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SECTION 1:  
TITLE 
“PROTECTING PEOPLE FROM SURPRISE MEDICAL BILLS ACT” 

 
SECTION 2: 
PROHIBITION ON SURPRISE BALANCE BILLING 
 
OUT-OF-NETWORK (OON) PROVIDERS WILL NO LONGER BE PERMITTED TO BALANCE BILL A PATIENT FOR 

UNANTICIPATED OUT-OF-NETWORK CARE, WHICH INCLUDES THE FOLLOWING SITUATIONS: 

⎯ EMERGENCY CARE IN BOTH IN-NETWORK AND OUT-OF-NETWORK FACILITIES 

⎯ SCHEDULED ANTICIPATED CARE WITH UNANTICIPATED OUT-OF-NETWORK PROVIDERS  

⎯ OUT-OF-NETWORK AFTER-EMERGENCY CARE WHEN A PATIENT CANNOT TRAVEL WITHOUT MEDICAL 

TRANSPORT 

⎯ OUT-OF-NETWORK IMAGING OR LAB SERVICES WHEN ORDERED BY AN IN-NETWORK PROVIDER 
 
THE PATIENT SHALL NOT BE LIABLE TO PAY THE INSURER ANY AMOUNT IN EXCESS OF THE APPLICABLE IN-

NETWORK COST-SHARING AMOUNT AND DEDUCTIBLE, AND THE INSURER OR PROVIDER SHALL NOT BILL ANY 

SUCH EXCESS PAYMENT.  
ENTITIES WHO VIOLATE THE BAN AND BALANCE BILL A PATIENT WILL BE SUBJECT TO CIVIL MONETARY 

DAMAGES IF THE PATIENT HAS NOT BEEN REIMBURSED THE AMOUNT THAT THEY WERE BALANCED BILLED 

WITHIN 30 DAYS OF THE ENTITY BEING MADE AWARE OF THE ERROR.  

 
INITIAL PAYMENT 
THE PLAN/ISSUER WILL PAY THE PROVIDER A COMMERCIALLY REASONABLE RATE WITHIN 30 DAYS.  

 
DIRECT NEGOTIATION 
IF EITHER PARTY IS DISSATISFIED WITH THAT AMOUNT, THEY WILL HAVE 30 DAYS TO PRIVATELY SETTLE ON 

A PAYMENT AMOUNT.  
 

ESTABLISHMENT OF INDEPENDENT DISPUTE RESOLUTION (IDR) PROCESS 
IF NO AGREEMENT BETWEEN THE PARTIES IS MET, EITHER PARTY MAY TRIGGER THE INDEPENDENT DISPUTE 

RESOLUTION (IDR) PROCESS DESCRIBED BELOW. 

 
THE SECRETARIES OF HHS AND LABOR SHALL ESTABLISH AN IDR PROCESS FOR RESOLVING DISPUTES 

BETWEEN HEALTH PLANS AND OUT-OF-NETWORK PROVIDERS FOR EMERGENCY SERVICES OR 

UNANTICIPATED CARE RENDERED TO ENROLLEES.  
 

THE PATIENT WILL BE COMPLETELY OUT OF THE PROCESS AND WILL ONLY BE BILLED FOR THEIR IN-
NETWORK COST-SHARING RATES.  
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THE IDR IS “BASEBALL STYLE” – THE ARBITER WILL SELECT EITHER THE INITIAL PROVIDER CHARGE OR THE 

PAYMENT THAT THE PLAN INITIALLY PAID THE PROVIDER, WHICHEVER THEY DEEM TO BE MORE 

REASONABLE.  
 

IF THE PARTIES REACH A SETTLEMENT PRIOR TO COMPLETION OF THE ARBITRATION PROCESS, THEN THEY 

SPLIT THE COSTS OF THE PROCESS. ANY PAYMENT OWED BY ONE PARTY TO THE OTHER MUST BE MADE 

WITHIN 15 CALENDAR DAYS.  

 
HHS SHALL MAINTAIN A DATABASE OF ARBITRATORS (WHICH RESPONSIBILITY MAY BE DELEGATED TO THE 

AMERICAN ARBITRATION ASSOCIATION OR TO A STATE THAT ALREADY UNDERTAKES A SIMILAR FUNCTION) 

WHO ARE QUALIFIED TO RESOLVE BILLING DISPUTES OF THIS NATURE AND ARE UNBIASED AND FREE FROM 

ACTUAL OR POTENTIAL CONFLICTS OF INTEREST.  

 
PROVIDERS SHALL BE PERMITTED TO SUBMIT MULTIPLE CLAIMS OF IDENTICAL CODE(S) FROM A SINGLE SITE 

OF SERVICE FOR SIMULTANEOUS CONSIDERATION UNDER THE ARBITRATION PROCESS.  THE DATES OF 

SERVICE FOR THESE CLAIMS SHALL OCCUR WITHIN 60 DAYS OF EACH OTHER.   
 

ONCE ARBITRATION IS REQUESTED, THE ARBITRATION PROCESS SHALL BE COMPLETED WITHIN SIXTY (60) 
DAYS; THIS TIMEFRAME INCLUDES 30 DAYS FOR BOTH PARTIES TO SUBMIT INFORMATION AND DATA AND 30 

DAYS FOR THE ARBITER TO RENDER A DECISION.  

 
PROVIDERS/ISSUERS MAY SUBMIT SUPPORTING DOCUMENTS, AND THE IDR ENTITY SHALL CONSIDER: 

• THE USUAL AND CUSTOMARY COST OF THE SERVICE, WHICH IS DEFINED AS 80TH PERCENTILE OF 

CHARGES FOR COMPARABLE SERVICES FOR THAT SPECIALTY IN THE GEOGRAPHICAL AREA IN WHICH 

THE SERVICES WERE RENDERED, DETERMINED THROUGH REFERENCE TO AN INDEPENDENT MEDICAL 

CLAIMS DATABASE; 
• IF PREVIOUSLY CONTRACTED, THE HISTORY OF COMMERCIAL NETWORK CONTRACTING BETWEEN THE 

PLAN AND THE PROVIDER, INCLUDING THE PRIOR IN-NETWORK RATES;  

• THE TRAINING AND SPECIALIZATION OF THE PROVIDER, AS WELL AS THE CHARACTERISTICS OF THE 

PRACTICE SETTING (INCLUDING THE ACUITY LEVEL AND COST INTENSITY);  

• THE PROVIDER’S QUALITY AND OUTCOME METRICS; 
• THE CIRCUMSTANCES AND COMPLEXITY OF THE CASE, INCLUDING TIME OF THE SERVICE;  
• THE PHYSICIAN'S USUAL CHARGE FOR COMPARABLE SERVICES WITH REGARD TO PATIENTS IN HEALTH 

CARE PLANS IN WHICH THE PHYSICIAN IS NOT PARTICIPATING; 
• IF THERE IS A WIDE DISCREPANCY BETWEEN WHAT THE PLAN IS ATTEMPTING TO PAY THIS OON 

PROVIDER VS. OTHER OON PROVIDERS AND BETWEEN WHAT THE PROVIDER IS CHARGING FOR THIS 

OON PATIENT VS. OTHER OON PATIENTS;   
• INDIVIDUAL PATIENT CHARACTERISTICS; AND 

• OTHER ECONOMIC AND CLINICAL CIRCUMSTANCES RELEVANT TO THE CASE.  
 
THE FINAL JUDGMENT OF THE ARBITRATOR ON THE REASONABLE AMOUNT SHALL BE BINDING AND 

ENFORCEABLE IN ANY COURT WITH SUBJECT MATTER JURISDICTION, AND NOT SUBJECT TO APPEAL UNLESS 

IT IS DETERMINED THAT FRAUDULENT OR CORRUPT ACTIONS HAVE BEEN TAKEN BY ANY OF THE PARTIES 

INVOLVED IN THE IDR PROCESS.  
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SECTION 3: 
DEDUCTIBLE TRANSPARENCY 
A HEALTH PLAN/ISSUER SHALL CLEARLY PRINT IN-NETWORK AND OUT-OF-NETWORK DEDUCTIBLE AMOUNTS 

ON INSURANCE CARDS DISTRIBUTED TO THE BENEFICIARIES.  

 
SECTION 4: 
TRANSPARENCY FOR IN-NETWORK PATIENTS 
THE SECRETARY SHALL ESTABLISH TRANSPARENCY STANDARDS TO PROVIDE BETTER INFORMATION TO 

COVERED PATIENTS ABOUT WHICH PROVIDERS ARE IN-NETWORK OF THE COVERED PLAN. SUCH STANDARDS 

SHALL INCLUDE AT A MINIMUM A REQUIREMENT THAT PLANS OFFER PROVIDER DIRECTORIES ONLINE AND IN 

PRINT; ANNUAL AUDITS OF PROVIDER DIRECTORIES; AND MONTHLY UPDATES OF THE ONLINE DIRECTORY. 
 

SECTION 5: 
REPORTING REQUIREMENTS 
EACH GROUP HEALTH PLAN AND ISSUER MUST SUBMIT THE FOLLOWING INFORMATION ANNUALLY TO THE 

SECRETARY OF HHS AND SECRETARY OF LABOR: 

⎯ THE NUMBER OF CLAIMS SUBMITTED BY IN-NETWORK PROVIDERS, INCLUDING HOW MANY OF THOSE 

CLAIMS WERE PAID AND HOW MANY WERE DENIED;  

⎯ THE NUMBER OF CLAIMS SUBMITTED BY OUT-OF-NETWORK PROVIDERS, INCLUDING HOW MANY OF 

THOSE CLAIMS WERE PAID AND HOW MANY WERE DENIED; 

⎯ PATIENT OUT-OF-POCKET COSTS FOR OUT-OF-NETWORK SERVICES; AND 

⎯ FOR UNANTICIPATED CARE OUT-OF-POCKET CLAIMS, HOW MANY OF THE CLAIMS ARE FOR EMERGENCY 

CARE AND HOW MANY ARE FOR OUT-OF-NETWORK CARE IN AN IN-NETWORK FACILITY.  

 
SECTION 6: 

IMPACT STUDY 
NO LATER THAN 3 YEARS AFTER ENACTMENT, THE SECRETARY OF HHS SHALL REPORT TO CONGRESS AN 

ANALYSIS OF THE FOLLOWING EFFECTS OF THIS STATUTE: 

• FINANCIAL IMPACT ON COST-SHARING AND OVERALL HEALTH CARE SPENDING; 

• THE INCIDENCE AND PREVALENCE OF UNANTICIPATED OUT-OF-NETWORK CARE BROKEN DOWN BY 

TYPE – EMERGENCY CARE VS. OUT-OF-NETWORK CARE IN AN IN-NETWORK FACILITY;  

• NETWORK ADEQUACY; 

• COMPARISON OF CLAIMS DATABASES USED AND THE IMPACT ON REIMBURSEMENT RATES; 

• NUMBER OF BILLS THAT ARE SETTLED IN DIRECT NEGOTIATION AND THE NUMBER THAT GO TO IDR;  

• ADMINISTRATIVE COST OF IDR; AND 

• IMPACT OF IDR ON PREMIUMS AND DEDUCTIBLES 
 
 
SECTION 7: 

BILLING FEASIBILITY STUDY 
THE SECRETARY OF HHS WILL CONDUCT A FEASIBILITY STUDY ON THE PROVISION OF A SINGLE BILL FOR 

ALL SERVICES PROVIDED FOR A SINGLE EPISODE OF CARE.  
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SECTION 8: 
SCOPE AND APPLICABILITY TO STATES WITH SURPRISE BILLING LAWS  
THIS ACT SHALL APPLY TO ALL SELF-FUNDED PLANS AND FEDERAL EMPLOYEES HEALTH BENEFITS 

PROGRAM PLANS, AND TO ALL FULLY-INSURED PLANS IN STATES THAT DO NOT HAVE BALANCED BILLING 

LAWS OR REGULATIONS. STATES DO NOT HAVE TO USE THE IDR FRAMEWORK BUT MUST INCLUDE THE 

PATIENT PROTECTIONS INCLUDED IN SECTION 2 OF THIS LEGISLATION REGARDING COST TO PATIENTS.  
 
SECTION 9: 

BILLING STATUTE OF LIMITATION 
A PATIENT CANNOT BE BILLED FOR THE FIRST TIME FOR ANY SERVICES AFTER ONE YEAR OF SERVICES 

RENDERED BY EITHER THE PROVIDER OR THE PAYER.  

 
SECTION 10: 

EFFECTIVE DATE 
THE SECRETARY OF LABOR AND SECRETARY OF HEALTH AND HUMAN SERVICES SHALL PROMULGATE 

REGULATIONS PERTAINING TO THIS LAW WITHIN ONE YEAR OF ENACTMENT. THE PROVISIONS OF THIS BILL 

SHALL BE EFFECTIVE FOR PLANS AND PROVIDERS STARTING ON THE JANUARY 1ST THAT OCCURS AFTER ONE 

YEAR AFTER ENACTMENT. 

 
SECTION 11: 
PUBLICATION  
HHS SHALL PUBLISH RESULTS OF ARBITRATION BY GEOGRAPHIC REGION IN ORDER TO GIVE MORE 

GUIDANCE TO PROVIDERS AND PLANS.  
 


