purposes of this study.
Paragraph (l) specifies the timeline for the submission by providers of their business
data and specifies penalties the commissioner must impose of providers who fail to meet
the timeline.
Paragraph (m) require the commissioner to randomly audit a representative sample of
the cost data submitted.
Paragraph (n) permits the commissioner, based on the commissioner’s research, to
make recommendations to the legislature concerning changes to the component values
and inflationary adjustments.
- 60 -

Paragraph (o) requires the commissioner to provide technical assistance and training to
providers so that they are able to comply with the requirement to submit valid business
data.
Section 23 (256B.4914, subdivision 6) effective January 1, 2018, reduces the maximum number
of foster care and supportive living services that may be authorized from 365 to 350 days, and
makes a conforming change.

Sections 24 and 26 make conforming changes, except that section 25 (256B.4914, subdivision
8, clause (13)) modifies the staffing ratio for employment support services.
Section 27 (256B.4914, subdivision 10) modifies the commissioner’s DWRS research duties.
Section 28 (256B.4914, subdivision 16) exempts individualized home support services from the
budget neutrality factor the day following enactment. The budget neutrality factor is repealed in
the last section of this article effective July 1, 2017.
Sections 29 to 31 contain changes to MnCHOICES and the reassessment process for community
first services and supports.
Sections 32 to 41 modify the Deaf and Hard-of-Hearing Act.
Section 32 (256C.23, subdivision 1a) defines “culturally affirmative.”
Section 33 (256C.23, subdivision 2) modifies the definition of “deaf” by including additional
examples of visual and manual means of communication.
Section 34 (256C, subdivision 2c) defines “interpretive services.”
Section 35 (256C.23, subdivision 6) defines “real-time captioning.”
Sections 36 (256C.233, subdivision 1) specifies that the commissioners of education,
employment and economic development, and health shall advise the commissioner of human
services on the activities of the Deaf and Hard-of-Hearing Division; removes from the
jurisdiction of the Division the educational and occupational needs of individuals.
Section 37 (256C.233, subdivision 2) modifies the duties of the Division by supplementing
mere promulgation of information with advocacy, training, service provision, including the
provision of mental health services, research, and reporting to the legislature on the activities of
the Division.
Section 38 (256C.24, subdivision 1) incorporates people first language and requires the Division
to establish at least six regional service centers.
Section 39 (256C.24, subdivision 2) modifies the duties of the regional service centers.
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Section 40 (256C.24, subdivision 4) permits individuals traveling more than 50 miles round-trip
to receive services at a regional service center to be reimbursed at the reimbursement rate
established by the Internal Revenue Service.
Section 41 (256C.261) clarifies the minimum allocation of grant funding for services and
supports for children and for adults, and prohibits regional service centers from providing
services under the consumer-directed grant program.
Section 42 (CDCS budget Methodology Exception for Persons Leaving Institutions and
Crisis Residential Settings) directs the commissioner of human services to establish a
consumer-directed community supports budget exception process for individuals who are
currently residing in an institutional setting, as defined in paragraph (b), who have been approved
for discharge from the institutional setting, but who have not been offered the appropriate
services within 60 days of receiving discharge approval, and whose needs cannot be
accommodated in a noninstitutional setting within the consumer-directed community supports
budget limitations.
Section 43 (Federal Waiver Request) requires the commissioner of human services to make all
necessary waiver amendment requests for the elimination of supported employment and the
creation of three new employment-related services.
Section 44 (Transportation Study) requires the commissioner of human services to conduct a
study to identify opportunities to increase access to transportation for individuals who receive
home and community-based services.
Section 45 (Direction to the Commissioner; Telecommunication Equipment
program) requires the commissioner and the Commission of Deaf, Deafblind and Hard-ofHearing Minnesotans to make recommendations to the legislature concerning the modernization
of the telecommunication equipment program.
Section 46 (Direction to the Commissioner; Billing for Mental Health Services) requires the
commissioner of human services to report to the legislature on the costs and benefits of the Deaf
and Hard of Hearing Division providing mental health services.
Section 47 (Direction to the Commissioner of Human Services) requires the commissioner to
work with lead agencies to reform to the MnCHOICES assessment tool to reduce the amount of
time certified assessors completing the online forms.
Section 48 (Expansion of CDCS Budget Methodology Exception) directs the commissioner of
human services to request a waiver amendment to permit a budget increase of up to 30 percent
for individuals eligible for consumer-directed community supports who require greater resources
than currently allowed in order to increase the amount of time they can work, transition into their
own home, or develop a positive support plan.
Section 49 (Repealer) repeals the budget neutrality factor from the disability waiver rate system
effective January 1, 2018. This section also repeals subdivisions within the Deaf and Hard-of- 62 -

Hearing Services Act, including the definition of "regional service center," the duty of state
agencies with respect to the Division, and language concerning interpreter services, which is
incorporated elsewhere in the bill.
Article 2 – Housing
Sections 1 and 2 (144D.04, subds. 2 and 2a) amend the housing with services establishment
chapter of law by adding contract requirements for residents receiving one or more health-related
services from the establishments’ arranged home care provider.
Section 3 (245A.03, subd. 7) adds two exceptions to the DHS licensing moratorium for new
foster care licenses or community residential setting licenses; one is for people transitioning from
the residential care waivers services to foster care services, as determined to be needed by the
commissioner, and the second is for people receiving services under Minnesota Statutes, chapter
245D and residing in an unlicensed setting before May 1, 2017, under certain circumstances.
New paragraph (h) allows the commissioner to adjust capacity to address needs identified in the
annual report balancing long-term care services and supports, and new paragraph (i) requires the
commissioner to notify the license holder when its beds are reduced. New paragraph (j)
prohibits the commissioner from issuing a license for children’s residential treatment services
that the Centers for Medicare and Medicaid Services would consider an institution for mental
diseases.
Section 4 (245A.04, subd. 14) requires an adult foster care license holder to receive a copy of
the resident termination policy established in section 7.
Section 5 to 7 amend chapter 245A, the DHS licensing act, establishing new subdivisions in the
statute related to special conditions for residential programs.
Section 5 (245A.11, subd. 9) requires that a resident receiving services must have the choice of
a roommate, and both must consent in writing, and the license holder must provide a lock for
each resident’s bedroom door, unless otherwise indicated for health, safety, or well-being of the
resident.
Section 6 (245A.11, subd. 10) establishes adult foster care resident rights.
Section 7 (245A.11 subd. 11) specifies the adult foster care service termination provisions
for elderly waiver participants.
Sections 8 to 12 amend chapter 245D, the home and community-based waivered services.
Section 8 (245D.04, subd. 3) expands the rights of a person receiving services by a licensed
provider, to include the right to lock the bedroom door and access personal possessions, to name
a couple.
Section 9 (245D.071, subd. 3) requires that within 45 days of the service initiation, the provider
must determine how to support the person so the person has control of the person’s schedule.
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Section 10 (245D.11, subd. 4) modifies license holder admission criteria, by requiring the
person or person’s legal representative and the license holder to sign and date the residency
agreement when the license holder provides certain services.
Section 11 (245D.24, subd. 3) relates to community residential settings, and requires each
person receiving services to have a choice of a roommate. This section also provides that a
person must be allowed to lock the person’s bedroom door.
Section 12 (256.045, subd. 3) amends the state agency hearings section of law to allow for a
hearing when the person is issued a notice of service termination under 245A.11, subd 11.
Section 13 (256B.051) establishes the housing support services program. If the program is
approved by the federal government, the services will be reimbursed through medical assistance.
Subdivision 1 states the purpose of the program, which is to provide housing support
services to individuals with a disability that limits their ability to obtain or maintain stable
housing.
Subdivision 2 defines terms.
Subdivision 3 provides the eligibility criteria for the program. The individual must (1) be
18 years or older, (2) be enrolled in medical assistance, (3) have a need for the services
based on an assessment, (4) reside in or plan to reside in a community-based setting, and
(5) have evidence of unstable housing.
Subdivision 4 specifies the methods in which the assessment of functional need must be
conducted.
Subdivision 5 defines the services provided under the program, which include housing
transition services and housing and tenancy sustaining services.
Subdivision 6 specifies provider eligibility.
Subdivision 7 provides that supplemental rates for housing with services establishments
and group residential housing are reduced if the individual is eligible for housing support
services.
Section 14 (256B.0911, subd. 3a) amends long-term care consultation services, by requiring that
at the time of reassessment, the certified assessor shall offer the person the option to receive
alternative housing and service options, under certain circumstances.
Section 15 to 17 (256B.0915, subd. 1, 256B.092, subd. 4, 256B.49, subd. 11) requires the
commissioner to comply with the requirements in the federally approved transition plan for the
home and community-based services and elderly waivers.
Section 18 (256B.49, subd. 15) strikes outdated language.
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Sections 19 to 21 amend the statute related to adult foster care planned closures.
Section 19 (256B.493, subd. 1) modifies the commissioner’s duties. The commissioner has the
authority to manage statewide licensed corporate foster care or community residential settings
capacity, including the reduction and realignment of current foster care or community residential
settings, to accomplish the consolidation or closure of settings.
Section 20 (256B.493, subd. 2) requires the commissioner to use a resource need determination
process, managed at the state level, to align capacity where needed.
Section 21 (256B.493, subd. 2a) is a new subdivision specifying the closure process. The
commissioner shall work with stakeholders to establish a process for adult foster care or
community residential setting closures. This section lists what the closure plan must include.
Sections 22 and 23 (256D.44, subds. 4 and 5) modify the Minnesota supplemental aid program
by increasing the income supplement for individuals who are in need of housing assistance. This
section also expands the eligibility for this supplement to individuals who are relocating from
group residential housing and individuals who are eligible for personal care assistance services,
and strikes paragraph (g), which expired June 30, 2016.
Sections 24, 26, 27, 29, 30, 31, 32, 33, 37, and 40 are technical; “group residential housing”
(GRH) is being changed to “housing support services.” This terminology is changed in several
sections.
Section 25 (256I.04, subd. 1) expands the eligibility for GRH to individuals who receive
licensed residential crisis stabilization services and medical assistance. The individual may
receive concurrent GRH payments when receiving crisis stabilization services.
Section 28 (256I.04, subd. 3) amends an existing group residential housing moratorium
exception on the development of group residential housing beds by adding another 36 beds for
supportive housing units in Anoka, Dakota, Hennepin, or Ramsey County for homeless adults
defined in this section.
Section 34 (256I.05, subd. 1p) adds a supplementary services rate not to exceed $700 per month
for a housing support provider (GRH) in St Louis County.
Section 35 (256I.05, subd. 1q) adds a supplementary services rate not to exceed $750 per month
for a housing support provider (GRH) in Olmstead County.
Section 36 (256I.05, subd. 1r) adds a supplementary services rate not to exceed the maximum
rate in subd 1a for a housing support provider (GRH) in Anoka County.
Section 38 (256I.05, subd. 11) modifies (GRH) by establishing an alternative financing
mechanism for existing emergency shelter beds, based on a plan submitted by the county and
approved by the commissioner. The Commissioner of Human Services is required to make a
cost-neutral transfer of funding from the GRH fund to the county for emergency shelter beds
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removed from the GRH census. The county must submit a biennial plan by August 1, beginning
in 2017, which describes outcomes, efficiencies, eligibility, and quality assurance. The funding
may be used for room and board or supplemental services.
Section 39 (256I.05 , subd. 12) provides that for every provider with a supplementary services
rate over $300, the commissioner shall reduce by 5% the difference between the total
supplementary rate in effect 7/1/17, and $300, and decrease by 10% the difference between the
total supplementary service rate in effect 7/1/19, and $300. One provider is exempt from this
reduction.
Section 41 (256I.06, subd. 8) adds a new paragraph (c) specifying that the GRH rate for an
individual who receives licensed residential crisis stabilization services is calculated so the state
pays the full room and board rate.
Section 42 (256I.09) requires the commissioner to award grants to agencies through the annual
competitive process for: (1) outreach to locate and engage people who are homeless or residing
in segregated settings to screen for basic needs and assist with a referral to community living
resources; (2) build capacity to provide technical assistance on housing and support service
resources, and (3) streamline the administration and monitoring of activities related to housing
support funds.
Section 43 is a revisor instruction changing “group residential housing” to “housing support
services.”
Article 3 – Continuing Care
Section 1 (144.0724, subdivision 4) clarifies existing law by making explicit in state statute the
federal requirements with respect to the frequency of change in status assessments for residents
of nursing homes.
Section 2 (144.0724, subdivision 6) reduces the threshold at which facilities may apply for a
reduction in their penalty for late or nonsubmission of resident assessments, and also reduces the
length of time during which the facilities are penalized.
Section 3 (144A.071, subdivision 4d) modifies the date for nursing facility property rate
changes related to consolidation projects to the first January or July following both the
completion of the upgrades in the remaining facility and the closure of the other facility.
Section 4 (256.975, subdivision 7) modifies the services the Senior Linkage Line must provide
to ensure that older adults are properly referred for counseling regarding the new self-directed
caregiver grant program.
Section 5 (256.975, subdivision 12) establishes a new self-directed caregiver grant program to
provide assistance to family care-givers who help older adults age in place.
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Section 6 (256B.0911, subdivision 3a) allows persons being assessed for adult day services to
grant permission for their current or proposed service provider to submit to the certified assessor
the provider’s nursing assessment and recommendations concerning the person’s care needs. If a
provider submits its nursing assessment and recommendations for a person being assessed for
elderly waiver services, then the provider must receive a draft of the assessment, be allowed to
submit additional information before the assessment is final, and receive a copy of the final
community support plan, case mix level and Residential Services Workbook.
In addition, this section permits an eligibility update 90 days after the last face-to-face
assessment under the alternative care program, the elderly waiver, and the disability waivers.
Section 7 (256B.0915, subdivision 3a) specifies that if a legislatively authorized rate increase
for home and community-based services is service-specific, then the way this increase will be
applied to the monthly cost limits under the elderly waiver is by increasing each monthly cost
limit by the percent increase in spending for the program that is affected by the service-specific
rate increase.
In addition, this section aligns the date of future increases in the monthly cost limits for elderly
waiver services with the date on which nursing facility rate increases are effective.
Section 8 (256B.0915, subdivision 3e) modifies the language governing the payment rates for
customized living services under the elderly waiver by adding, effective January 1, 2022, a
cognitive and behavioral needs factor.
This section also aligns the date of future increases in the individualized service rate limits for
customized living services with the date on which nursing facility rate increases are effective.
Section 9 (256B.0915, subdivision 3h) aligns the date of future increases in the individualized
service rate limits for 24-hour customized living services with the date on which nursing facility
rate increases are effective.
Section 10 (256B.0915, subdivision 5) amends the language governing change in status
assessments for elderly waiver recipients by specifying the criteria for an assessment, who may
request an assessment, and the timing of the assessment.
Sections 11 to 16 establish new rates for services offered under the elderly waiver and for
similar services.
Section 11 (256B.0915, subdivision 11) specifies that a new rate methodology under
256B.0915, subdivisions 12 to 16, applies to the following services and programs:
(1) Elderly waiver
(2) Elderly waiver customized living
(3) Alternative care
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(4) Essential community supports
(6) CADI waiver customized living
(7) BI waiver customized living
(8) Elderly waiver foster care
(9) Elderly waiver residential care
Section 12 (256B.0915, subdivision 12) provides for a phase-in of the new EW rates beginning
January 1, 2019. The phase in is as follows:
(1) a blended rate between January 1, 2019, and December 31, 2020, consisting of 12
percent of the new rate and 88 percent of the old rate; and
(2) a blended rate beginning January 1, 2021, consisting of 20 percent of the new rate and
80 percent of the old rate.
Section 13 (256B.0915, subdivision 13) specifies the data sources that will be used to set the
wage and component value rates under the proposed rate methodology and outlines the factors
included in the methodology.
Section 14 (256B.0915, subdivision 14) specifies the base wage calculations for all the services
affected by this rate methodology.
Section 15 (256B.0915, subdivision 15) specifies how each of the factors are calculated.
Section 16 (256B.0915, subdivision 16) specifies how the total payment rate is calculated for
each service.
Section 17 (256B.0915, subdivision 17) requires the commissioner, in consultation with
stakeholders, to study the appropriateness and effect of the new rates and to make
recommendations to the legislature by January 1, 2019.
Section 18 (256B.0922, subdivision 1) increases from $400 to $600 the monthly limit for
essential community supports, and adds respite care and companion services to the list of
services available under the essential community supports program.
Section 19 (256B.431, subdivision 10) modifies the date for nursing facility property rate
changes related to construction projects to the first January or July following the completion of
the construction project and the submission of the provider’s rate adjustment request.
Section 20 (256B.431, subdivision 16) modifies the date for nursing facility property rate
changes related to major additions or facility replacements to the first January or July following
the completion of the addition or replacement.
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Section 21 (256B.431, subdivision 30) modifies the date for nursing facility property rate
adjustments resulting from bed layaway or bed delicensure to the first January or July following
the layaway or delicensure.
Section 22 (256B.434, subdivision 4) strikes obsolete language, thereby clarifying that
inflationary adjustments apply only to the property rate and not to the other nursing facility rate
components.
This section also specifies that the next property rate inflation adjustment will be delayed until
January 1, 2019.
Section 23 (256B.434, subdivision 4f) modifies the date for nursing facility property rate
adjustments resulting from certain construction projects to the first July or January following the
completion of the project.
Section 24 (256B.50, subdivision 1b) clarifies that nursing facilities have 60 days from the
publication of rates to file an appeal of their rates.
Section 25 (256B.5012, subdivision 3a) modifies the conditions under which an intermediate
care facility for persons with developmental disabilities can be reimbursed for therapeutic leave
days.
Section 26 (256R.04, subdivision 4) clarifies which forms of insurance are administrative costs
and which are fringe benefit costs.
Section 27 (256R.02, subdivision 18) clarifies that the employer health insurance cost category
includes the actual expenses incurred by self-insured plans for reinsurance and clarifies the
definition of a full-time employee.
Section 28 (256R.07, subdivision 6) permits electronic signatures on documents submitted to
the commissioner for the purposes of setting nursing facility rates.
Section 29 (256R.10, subdivision 7) gives the commissioner the authority, after consulting with
stakeholders, to determine the cost category for cost items or services not otherwise categorized.
Section 30 (256R.18) requires the commissioner beginning January 1, 2019 to submit to the
legislature a biennial report on the effectiveness of the new value-based reimbursement system.
Section 31 (256R.37) removes the requirement that registered nurses, licensed practical nurses,
or nursing assistants who receive scholarships must be recent graduates.
Section 32 (256R.40, subdivision 5) limits to just twice a year the effective date of planned
closure rate adjustments.
Section 33 (256R.41) limits to just twice a year the effective date of single-bed room incentive
rate adjustments.
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Section 34 (256R.47) extends for an additional two years the existing suspension of the rate
adjustment for critical access nursing facilities.
Section 35 (256R.49) establishes a rolling two-year expiration of rate increases for
compensation-related costs for minimum wage changes.
Section 36 (Direction to the Commissioner; Adult Day Services Staffing Ratios) requires the
commissioner to study existing staffing ratio requirements for adult day services and make
recommendations to the legislature by January 1, 2018.
Section 37 (Direction to the Commissioner; Border City Nursing Facility Rate
Study) requires the commissioner to study the disparity between nursing facility rates in
Moorhead and the rates paid by North Dakota in Fargo and the surrounding communities, as well
as the effect of the rate disparities on the Moorhead workforce and access to nursing facility
services.
Section 38 (Revisor’s Instruction) requires nonpartisan legislative staff and the Department of
Human Services to propose a recodification of the language governing the elderly waiver.
Article 4 - Health Care
Section 1 (3.972 subdivision 2b) requires the legislative auditor to audit each managed care
organization that contracts with the Commissioner of Human Services to provide services under
sections 256B.69, 56B.692, and 256L.12.
Section 2 (13.69, subdivision 1) permits the Department of Public Safety to share social security
numbers, which are otherwise classified as private government data of the Department of Public
Safety, with the Department of human services for the purposes recovering medical assistance
benefits provided to medical assistance recipients injured in motor vehicle accidents.
Section 3 (62J.815) requires health care providers to maintain a list of services and procedures
that correspond with the provider’s 35 most frequent CPT codes and the ten most frequent CPT
codes for preventive services used for reimbursement, and the provider’s charges for each of
these services that the provider would charge a patient who did not have coverage and make the
list available to the public.
Section 4 (62U.02, subdivision 1) requires the Commissioner of Health to establish statewide
measures for use by health plan companies that assess the quality of health care services offered
by health care providers. Requires that the statewide measures must (1) for the purposes of
assessing the quality of care provided at physician clinics, be selected from the available
measures as defined in federal regulations, unless the stakeholders determine that a particular
diagnosis, condition, service, or procedure is not reflected in any of the available measures in a
way that meets identified needs; (2) be based on medical evidence; and (3) be developed through
a process in which providers participate in and consumer and community input and perspectives
are obtained.
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This subdivision also requires the commissioner to develop a measurement framework by June
30, 2018, that identifies the most important elements for assessing the quality of care, articulates
statewide quality improvement goals, ensures clinical relevance, fosters alignment with other
measurement efforts, and defines the roles of stakeholders. By December 15, 2018, the
commissioner must use the framework to update the statewide measures used to assess the
quality of health care services offered by health care providers, including providers certified as
health care homes. The commissioner shall develop the framework in consultation with the
stakeholders and must review the framework at least once every three years and shall report to
the legislature by September 30, 2018, summarizing the development of the measurement
framework and making recommendations on the type and appropriate maximum number of
measures in the statewide measurement set.
Subdivision 3 requires the commissioner to issue periodic public reports on trends in
provider quality at the statewide, regional, and clinic levels. This subdivision also requires
physician clinics and hospitals to submit standardized information for the identified
statewide measures to the commissioner in the formats specified by the commissioner or
the commissioner’s designee which must include alternative formats for clinics or
hospitals experiencing technological or economic barriers to submission in standardized
electronic form. The commissioner shall ensure that any quality data reporting
requirements for physician clinics are aligned with the specifications and timelines for the
selected measures and may develop additional data on race, ethnicity, preferred language,
country of origin, or other sociodemographic factors. None of the statewide measures
selected shall require providers to use an external vendor to administer or collect data.
Subdivision 5 makes minor changes by removing obsolete language and referring to a
standard set of measures.
Section 5 (62V.05, subdivision 12) removes the requirement that the MNsure Board provide the
legislature with copies of certain agreements.
Section 6 [256.01, subdivision 18f] requires the commissioner of human services to implement
an Asset Verification System to verify the assets of persons who are blind, persons age 65 and
older, and persons with disabilities applying for or renewing benefits under medical assistance.
Section 7 (256.01, subdivision 41) removes the requirement that the Commissioner of Human
Services provide the legislature with copies of certain agreements.
Section 8 (256.969, subdivision 2b) delays the next hospital rebasing by 4 years until July 1,
2021.
Section 9 [256.969, subdivision 2e) creates a contingent alternative payment rate for children’s
hospitals that is retroactive to rate years beginning on or after January 1, 2015.
Paragraph (a) specifies a trigger for the calculation of an alternative payment rate for
children’s hospitals. The trigger is any requirement that the days, costs, and revenue
associated with MA-eligible patients who also have private health insurance be included in
- 71 -

a children’s hospital’s disproportionate share hospital (DSH) payment limit. If these days,
costs, and revenue are included, then the commissioner must calculate the alternative
payment rate described in paragraph (b), compare the alternative rate to the DSH rate, and
reimburse the children’s hospital at the higher rate.
Paragraph (b) specifies the alternative rate, prohibits a children’s hospital from receiving
payments under both the alternative rate and the DSH rate, and directs the commissioner to
consider the interaction of the alternative rate and inflation adjustments whenever hospital
rates are rebased.
Section 10 (256.969, subdivision 4b) requires children’s hospitals to submit annual medical
assistance cost reports within six months of the end of the hospital’s fiscal year.
Section 11 (256B.0371, subdivision 1) requires the commissioner to contract with up to two
dental administrators to administer dental services for all recipients of medical assistance and
MinnesotaCare.
Subdivision 2, paragraph (a), specifies that recipients shall be given a choice of dental
provider who agrees to the requirements and payment rate of this section. Also requires
the administrator to comply with network adequacy geographic access, and essential
community provider requirements that apply to managed care organizations for nondental
services.
Paragraph (b) requires the commissioner to implement this section in consultation with
representatives of dental providers who provide dental services to patients enrolled in
medical assistance and MinnesotaCare.
Paragraph (c) requires the commissioner to consult with county-based purchasing plans
on the development and review of a request for proposals and development of metrics to
evaluate the performance of a dental administrator.
Section 12 (256B.04, subdivision 21) updates and clarifies provider enrollment, reenrollment,
and revalidation requirements for medical assistance and MinnesotaCare providers.
Section 13 (256B.04, subdivision 22) updates the personal care assistance revalidation process
to require revalidation at least every three years.
Section 14 (256B.056, subdivision 5c) increases the medical assistance excess income standard
(aka spenddown) for persons with a disability who are blind or who are over 64 years of age,
from 80 percent of federal poverty guidelines to 81 percent, effective June 1, 2019.
Section 15 (256B.0621, subdivision 10) allows medical assistance reimbursement for interactive
video for relocation case management services, that helps recipients gain access to needed
services and supports if they choose to move from an institution to the community.
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Section 16 (256B.0625, subdivision 3b) includes in the definition of “licensed health care
provider” for telemedicine services covered under medical assistance, services provided by a
mental health provider.
Section 17 (256B.0625, subdivision 7) eliminate a cross-reference to the home care nursing
interpreter-communicator service which is being repealed.
Section 18 (256B.0625, subdivision 20) modifies the mental health case management section of
law to allow medical assistance reimbursement for contact by interactive video, that meet the
requirements of section 256B.0625, subdivision 20b.
Section 19 (256B.0625, subdivision 20b) adds a new subdivision creating a new benefit under
the medical assistance chapter for mental health targeted case management through interactive
video.
Section 20 (256B.0625, subdivision 56a) allows medical assistance to cover post arrest
community- based service coordination for an individual who has been identified as having a
mental illness or substance abuse; does not require the security of a public detention facility and
is not considered an inmate of a public institution; meet eligibly requirements in section
256b.056; and has agreed to participate in postarrest community-based service coordination
through a diversion contract in lieu of incarceration. Specifies that the nonfederal share of cost
for postarrest community-based service coordination services shall be provided by the recipient’s
count of residence.
Section 21 (256B.0625, subdivision 57) excludes from Medicare part B crossover claims limit
to the medical assistance total allowed payments to Indian Health Services.
Section 22 (256B.0625, subdivision 64) authorizes the coverage of stiripentol by the EPSDT
program under certain conditions.
Section 23 (256B.0659, subdivision 21) requires personal care assistance provider agencies to
maintain bonds and insurances for each practice location and authorizes the commissioner to
deny medical assistance payments during times of non-compliance with the bond and insurance
requirements or to suspend and terminate providers who display patterns of noncompliance with
the bond and insurance requirements.
Section 24 (256B.072) modifies the measures used for the performance reporting system for
inpatient hospitals by requiring that the measures used are consistent with the statewide measures
under section 62U.02, subd.1. Requires the commissioner to consider and adjust availability
metrics and benchmarks for providers who primarily serve socioeconomically complex patient
populations and request to be scored on these additional measures.
Section 25 (256B.0755, subdivision 1) changes terminology from “health care delivery
systems” to “integrated health partnerships” or IHPs, and specifies that an IHP may be
customized for special needs and barriers of patient populations experiencing health disparities
due to social, economic, racial, or ethnic factors.
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Section 26 (256B.0755, subdivision 3) specifies that the accountability standards for IHPs must
be appropriate to the particular population served.
Section 27 (256B.0755, subdivision 4) specifies that the payment system for IHPs must include
a population-based payment that supports care coordination services for enrollees served by the
IHP and is risk adjusted to reflect varying levels of care coordination intensiveness. Specifies
that the payment must be a per-member per-month payment paid at least on a quarterly basis and
specifies that IHPs that receive this payment must continue to meet cost and quality metrics in
order to maintain eligibility for the population-based payment.
Section 28 (256B.0755, subdivision 9) states that the commissioner may authorize an IHP to
provide financial incentives for patients to see a primary care provider for an initial health
assessment; maintain a continuous relationship with a primary care provider; and participate in
ongoing health improvement and coordination of care activities.
Section 29 (256B.0924, subdivision 4a) allows medical assistance reimbursement for interactive
video contact for targeted case management for vulnerable adults and adults with developmental
disabilities. This section also sets the parameters for contact by interactive video for targeted
case management. Interactive video is subject to federal approval, and is allowed if the
requirements are met.
Section 30 (256B.196, subdivision 2) phases out the “managed care intergovernmental transfer”
over seven years by reducing the total value of supplemental payments to Hennepin County
Medical Center and Regions Hospital by approximately $1,800,000 per year.
Section 31 (256B.69, subdivision 9e) modifies the current financial audit language for managed
care organizations by adding a cross reference to section 3.972, subd.2b.
Section 32 (256B.76, subdivision 1) reduces the payment rates by 2.3 percent for physician and
professional services provided on or after July 1, 2017, through June 30, 2019, and by 3.0
percent for services provided on or after July 1, 2019.
Section 33 (256B.76, subdivision 2) increases payment rates for dental services provided on or
after July 1, 2017, by 25 percent.
Section 34 (256B.7635) specifies for services provided on or after January 1, 2018, prenatal and
postpartum follow-up home visits provide by public health nurses or registered nurses using
evidence-based models. The payment shall be a minimum of $140 per visit.
Section 35 (256B.766) reduces the payment rates by 2.3 percent for basic care services provided
on or after July 1, 2017, through June 30, 2019, and by 3.0 percent for services provided on or
after July 1, 2019. Specifies that EPSPT services are included in this reduction. Specifies that
the therapy services provided at Gillette Children’s Hospital are not included in this reduction.
Sections 36 to 39 make changes in the MinnesotaCare program to conform to federal
requirements and current practices.
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Section 36 (256L.03, subdivision 1) clarifies that a child means an individual younger than 19
years of age.
Section 37 (256L.03, subdivision 1a) removes coverage for individualized education program
(IEP) services from MinnesotaCare coverage.
Section 38 (256L.03, subdivision 5) updates the cost-sharing by removing references in place
prior to 2015, expands the definition to include co-insurance and deductibles, and replaces a
reference that exempts American Indians from cost-sharing.
Section 39 (256L.15, subdivision 2) replaces the premium table to reflect the legislative changes
enacted in 2015.
Section 40 delays part of the capitation payment to managed care plans and county-based
purchasing plans due in April 2019, and all of the payment due in May 2019, and the payment
due in April 2019 for special needs basic care until July 1, 2019. This section also delays the
capitation payment due in April 2021 and May 2021 and the payment due in April 2021 for
special needs basic care until July 1, 2021.
Section 41 requires the Commissioner of Human Services to seek federal approval to implement
case management via interactive video contact.
Section 42 establishes a legislative commission to study and make recommendations on issues
relating to the competitive bidding process and procurement process for the medical assistance
and MinnesotaCare contracts with managed care plans and county-based purchasing plans for
nonelderly, nondisabled adults and children. The study shall also include recommendations of a
process that meets federal regulations that ensures that provider rate increases passed by the
legislature are incorporated into capitation rates paid to managed care organizations and how the
managed care organizations pay the providers.
Section 43 (Health Care Access Fund Assessment) requires the Commissioner of Human
Services to assess any federal health care reform legislation passed at the federal level on its
effect on the MinnesotaCare program and the need for the health care access fund as its
continued source of funding.
Section 44 (Opiate Use and Acupuncture Study) requires the Human Services Policy
Committee to study and compare the use of opiates for the treatment of chronic pain conditions
when acupuncture services are also part of the treatment for chronic pain.
Section 45 is a Revisor’s instruction requiring the Revisor to change the term “health care
delivery system” to “integrated health partnership” where it appears in section 256B.0755.
Section 46 (Repealer) repeals the annual review for personal care assistance provider agencies,
and the home care nursing interpreter-communicator service, and IGT2.
Article 5 Health Insurance
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This article makes a number of changes to private health coverage in the individual and small
group markets. This article also requires a nonprofit health care entity before entering into a
conversion transaction to notify the attorney general and requires the attorney general to approve
of the transaction. This article also makes several minor clean up changes to SF 1 (premium
subsidy program).
Section 1 (62A.04, subd. 1) specifies that certain required standard policy provisions when
referenced in other sections do not apply to accident and sickness or accident and health
insurance that are health plans.
Section 2 (62A.21, subd. 2a) specifies that continuation of coverage only applies to a former
spouse who was covered on the insured’s health plan on the day before entry of a valid divorce
decree.
Section 3 (62A.3075) requires a health plan company that provides coverage for cancer
chemotherapy treatment to indicate the level of coverage for orally administered anticancer
medication in its pharmacy benefit filing with the commissioner.
Section 4 (62D.105, subd. 1) specifies that an health maintenance organization (HMO) only has
to provide coverage to an enrollee’s dependent children and former spouse who was covered on
the day before the entry of a valid divorce decree.
Section 5 (62D.105, subd. 2) clarifies the definition of dependent children.
Section 6 (62E.04, subd. 11) clarifies that any policy of accident and health insurance subject to
the requirements of the ACA, the requirements of this section do not apply.
Section 7 (62E.05, subd. 1) clarifies that any policy of accident and health insurance subject to
the requirements of the ACA do not have to certify whether the plan is a #1, #2, or #3 coverage
plan.
Section 8 (62E.06, subd. 5) clarifies that the requirements for qualified plans do not apply to any
policy of accident and health insurance subject to the requirements of the ACA.
Section 9 (62K.16) requires health carriers issuing individual health plans to permit enrollees to
terminate coverage by directly contacting either the health carrier or MNsure if the enrollee
purchased coverage through MNsure. Requires health carriers and MNsure to develop a form
for terminating coverage online.
Section 10 (62M.07) Paragraph (d) specifies that any authorization for a prescription drug must
remain valid for the duration of an enrollee’s contract term so long as the drug continues to be
prescribed to the patient, the drug remains safe, has not been withdrawn from use by the FDA or
the manufacturer, and no drug warnings or recommended changes in drug usage has occurred.
Excludes public health care programs from this paragraph.
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Section 11 (62Q.575, subd. 1) requires a health plan company to contract with a primary care
provider as an in- network provider if the provider is certified as a health care home or is in the
process of becoming certified as a health care home.
Subd. 2 prohibits a health plan company from imposing a co-payment or fee or other
cost-sharing requirement for selecting or designating a primary care provider of the
enrollee’s choosing, unless the health plan company imposes the same cost-sharing
requirements or fees upon an enrollee’s selection or designation on any of the health plan
company’s primary care providers.
Subd. 3 requires the provider contract to include a care coordination payment in addition
to the payment rate for the covered services provided by the primary care provider, and
prohibits the health care company from imposing a co-payment, fee, or other cost-sharing
requirement on care coordination services.
Subd. 4 requires the health plan company to provide notice to enrollees of the provisions
of this section.
Subd. 5 defines primary care provider.
Subd. 6 specifies that this section only applies to individual health plans and does not
apply to the public health care programs.
Subd. 7 specifies that the Commissioner of Health enforces this section.
Section 12 (62Q.678) requires a health plan company that actively markets an individual health
plan to offer in each county at least one individual health plan with a provider network that
includes in network access to more than a single health care provider system or a health plan that
includes more than one primary care location in each county.
Section 13 (62Q.83) creates prescription drug benefit transparency and management
requirements.
Subd. 1 defines the following terms: drug; enrollee contract year; formulary; health plan
company; and prescription.
Subd. 2 requires a health plan company that cover prescription drugs and uses a formulary to
make its formulary and related benefit information available by electronic means and, upon
request, in writing at least 30 days prior to annual renewal dates.
Subd. 3. Paragraph (a), specifies that once a formulary has been established a health plan
company, may at any time during an enrollee’s contract year, expand its formulary by adding
drugs to the formulary; reduce the copayments or coinsurance; or move a drug to a benefit
category that reduces the enrollee’s cost.
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Paragraph (b) states that a health plan company may remove a brand name drug from its
formulary or place a brand name drug in a benefit category that increases an enrollee’s cost only
if a generic or multisource brand name drug rated as therapeutically equivalent or a biological
drug rated as interchangeable is added to the formulary at a lower cost to the enrollee and upon
60 notice to prescribers, pharmacists, and affected enrollees.
Paragraph (c) permits a health plan company to change utilization review requirements or move
drugs to a benefit category that increases an enrollee’s cost during the enrollee’s contract year
upon at least a 60-day notice to prescribers, pharmacists, and affected enrollees, provided that the
changes do not apply to enrollees who are currently taking the drugs affected by the changes for
the duration of the enrollee's contract year.
Paragraph (d) permits a health plan company to remove drugs from its formulary that have
been deemed unsafe by the FDA, or that have been withdrawn by the FDA or the product
manufacturer, or when an independent source has issued drug-specific warnings or
recommended changes in drug usage.
Subdivision 4 excludes public health care programs from this section.
Sections 14 to 19 establish the notification and approval requirements for nonprofit health care
entities conversion transactions.
Section 14 (317A.811, subd.1) specifies that a health maintenance organization (HMO) and a
service plan corporation are required to notify the attorney general of their intent to dissolve,
merge, or consolidate or to transfer all or substantially all of their assets.
Section 15 (317A.811, subd.1a) specifies that a HMO and a service plan corporation are subject
to notice and approval requirements for certain transactions under section 317A.814.
Section 16 (317A.814) establishes nonprofit health care entity conversion notification and
approval requirements.
Subdivision 1 defines the following terms: commissioner; conversion benefit entity;
conversion transaction; family member; nonprofit health care entity; public benefit assets;
and related organization.
Subdivision 2 prohibits a nonprofit entity from entering into a conversion transaction if a
person who has been an officer, director or other executive of the nonprofit health care
entity, or a related organization or a family member of that person; (1) has or will receive
any compensation or other financial benefit in connection with the conversion
transaction; (2) has or will hold an ownership stake, stock, securities or other financial
interest in or receive any type of financial benefit from any entity in which the nonprofit
health care entity transfers public benefit assets in connection with a conversion
transaction; or (3) has or will hold an ownership stake or other financial interest in or
receive any financial benefit from any entity that has or will have a business relationship
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with an entity to which the nonprofit health care entity transfers public benefit assets in
connection with a conversion transaction.
Subdivision 3 requires a nonprofit health care entity to notify the Attorney General
before entering into a conversion transaction and include as part of the notification, an
itemization of the entity’s public benefit assets and the valuation the entity attributes to
those assets, a proposed plan for distribution of those assets to a conversion benefit entity,
and other information the Attorney General considers necessary for review of the
proposed transaction. Requires the Attorney General to approve the transaction. Requires
a copy of the notice and the information required with the notice to be provided to either
the Commissioner of Health or commerce.
Subdivision 4 outlines the elements that the Attorney General must consider in making a
decision to approve or disapprove a conversion transaction. Requires the Attorney
General to consult with either the Commissioner of Health or commerce in making this
decision.
Subdivision 5 specifies the requirements that an entity must meet to be considered a
conversion benefit entity for purposes of accepting assets from a nonprofit health care
entity as part of a conversion transaction.
Subdivision 6 authorizes the attorney general to solicit public comment regarding the
proposed conversion transaction.
Subdivision 7 requires the Attorney General to notify the nonprofit health care entity in
writing of its decision to approve or disapprove the transaction within 150 days of
receiving notice of the transaction. Requires the Attorney General to include the reason
for a decision not to approve the transaction, and permits the Attorney General to extend
the period for an additional 90 days if needed to obtain additional information.
Subdivision 8 requires the nonprofit health care entity to transfer the entirety of the full
and fair value of its public benefit assets to one or more conversion benefit entities as part
of the transaction if the proposed conversion transaction is approved or conditionally
approved.
Subdivision 9 requires the nonprofit health care entity or conversion benefit entity to
reimburse the attorney general or a state agency for all reasonable and actual costs
incurred by the attorney general or a state agency in reviewing a proposed conversion
transaction.
Subdivision 10 requires a conversion benefit entity to submit an annual report to the
Attorney General that contains a description of its charitable activities related to the use
of the public benefit assets received under an approved transaction.
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Subdivision 11 states that a conversion transaction entered into in violation of this
section is null and void and the attorney general has the authority to bring an action to
unwind a conversion transaction entered into in violation of subdivision 2.
Subdivision 12 states that this section does not affect any power or responsibility of a
health maintenance organization, service plan corporation, a conversion benefit entity,
the attorney general, or the commissioner under chapter 62C, 62D, 317A, 501B or other
law.
Sections 17 to 27 make a number of minor clarifications and clean up to SF1.
Section 17 clarifies the definition of an eligible individual in SF1as a Minnesota resident who is
not receiving an advanced premium tax credit in a month in which their overage is effective.
Section 18 clarifies in SF1 that the legislative auditor may maintain not public government data
on an enrollee or health carrier required for the audits may be maintained for a longer period of
time then stated in order to comply with generally accepted government auditing standards.
Section 19 adds a data sharing subdivision to SF1 that requires the commissioner of human
services and the executive director of MNsure to disclose to the commissioner of management
and budget data on public program coverage enrollment and data on an enrollee’s receipt of an
advanced premium tax credit. This subdivision also requires the commissioner of management
and budget to disclose data to health carriers on enrollees’ enrollment in public program
coverage to the extent it is necessary to determine eligibility for the premium subsidy program.
Specifies that the data disclosed may only be used for the purpose of the administration of the
premium subsidy program.
Section 20 clarifies in SF1 that the commissioner of management and budget must consult with
the commissioners of health and commerce and human services to develop and implement a
process to recover from health carriers the amount of premium subsidies received by an enrollee
determined to be ineligible for the subsidy.
Section 21 clarifies the sunset date for SF1 article 1.
Section 22 clarifies in SF1 the dates in which the appropriations are available.
Section 23 clarifies that the unauthorized provider services section passed in SF1 does not apply
to the public health care programs.
Section 24 modifies the effective date for the unauthorized provider services section passed in
SF1 to January 1, 2019.
Section 25 requires MNsure to seek any federal waiver necessary to implement section 62K.16
permitting an enrollee to terminate individual health coverage by directly contacting the carrier,
even when the coverage was purchased through MNsure.
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Article 6 - Direct Care and Treatment
Section 1(253B.10, subd. 1) provides that, regardless of when the 48-hour time period expires, a
regional treatment center is not required to admit a patient after 12:00 pm on Friday and before
8:00 am on Monday.
Section 2 (253B.22, subd. 1) imposes term limits on the members of the review board under the
civil commitment act.
Section 3 requires the commissioner to review alternatives to state-operated group homes
housing one person, and report back to the legislative committees having jurisdiction over human
services issues by January 15, 2018.
Article 7 – Children and Families
Section 1 (13.32, subd. 12) amends the education data statute to establish a process under which
the community services system may request access to education data in order to coordinate
services for a student or family.
Sections 2 and 3 (13.46, subds. 1 and 2) amend the welfare data statute. The definitions of
“program” and “welfare system” are expanded to include Native American tribe programs that
provide a service component of the community services system. In addition, public health
agencies, veteran services agencies, and housing agencies are included. Section 3 allows data on
individuals to be disclosed to the chief administrative officer of a school or a county correctional
agency to coordinate services.
Section 4 (13.84, subd. 5) amends the court services data statute to allow the disclosure of data
to county personnel within the welfare system.
Sections 5 to 20, 22 to 33, and 35 (119B.011, subds. 15b and 19C, 119B.02, subd. 5, 119B.09,
subd. 9a, 119B.097, 119B.125, subds 4 and 6, 119B.13, subd. 1, 119B.13, subd. 6, 119B.16,
subds. 1, 1a, 1b, 1c, 3, 4, 119B.161, 245E.01, subd. 6a, 245E.02, subds. 1, 3, 4, 245E.03, subd.
2, 4, 245E.04, 245E.05, subd. 1, 245E.06, subds. 1, 2, and 3, 245E.07, subd. 1, 256.98, subd.
8) implement the Child Care Assistance Program integrity budget item.
Section 21 (245A.50, subd. 5) exempts from the sudden unexpected infant death and abusive
head trauma training relatives of the license holder caring for the license holder’s infant or child.
Section 34 (252.27, subd. 2a) reduces the parental contribution for TEFRA services by 13
percent.
Section 36 (256E.30, subd. 2) modifies the funding formula allocating funds to community
action agencies.
Section 37 (256J.24, subd. 5) increases the MFIP cash portion by $13 per month.
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Sections 38 and 40 (256J.45, subd. 2, 256P.06, subd. 2) amend the definition of exempted
individuals for purposes of the Minnesota family investment program and child care assistance,
by excluding the income of a new spouse for 12 consecutive months from the date of the
marriage certificate, provided the combined income of the family does not exceed the respective
program income caps.
Section 39 (256N.261) codifies a program to reduce the need for out-of-home placements or
changes in those arrangements, that will provide services, to the extent that federal funds are
available, which include: (1) providing information, referrals, peer support for youth, respite
care, crisis services, and mental health services; (2) training for adoptive and kinship families,
and additional training for foster families on the effects of trauma, and common disabilities of
adopted children and children in foster care; and (3) periodic evaluations of the services to
ensure program effectiveness.
Section 41 (260C.451, subd. 6) modifies the juvenile safety and placement chapter, specifically
the foster care benefits section of law relating to young adults who are 18 to 21 years of age who
ask to reenter foster care. This section requires that the state fund, and the social services
agency provide, services to increase the young adults’ ability to live safely and independently,
and develop a plan for the young adults. New language expands these services to young adults
who left foster care six months prior to their 18th birthday.
Section 42 (626.556, subd. 10j) amends the Child Maltreatment Reporting Act to require an
agency responsible for providing child protective services to provide relevant data to a mandated
reporter who made a report (current law is limited to the agency responsible for assessing or
investigating the report).
Section 43 establishes the Minnesota Birth to Eight Pilot project, which requires the
Commissioner of Human Services to award a grant to Dakota County to develop and implement
the pilot from July 1, 2017, to June 30, 2021. The pilot will track the developmental milestones
of children of the program participants. The program participants must be enrolled in WIC,
participating in a home visit plan, qualify as early language learners, and voluntarily agree to
participate in the pilot. The final report is due January 1, 2022.
Section 44 allows the Commissioner of Human Services to develop the Minnesota Pathways to
Prosperity pilot project, to test an alternative financing model to reduce the historical separation
between the state funds and systems affecting families who are receiving public assistance. The
pilot shall eliminate, where possible, funding restrictions to allow a more comprehensive
approach to the needs of families. Subdivision 3 specifies the program participants, who are
individuals 26 years of age or younger with a minimum of one child, voluntarily agree to
participate in the pilot, eligible for or receiving public benefits, and enrolled in an education
program that is focused on obtaining a career that will likely result in a livable
wage. Subdivision 4 specifies the pilot outcomes.
Section 45 requires the Commissioner of Human Services to report back to the Legislature
by February 1, 2018, on a system for the review of cases reported by counties for aid
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payments under section 477A.0126 for compliance with the Indian Child Welfare Act and
the Minnesota Indian Family Preservation Act.
Section 46 repeals the current statute dealing with data sharing within counties, and repeals the
subdivision for MFIP innovation projects.
Article 8 - Chemical and Mental Health Services
Section 1 (245.4662) establishes the Mental Health Innovation Grant Program, subdivision
1 defines terms.
Subdivision 2 requires the commissioner to award grants to eligible applicants to plan,
establish, or operated programs to improve accessibility and quality of community-based,
outpatient mental health services.
Subdivision 3 requires the applicant to submit an application by October 31, 2017, and by
October 31 thereafter. This subdivision specifies what the application must contain. In
determining whether applicants receive grants, the commissioner shall give preference to
applications with the four factors listed in paragraph (d).
Subdivision 4 requires the commissioner to notify grantees by December 15, and disperse
grants by January 1.
Section 2 (245.4889, subd. 1) allows the children’s mental health grants to be used for start-up
funds to establish new childrens’ mental health programs to support providers to meet program
requirements and begin operations, and for transportation to school-linked mental health
services.
Section 3 to 5 modify provisions related to the Ombudsman for Mental Health and
Developmental Disabilities.
Section 3 (245.91, subd. 4) expands the definition of “facility or program” to include any
agency, facility or program providing services for mental illness, developmental disabilities,
chemical dependency, or emotional disturbances that is licensed, certified, or registered by the
Commissioner of Human Services, health, or education. Existing law limited this definition to
programs licensed by the Commissioner of Human Services.
Section 4 (245.91, subd. 6) amends the definition of the term “serious injury.”
Section 5 (245.97, subd. 6) changes the terms, compensation, and removal of the ombudsman
committee, which is under the jurisdiction of the state government committee.
Sections 6 and 7 (245A.03, subd. 2, 245A.191) update terminology to refer to substance use
disorder and insert cross-references to the new substance abuse in Minnesota Statutes, chapter
245G.
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((245A.03, subd. 7) previously in this article, which prohibits the commissioner from issuing a
license for children’s residential treatment services that the Centers for Medicare and Medicaid
Services would consider an institution for mental diseases, is consolidated in article 2, section
3).
Sections 8 to 29 (245G.01, 245G.02, 245G.03, 245G.04, 245G.05, 245G.06, 245G.07,
245G.08, 245G.09, 245G.10, 245G.11, 245G.12, 245G.13, 245G.14, 245G.15, 245G.16,
245G.17, 245G.18, 245G.19, 245G.20, 245G.21, 245G.22) establish the standards for the
substance use disorder services. A majority of the language in these sections is existing rule, and
is being codified in this new chapter. New language in section 14 includes the expansion of
services, which are peer recovery support services and care coordination, subject to federal
approval. Also, the existing provisions related to opioid treatment programs are consolidated in
this chapter in section 29.
Sections 30 to 44 amend the treatment for alcohol and drug abuse chapter of law.
Section 30 (254A.01) modifies the public policy statement related drug and alcohol
addiction.
Sections 31 to 34, 36, and 37 (254A.02, subds. 2, 3, 5, 6, 8, and 10) update terminology and
strike obsolete references.
Section 35 (254A.02, subd. 6a) adds a new subdivision defining the term “substance misuse.”
Section 38 (254A.02, subd. 10a) adds a new subdivision defining the term “substance use
disorder.”
Section 39 (254A.03) updates the statute delegating authority to the alcohol and drug abuse
section in DHS, by incorporating the new services and updating terminology. Subdivision 3 of
this section also specifies that upon federal approval of a comprehensive assessment as a
Medicaid benefit, an eligible vendor may determine and approve the appropriate level of
substance use disorder treatment for a recipient of public assistance. The commissioner shall
develop and implement a utilization review process for publicly funded treatment placements to
monitor and review the clinical appropriateness and timeliness of publicly funded placements in
treatment.
Sections 40 to 43 (254A.035, subd. 1, 254A.04, 254A.08, 254A.09) update terminology and
incorporate references to rule.
Section 44 (254A.19, subd. 3) clarifies that an eligible vendor may conduct a comprehensive
assessment and approve treatment services, but the individual may access any enrolled provider
that is licensed to provide the level of services authorized, including the provider who completed
the assessment.
Sections 45 to 58 amend chapter 254B, the chemical dependency treatment chapter of law.
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Section 45 (254B.01, subd. 3) updates terminology by changing “chemical dependency” to
“substance use disorder.”
Section 46 (254B.01, subd. 8) defines the term “recovery community organization.”
Section 47 (254B.03, subd. 2) updates terminology and prohibits a vendor from requiring clients
to use their public benefits to offset the cost of services paid under this section. Clarifies that
SNAP benefits belong to the client.
Sections 48 and 49 (254B.04, subds. 1, 2b) modify the chemical dependency fund services by
striking obsolete language.
Section 50 (254B.05, subd. 1) provides that on July 1, 2018, or upon federal approval,
whichever is later, licensed professionals in private practice and counties are eligible vendors
of comprehensive assessment and assessment summary services, under new paragraphs (b) and
(c), respectively. The counties are also eligible providers of care coordination services. New
paragraph (d) provides that on July 1, 2018, or upon federal approval, whichever is later, a
recovery community organization is an eligible vendor of peer support services.
Section 51 (254B.05, subd. 1a) updates cross-references to new chapter 245G.
Section 52 (254B.05, subd. 5) requires the commissioner to establish rates for the eligible
services under this section. New eligible services include comprehensive assessments, care
coordination, peer recovery support services, and withdrawal management services effective July
1, 2018, or upon federal approval, whichever is later. This section also updates references to the
new chapter 245G.
Sections 53 to 58 (254B.051, 254B.07, 254B.08, 254B.09, 254B.12, subd. 2, 254B.13, subd.
2a) update terminology and references. Section 55 gives the commissioner the authority to apply
for the federal waivers necessary to secure federal financial participation for substance use
disorder services.
Section 59 (256B.0625, subd. 45a) adds a cross-reference to the new section of law establishing
eligibility for PRTF and strikes obsolete language.
Section 60 (256B.0941) establishes the eligibility for the Psychiatric Residential Treatment
Facilities (PRTF) for persons under 21 years of age and specifies the services that must be
provided, the statewide per diem rate, and criteria for leave days.
Section 61 (256B.0943, subd. 13) amends the children’s therapeutic services and supports
(CTSS) statute by striking a problematic reference to group homes, and adding a reference to
PRTF. This section allows up to 15 hours of CTSS provided within a six-month period in the
locations listed in this section of law.
Sections 62 and 63 (256B.0945, subds. 2 and 4) modify provisions related to residential
facilities for children with severe emotional disturbance. If the federal Centers for Medicare and
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Medicaid Services determine that these residential facilities are institutions for mental diseases,
resulting in the discontinuation of federal financial participation, state funds must be used to pay
for the lost federal financial participation.
Section 64 requires the Commissioner of Human Services to conduct a comprehensive analysis
of Minnesota’s continuum of intensive mental health services and develop recommendations for
a sustainable and community-driven continuum of care for children with serious mental health
needs, including children currently being served in residential treatment. The report is due by
November 15, 2018.
Section 65 requires the commissioner to contract with an outside expert to identify
recommendations for the development of a substance use disorder residential treatment program
model and payment structure that is not subject to the federal institutions for mental diseases
exclusion, and is financially sustainable. The report is due no later than December 15, 2018.
Section 66 is a revisor’s instruction to make necessary cross-references changes.
Section 67 repeals obsolete statutes and rules.
Article 9 - Operations
Section 1 (13.46, subd. 4) amends the Data Practice Act, making certain data related to a family
day care or group family day care nonpublic data.
Sections 2 and 3 (245A.02, subds. 2b and 2c) define the term “annual” for purposes of family
child care training.
Section 4 (245A.055) requires the county employee conducting a licensing inspection or home
visit at a family child care or group family child care home to provide written notification of
potential licensing violations before departing. The notification must include the condition that
constitutes the violation.
Section 5 (245A.06, subd. 2) modifies the reconsideration process of DHS licensing correction
orders for licensed family child care providers. By January 1, 2018, and each year thereafter, the
commissioner is required to report data to the Legislature on the number of licensed family child
care providers who appealed correction orders, the number of correction order appeals that DHS
granted, and the number denied.
Section 6 (245A.07, subd. 3) amends the DHS licensing act by imposing a fine on a license
holder following the determination of maltreatment.
Section 7 (245A.1434) requires the commissioner to inform family child care and child care
center license holders on a timely basis, of changes in statute, rule, federal law, regulation, and
policy relating to the provision of child care, child care assistance, quality rating and
improvement system, and licensing functions. Communication shall be by electronic means and
made available to the public online.
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Section 8 (626.556, subd. 3c) requires that investigations of maltreatment occurring in
children’s residential facilities licensed by the Commissioner of Corrections be conducted by the
Department of Human Services Licensing Division.
Article 10 -Department of Health
Sections 1 to 18 make minor changes to chapter 103I to align the codes for wells and borings
and other minor changes.
Section 1 (103I.101, subd. 2) changes registration to license when referring to monitoring well
contractors.
Section 2 (103I.101, subd. 5) changes registration to license or certification.
Section 3 (103I.111, subd. 6) adds borings when referring to unsealed wells.
Section 4 (103I.111, subd. 7) removes reference to registration.
Section 5 (103I.111, subd. 8) changes “shaft’ to “boring”.
Section 6 (103I.205) adds borings to the well construction section. It also changes registration
to license.
Section 7 (103I.301) adds borings to the section heading and removes a reference to registered.
Section 8 (103I.501) removes a reference to register.
Section 9 (103I.505) changes registration to certification.
Section 10 (103I.515) changes registration to certification.
Section 11 (103I.535, subd. 3) clarifies that the examination referred to in this section is a
certification examination.
Section 12 (103I.535, subd. 3b) requires a representative to file an application and a renewal
application to renew the certification by the date stated in the certification.
Section 13 (103I.535, subd. 6) changes shaft to boring.
Section 14 (103I.541) changes registration to certification and removes references to
registration. Clarifies that a representative must file an application and a renewal application to
renew the certification and must include information that the certified representative has met
continuing education requirements. Also clarifies that if a person employs a certified
representative, submits the required bond and pays the required license fee for a monitoring well
contractor license the commissioner shall issue a monitoring well contractor license.
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Section 15 (103I.545, subd. 1) removes reference to registration.
Section 16 (103I.545, subd. 2) removes reference to registration.
Section 17 (103I.711, subd. 1) changes shaft to borings.
Section 18 (103I.715, subd. 2) changes shafts to borings.
Section 19 (144.05, subd. 6) removes the requirement that the Commissioner of Health provide
the legislature with copies of certain agreements.
Section 20 [144.059 Palliative Care Advisory Council] establishes a Palliative Care Advisory
Council.
Subd. 1 [Membership] specifies that a Palliative Care Advisory Council has 18 public
members.
Subd. 2 [Public members] requires the commissioner of health to appoint 18 public
members and specifies experience or qualities required of those members.
Subd. 3 [Term] sets the membership term at three years and permits reappointment.
Members serve until a successor is appointed.
Subd. 4 [Administration] requires the commissioner of health or a designee to provide
meeting space and administrative services.
Subd. 5 [Chairs] requires the council to elect a chair and vice chair biennially.
Subd. 6 [Meeting] requires the council to meet at least twice each year.
Subd. 7 [No compensation] specifies that public members serve without compensation.
Subd. 8 [Duties] requires the council to consult with and advise the commissioner of
health on palliative care initiatives. Requires an annual report to the legislature.
Subd. 9 [Open meetings] makes the council subject to the Open Meetings law.
Subd. 10 [Sunset] sunsets the council on January 1, 2025.
Section 21 (144.122) specifies that the fees collected under this section are nonrefundable even
if the fee was received before July 1, 2017, for licenses or registrations being issued effective
July 1, 2017, or later.
Section 22 (144.1501, subd. 2) expands eligibility for the current health professional education
loan forgiveness program to include nurses who agree to work in a housing with services
establishment or for a home health care provider.
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Section 23 (144.1505) creates a primary care professions clinical training expansion grant
program for advanced practice registered nurses, physician assistants, and mental health
professionals.
Subdivision 1 defines the following terms: eligible mental health professional program;
eligible physician assistant program; eligible advanced practice registered nurse program;
and project.
Subdivision 2 requires the Commissioner of Health to award health professional training
site grants to eligible physician assistant, advanced practice registered nurse, and mental
health professional programs to plan and implement expanded clinical training. Specifies
that a planning grant may not exceed $75,000, and a training grant may not exceed
$150,000 for the first year, $100,000 for the second year and $50,000 for the third year per
program. Specifies what the funds may be used for.
Subdivision 3 requires grant applicants to apply to the Commissioner of Health. Specifies
what must be contained in the grant application.
Subdivision 4 requires the commissioner to review each application to determine whether
or not the application is complete and the program and the project are eligible for a grant
that describes the scoring process to be used by the commissioner when evaluating the
applications.
Subdivision 5 requires the commissioner to determine the amount of the grant to be given
to each eligible program. Specifies that the appropriations made to the program do not
cancel and are available until expended. Authorizes the commissioner to require and
collect from the programs receiving grants any information necessary to evaluate the
programs.
Section 24 (144.551, subdivision 1) creates an exception to the hospital moratorium for 21 new
beds in an existing pediatric psychiatric hospital in Hennepin County.
Section 25 (144A.472, subd.7) specifies that the fees collected under this section are
nonrefundable even if the fee was received before July 1, 2017, for licenses or registrations being
issued effective July 1, 2017, or later.
Section 26 (144A.474, subdivision 11) requires the commissioner to use the revenue from
collected fines imposed on home care providers, when the revenue is appropriated by the
legislature, for special projects recommended by the licensed home care provider advisory
council.
Section 27 (144A.4799, subdivision 3) modifies the duties of the Licensed Home Care Provider
Advisory Council by requiring it to make annual recommendations directly to the legislature
concerning the appropriation of revenue from collected fines imposed on home care providers.
Section 28 (144A.70, subd. 4a) defines “nurse” for the purposes of supplemental nursing
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services agencies.
Section 29 (144A.70, subd. 6) clarifies that the supplemental nursing services does not include
all licensed health professionals, but only those explicitly mentioned in statute.
Section 30 (144D.06) exempts housing with service establishments from the requirement to
obtain a lodging license.
Section 31 (144D.071) prohibits a housing with services establishment from requiring a resident
to move out of the resident’s living unit because the resident begins receiving services under the
elderly waiver.
Sections 32 to 50 create a new chapter of law establishing the licensing requirements for
prescribed pediatric extended care centers.
Section 32 [144H.01] defines terms for a new chapter of law, Chapter144H. Defined terms
include “basic services,” “commissioner,” “licensee,” “medically complex or technologically
dependent child,” “owner,” “prescribed pediatric extended care center,” and “supportive services
or contracted services.”
Section 33 [144H.02] establishes a licensing requirement for the ownership and operation of a
prescribed pediatric extended care center, specifies the conditions under which multiple licenses
are required, and prohibits prescribed pediatric extended care centers from being located on the
same grounds as a child care center.
Section 34 [144H.03] exempts federal facilities and facilities licensed under Chapter 144 or
144A from prescribed pediatric extended care center licensing requirements.
Section 35 [144H.04] described the licensing and license renewal process and specifies that
licenses are nontransferable.
Section 36 [144H.05] requires licensing fees in the amount of $11,000, renewal fees in the
amount of $4,720, and late application or renewal fees of $25.
Section 37 [144H.06] directs the commission of health to adopt rules for the implementation of
this new chapter.
Section 38 [144H.07] specifies the services that may be provided in a prescribed pediatric
extended care center as well as limitations on those services. Services may only be provided
children with medically complex needs or who are technologically dependent and for no more
than 14 hours within a 24 hour period. The facility may operate 24 hours a day, seven days a
week.
Section 39 [144H.08] specifies the duties of the owner and requires the owner to designate an
administrator, whose duties are also specified.
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Section 40 [144H.09] requires prescribed pediatric extended care centers to have policies and
procedures governing admission, transfer, and discharge, and requires parents or guardians to
give consent upon admission to the center.
Section 41 [144H.10] requires the center to have a board-certified pediatrician as a medical
director.
Section 42 [144H.11] requires a center to have a nursing director who is a registered nurse and
specifies the requirements for other licensed and unlicensed direct care personnel employed by
the center.
Section 43 [144H.12] specifies that one staff person to three children is the minimal staffing
requirements for a center.
Section 44 [144H.13] requires a medical record and individual nursing protocol for each child.
Section 45 [144H.14] requires a center to implement a quality assurance program.
Section 46 [144H.15] requires the commissioner of health to inspect a center before issuing or
renewing a license.
Section 47 [144H.16] requires centers to comply with the maltreatment of minors act and
statutory crib safety requirements.
Section 48 [144H.17] specifies conditions under which the commissioner may deny, suspend,
revoke, or refuse to renew a license and provides for a hearing and review of any adverse
licensing decision.
Section 49 [144H.18] permits the commission to impose corrective action plans and fines for a
center’s failure to meet the licensing requirements.
Section 50 [144H.19] requires a center to give clients 30-days’ notice before closing.
Section 51 (145.4716, subd. 2) requires the commissioner to manage the money deposited in the
safe harbor for youth account in this section instead of the Commissioner of Public Safety.
Section 52 (145.9263) requires the commissioner to award grants to nonprofit organizations for
the purpose of expanding prescriber education, public awareness, and outreach on the opioid
epidemic and overdose prevention programs.
Section 53 (145.986, subd. 1a) requires the commissioner to award at least two of the state
health improvement program (SHIP) grants to grant recipients to confront the opioid addiction
and overdose epidemic.
Sections 54 to 62 make a number of minor changes to the body art technicians and establishment
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licensure chapter.
Section 54 (146B.02, subd. 2) makes a minor change to specify that if the information submitted
in the application is complete and complies with the license requirements the commissioner shall
issue a provisional license.
Section 55 (146B.02, subd. 5) requires an owner who has purchased a body art establishment
licensed under the previous owner to submit an application to license the establishment within
two weeks of the date of sale. Permits the new owner to continue to operate for 60 days after the
sale while waiting for the new license. This section also requires an owner of an establishment
who is relocating the establishment to submit an application for the new location.
Section 56 (146B.02, subd. 7a) requires that a supervising technician be licensed as a body artist
for at least two years before the technician may supervise a temporary technician. Permits the
commissioner to refuse to approve as a supervisor a technician who has been disciplined in
Minnesota or in another jurisdiction.
Section 57 (146B.02, subd. 8) makes minor changes to the temporary event permit section.
Specifies that no individual may be issued a temporary event permit more than four times within
the same calendar year and no individual who has been disciplined for a serious violation within
three years preceding the intended start date of a temporary event may be issued a permit for a
temporary event.
Section 58 (146B.02, subd. 10) authorizes the commissioner to deny a body art establishment
license to an applicant who has been disciplined for a serious violation.
Section 59 (146B.03, subd. 6) authorizes a technician who was previously licensed in Minnesota
whose license has lapsed for less than six years to apply to renew. Specifies that a technician
previously licensed in Minnesota whose license has lapsed for less than ten years and who was
licensed in another jurisdiction during that time may apply to renew but must submit proof of
licensure in good standing during the time of lapse. Specifies that a technician previously
licensed in Minnesota whose license has lapsed for more than six years and who has not
continuously been licensed in another jurisdiction must reapply for licensure.
Section 60 (146B.03, subd. 7) specifies that a temporary may only be renewed twice.
Section 61 (146B.07, subd. 4) requires each body artist to maintain a copy of the informed
consent for three years.
Section 62 (146B.10, subd. 1) requires the commissioner to prorate the first renewal fee for the
establishment license based on the number of months from issuance of the provisional license to
the first renewal.
Section 63 (148.5194, subd. 7) technical change separating the licensure fee for initial applicants
from the renewal licensure fee for audiologists.
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Section 64 (157.16, subd. 1) specifies that the fees collected under chapter 157 must be
deposited in the state government special revenue fund.
Section 65 (327.15, subd. 3) specifies that fees collected from manufactured home parks and
recreational camping areas must be deposited in the state government special revenue fund.
Section 66 (448.58) prohibits a municipality from constructing an athletic field or playground
containing crumb rubber until July 1, 2020.
Section 67 (609.5315, subd. 5c) specifies that a portion of the money forfeited from prostitution
crimes must be forwarded to the Commissioner of Health instead of the public safety for the safe
harbor of youth account.
Sections 68-71 add conforming cross-references to Chapter 144H in the maltreatment of minors
act.
Section 72 extends the Legislative Health Care Workforce Commission and requires the
commission to provide a preliminary report to the legislature by December 31, 2018, and a final
report by December 31, 2020.
Section 73 changes the expiration date for the Legislative Health Care Workforce Commission
to January 1, 2021.
Section 74 (Somali Autism Grant) modifies a rider adopted in 2015 to require the
commissioner of health to award a grant to Dakota County to partner with a community-based
organization with expertise in serving Somali children with autism to address barriers to
accessing health care and other resources.
Section 75 (Study and Report on Home Care Nursing Workforce Shortage) establishes a
working group to be convened and staffed by the house of representatives and senate and to
study and report on the shortage of nurses to provide regular home care services, and make
recommendations to address the shortage.
Section 76 (Accountable Community for Health Opioid Abuse Prevention Pilot
Projects) requires the Commissioner of Health to establish up to 12 opioid abuse prevention
pilot projects to provide innovative and collaborative solutions to confront opioid abuse.
Requires the commissioner to contract with an accountable community for health that operates
an opioid abuse prevention project to assist the commissioner in administering the pilot project
and to provide technical assistance to the entities selected to operate a pilot project.
Section 77 (Comprehensive Plan to End HIV/AIDS) requires the Commissioner of Health to
develop a strategic statewide comprehensive plan that establishes a set of priorities and actions to
address the state’s HIV epidemic.
Section 78 (Safe Harbor For All; Statewide Sex Trafficking Victims Strategic Plan) requires
the Commissioner of Health to develop a strategic plan to address the needs of sex trafficking
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victims statewide.
Section 79 (Direction to the Commissioner of Health) requires the commissioner of health to
work with stakeholders to evaluate whether existing department of health licensing requirements
adequately protect person’s with Alzheimer’s disease or related dementias.
Section 80 (Palliative Care Advisory Council Initial Appointments and First Meeting) sets a
deadline for first appointments and for convening the first meeting of the council. Requires the
commissioner of health to act as chair until the council elects a chair.
Section 81 (County-Based Purchasing Plans) requires the commissioner of health to explore
ways to allow county-based purchasing plans to sell health insurance coverage in the individual
group health insurance markets.
Section 82 repeals the subdivision relating to the past reports of the Legislative Health Care
Workforce Commission.
Article 11 Health Licensing Boards
This article moves fees from rules to statutes for physicians, physician assistants, acupuncturists
and respiratory therapists. This article also creates a new Board of Occupational Therapy
Practice.
Section 1 (147.01, subd. 1) moves the license fees for physicians from rules into statute. This
section also authorizes the Board of Medical Practice to charge fees developed by the Interstate
Commission to determine physician qualifications to register and participate in the interstate
medical licensure compact.
Section 2 (147.02, subd. 1) specifies that the fees paid to the Board of Medical Practice are
nonrefundable.
Section 3 (147.03, subd. 1) removes the reference to fees established by rule.
Section 4 (147A.28) moves the license fees for physician assistants from rules to statute and
specifies that the board may prorate the initial fee and the fees are to be deposited into the state
government special revenue fund.
Section 5 (147B.08, subd. 4) moves the license fees for acupuncturist from rules to statute and
specifies that the board may prorate the initial license fee and that the fees are to be deposited
into the state government special revenue fund.
Section 6 (147C.40, subd. 5) moves the license fees for respiratory therapists from rules to
statute and specifies that the board may prorate the initial license fee and that the fees are to be
deposited into the state government special revenue fund.
Sections 7 to 30 (148.6402 to 148.6445) changes the regulatory authority for the licensure of
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occupational therapists and occupational therapy assistants from the commissioner of health to a
newly created Board of Occupational Therapy Practice.
Section 31 (148.6449) creates the new Board of Occupational Therapy Practice.
Section 32 (214.01, subd. 2) adds the Board of Occupational Therapy Practice to the definition
of “health related licensing board” in chapter 214.
Section 33 requires the governor to appoint the members of the Board of Occupational Therapy
Practice by October 1, 2017, and requires the board to convene its first meeting by November 1,
2017.
Section 34 is a revisor instruction.
Section 35 are repealers associated with the fees that are being moved from rules to statute.
Article 12 – Human Services Forecast Adjustments
Article 12 - Appropriations
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