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amendment intended to be proposed by him
to the bill S. 1, supra; which was ordered to
lie on the table.

SA 1018. Mr. LIEBERMAN (for himself and
Ms. COLLINS) submitted an amendment in-
tended to be proposed by him to the bill S. 1,
supra; which was ordered to lie on the table.

SA 1019. Mr. CONRAD (for himself, Mrs.
MURRAY, Mr. SMITH, Mrs. LINCOLN, and Mr.
JEFFORDS) proposed an amendment to the
bill S. 1, supra.

SA 1020. Mr. CONRAD proposed an amend-
ment to the bill S. 1, supra.

SA 1021. Mr. CONRAD proposed an amend-
ment to the bill S. 1, supra.

SA 1022. Mr. BROWNBACK submitted an
amendment intended to be proposed by him
to the bill S. 1, supra; which was ordered to
lie on the table.

SA 1023. Ms. COLLINS submitted an
amendment intended to be proposed by her
to the bill S. 1, supra; which was ordered to
lie on the table.

SA 1024. Mr. ENSIGN (for himself and Mrs.
LINCOLN) submitted an amendment intended
to be proposed by him to the bill S. 1, supra;
which was ordered to lie on the table.

SA 1025. Mr. ENSIGN submitted an amend-
ment intended to be proposed by him to the
bill S. 1, supra; which was ordered to lie on
the table.

SA 1026. Mr. HAGEL (for himself, Mr. EN-
SIGN, Mr. LOTT, and Mr. INHOFE) submitted
an amendment intended to be proposed by
him to the bill S. 1, supra; which was ordered
to lie on the table.

SA 1027. Ms. SNOWE submitted an amend-
ment intended to be proposed by her to the
bill S. 1, supra; which was ordered to lie on
the table.

SA 1028. Mr. CRAIG submitted an amend-
ment intended to be proposed by him to the
bill S. 1, supra; which was ordered to lie on
the table.

SA 1029. Mr. SANTORUM submitted an
amendment intended to be proposed by him
to the bill S. 1, supra; which was ordered to
lie on the table.

SA 1030. Mr. ENZI submitted an amend-
ment intended to be proposed by him to the
bill S. 1, supra; which was ordered to lie on
the table.

SA 1031. Mr. CARPER submitted an amend-
ment intended to be proposed by him to the
bill S. 1, supra; which was ordered to lie on
the table.

SA 1032. Ms. MIKULSKI submitted an
amendment intended to be proposed by her
to the bill S. 1, supra; which was ordered to
lie on the table.

SA 1033. Ms. MIKULSKI submitted an
amendment intended to be proposed by her
to the bill S. 1, supra; which was ordered to
lie on the table.

SA 1034. Ms. MIKULSKI submitted an
amendment intended to be proposed by her
to the bill S. 1, supra; which was ordered to
lie on the table.

SA 1035. Ms. MIKULSKI submitted an
amendment intended to be proposed by her
to the bill S. 1, supra; which was ordered to
lie on the table.

SA 1036. Mr. REID (for Mrs. BOXER) pro-
posed an amendment to the bill S. 1, supra.

SA 1037. Mr. REID (for Mr. CORZINE) pro-
posed an amendment to the bill S. 1, supra.

SA 1038. Mr. REID (for Mr. JEFFORDS) pro-
posed an amendment to the bill S. 1, supra.

SA 1039. Mr. REID (for Mr. INOUYE) pro-
posed an amendment to the bill S. 1, supra.

SA 1040. Mr. SCHUMER (for himself, Mr.
CORZINE, Mrs. CLINTON, and Mr. LAUTENBERG)
submitted an amendment intended to be pro-
posed by him to the bill S. 1, supra; which
was ordered to lie on the table.

SA 1041. Ms. MURKOWSKI (for herself and
Mr. STEVENS) submitted an amendment in-
tended to be proposed by her to the bill S. 1,
supra; which was ordered to lie on the table.
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SA 1042. Ms. MURKOWSKI (for herself and
Mr. STEVENS) submitted an amendment in-
tended to be proposed by her to the bill S. 1,
supra; which was ordered to lie on the table.

SA 1043. Mr. ALLARD submitted an
amendment intended to be proposed by him
to the bill S. 1, supra; which was ordered to
lie on the table.

——
TEXT OF AMENDMENTS

SA 1001. Mrs. BOXER (for herself and
Ms. MIKULSKI) proposed an amendment
to the bill S. 1, to amend title XVIII of
the Social Security Act to make im-
provements in the medicare program,
to provide prescription drug coverage
under the medicare program, and for
other purposes; as follows:

On page 49, strike line 3 through page 50,
line 2 and insert the following:

““(2) LIMITS ON COST-SHARING.—

“(A) IN GENERAL.—The coverage has cost-
sharing (for costs above the annual deduct-
ible specified in paragraph (1) and up to the
annual out-of-pocket limit under paragraph
(4)) that is equal to 50 percent or that is ac-
tuarially consistent (using processes estab-
lished under subsection (f)) with an average
expected payment of 50 percent of such costs.

“(B) APPLICATION.—Notwithstanding the
succeeding provisions of this part, the Ad-
ministrator shall not apply subsection
(d)(1)(C) and paragraphs (1)(D), (2)(D), and
(3)(A)(iv) of section 1860D-19(a).

SA 1002. Mrs. LINCOLN (for herself,
Mr. CONRAD, Mr. MILLER, Mr. CARPER,
Mr. JOHNSON, Ms. MIKULSKI, Mrs. CLIN-
TON, and Mr. DORGAN) proposed an
amendment to the bill S. 1, to amend
title XVIII of the Social Security Act
to make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; as follows:

On page 83, strike lines 1 through 7, and in-
sert the following:

‘“(5) CONTRACT TO BE AVAILABLE IN DES-
IGNATED AREA FOR 2 YEARS.—Notwithstanding
paragraph (1), if the Administrator enters
into a contract with an entity with respect
to an area designated under subparagraph
(B) of such paragraph for a year, the fol-
lowing rules shall apply:

““(A) The contract shall be for a 2-year pe-
riod.

““(B) The Secretary is not required to make
the determination under paragraph (1)(A)
with respect to the second year of the con-
tract for the area.

““(C) During the second year of the con-
tract, an eligible beneficiary residing in the
area may continue to receive standard pre-
scription drug coverage (including access to
negotiated prices for such beneficiaries pur-
suant to section 1860D-6(e)) under such con-
tract or through any Medicare Prescription
Drug plan that is available in the area.

At the end of title VI, add the following:
SEC. . MEDICARE SECONDARY PAYOR (MSP)

PROVISIONS.

(a) TECHNICAL AMENDMENT CONCERNING
SECRETARY’S AUTHORITY TO MAKE CONDI-
TIONAL PAYMENT WHEN CERTAIN PRIMARY
PLANS DO NOT PAY PROMPTLY.—

(1) IN GENERAL.—Section 1862(b)(2) (42
U.S.C. 1395y(b)(2)) is amended—

(A) in subparagraph (A)(ii), by striking
“promptly (as determined in accordance
with regulations)’’;

(B) in subparagraph (B)—

(i) by redesignating clauses (i) through (iii)
as clauses (ii) through (iv), respectively; and
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(ii) by inserting before clause (ii), as so re-
designated, the following new clause:

‘(i) AUTHORITY TO MAKE CONDITIONAL PAY-
MENT.—The Secretary may make payment
under this title with respect to an item or
service if a primary plan described in sub-
paragraph (A)(ii) has not made or cannot
reasonably be expected to make payment
with respect to such item or service prompt-
ly (as determined in accordance with regula-
tions). Any such payment by the Secretary
shall be conditioned on reimbursement to
the appropriate Trust Fund in accordance
with the succeeding provisions of this sub-
section.”.

(2) EFFECTIVE DATE.—The amendments
made by paragraph (1) shall be effective as if
included in the enactment of title 11l of the
Medicare and Medicaid Budget Reconcili-
ation Amendments of 1984 (Public Law 98-
369).

(lZ)) CLARIFYING AMENDMENTS TO CONDI-

TIONAL PAYMENT PROVISIONS.—Section
1862(b)(2) (42 U.S.C. 1395y(b)(2)) is further
amended—

(1) in subparagraph (A), in the matter fol-
lowing clause (ii), by inserting the following
sentence at the end: ““An entity that engages
in a business, trade, or profession shall be
deemed to have a self-insured plan if it car-
ries its own risk (whether by a failure to ob-
tain insurance, or otherwise) in whole or in
part.”’;

(2) in subparagraph (B)(ii), as redesignated
by subsection (a)(2)(B)—

(A) by striking the first sentence and in-
serting the following: “A primary plan, and
an entity that receives payment from a pri-
mary plan, shall reimburse the appropriate
Trust Fund for any payment made by the
Secretary under this title with respect to an
item or service if it is demonstrated that
such primary plan has or had a responsi-
bility to make payment with respect to such
item or service. A primary plan’s responsi-
bility for such payment may be dem-
onstrated by a judgment, a payment condi-
tioned upon the recipient’s compromise,
waiver, or release (whether or not there is a
determination or admission of liability) of
payment for items or services included in a
claim against the primary plan or the pri-
mary plan’s insured, or by other means.”;
and

(B) in the final sentence, by striking ‘“on
the date such notice or other information is
received” and inserting ‘‘on the date notice
of, or information related to, a primary
plan’s responsibility for such payment or
other information is received’’; and

(3) in subparagraph (B)(iii), , as redesig-
nated by subsection (a)(2)(B), by striking the
first sentence and inserting the following:
“In order to recover payment made under
this title for an item or service, the United
States may bring an action against any or
all entities that are or were required or re-
sponsible (directly, as an insurer or self-in-
surer, as a third-party administrator, as an
employer that sponsors or contributes to a
group health plan, or large group health
plan, or otherwise) to make payment with
respect to the same item or service (or any
portion thereof) under a primary plan. The
United States may, in accordance with para-
graph (3)(A) collect double damages against
any such entity. In addition, the United
States may recover under this clause from
any entity that has received payment from a
primary plan or from the proceeds of a pri-
mary plan’s payment to any entity.”.

(c) CLERICAL AMENDMENTS.—Section 1862(b)
(42 U.S.C. 1395y(b)) is amended—

(1) in paragraph (1)(A), by moving the in-
dentation of clauses (ii) through (v) 2 ems to
the left; and

(2) in paragraph (3)(A), by striking ‘“‘such”
before ‘““paragraphs’.
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SA 1003. Mr. BROWNBACK (for him-
self and Mr. NELsSON of Nebraska) sub-
mitted an amendment intended to be
proposed by him to the bill S. 1, to
amend title XVIII of the Social Secu-
rity Act to make improvements in the
medicare program, to provide prescrip-
tion drug coverage under the medicare
program, and for other purposes; which
was ordered to lie on the table; as fol-
lows:

At the end of title VI, insert the following:

SEC. .RURAL COMMUNITY HOSPITAL ASSIST-
ANCE.

(a) ESTABLISHMENT OF RURAL COMMUNITY
HosPITAL (RCH) PROGRAM.

(1) IN GENERAL.—Section 1861 (42 U.S.C.
1395x) is amended by adding at the end of the
following new subsection: ‘“Rural Commu-
nity Hospital; Rural Community Hospital
Services ‘“(ww)(1) The term ‘rural commu-
nity hospital’ means a hospital (as defined in
subsection (e)) that—

“(A) is located in a rural area (as defined
in section 1886(d)(2)(D)) or treated as being so
located pursuant to section 1886(d)(8)(E);

““(B) subject to paragraph (2), has less than
51 acute care inpatient beds, as reported in
its most recent cost report; 10

“(C) makes available 24-hour emergency
care services;

‘(D) subject to paragraph (3), has a pro-
vider agreement in effect with the Secretary
and is open to the public as of January 1,
2003; and

“(E) applies to the Secretary for such des-
ignation.

““(2) For purposes of paragraph (1)(B), beds
in a psychiatric or rehabilitation unit of the
hospital which is a distinct part of the hos-
pital shall not be counted.

““(3) Subparagraph (1)(D) shall not be con-
strued to prohibit any of the following from
qualifying as a rural community hospital:

“(A) A replacement facility (as defined by
the Secretary in regulations in effect on Jan-
uary 1, 2003) with the same service area (as
defined by the Secretary in regulations in ef-
fect on such date).

“(B) A facility obtaining a new provider
number pursuant to a change of ownership.

““(C) A facility which has a binding written
agreement with an outside, unrelated party
for the construction, reconstruction, lease,
rental, or financing of a building as of Janu-
ary 1, 2003.

““(4) Nothing in this subsection shall be
construed as prohibiting a critical access
hospital from qualifying as a rural commu-
nity hospital if the critical access hospital
meets the conditions otherwise applicable to
hospitals under subsection (e) and section
1866.".

(2) PAYMENT.—

(A) INPATIENT SERVICES.—Section 1814 (42
U.S.C. 1395f) is amended by adding at the end
the following new subsection: ‘““Payment for
Inpatient Services Furnished in Rural Com-
munity Hospitals

“(m) The amount of payment under this
part for inpatient hospital services furnished
in a rural community hospital, other than
such services furnished in a psychiatric or
rehabilitation unit of the hospital which is a
distinct part, is, at the election of the hos-
pital in the application referred to in section
1861(ww)(1)(E)—

‘(1) the reasonable costs of providing such
services, without regard to the amount of
the customary or other charge, or

“(2) the amount of payment provided for
under the prospective payment system for
inpatient hospital services under section
1886(d).”".

(B) OUTPATIENT SERVICES.—Section 1834 (42
U.S.C. 1395m) is amended by amended by add-
ing at the end the following new subsection:
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““(n) PAYMENT FOR OUTPATIENT SERVICES
FURNISHED IN RURAL COMMUNITY HOs-
PITALS.—The amount of payment under this
part for outpatient services furnished in a
rural community hospital is, at the election
of the hospital in the application referred to
in section 1861(ww)(1)(E)—

‘(1) the reasonable costs of providing such
services, without regard to the amount of
the customary or other charge and any limi-
tation under section 1861(v)(1)(U), or

““(2) the amount of payment provided for
under the prospective payment system for
covered OPD services under section 1833(t).”.

(C) HOME HEALTH SERVICES.—

(i) EXCLUSION FROM HOME HEALTH PPS.—
Section 1895 (42 U.S.C. 1395fff) is amended by
adding at the end the following:

““(f) EXCLUSION.—

““(1) IN GENERAL.—IN determining payments
under this title for home health services fur-
nished on or after October 1, 2003, by a quali-
fied RCH-based home health agency (as de-
fined in paragraph (2))—

“(A) the agency may make a one-time
election to waive application of the prospec-
tive payment system established under this
section to such services furnished by the
agency shall not apply; and

““(B) in the case of such an election, pay-
ment shall be made on the basis of the rea-
sonable costs incurred in furnishing such
services as determined under section 1861(v),
but without regard to the amount of the cus-
tomary or other charges with respect to such
services or the limitations established under
paragraph (1)(L) of such section.

““(2) QUALIFIED RCH-BASED HOME HEALTH
AGENCY DEFINED.—For purposes of paragraph
(1), a ‘qualified RCH-based home health
agency’ is a home health agency that is a
provider-based entity (as defined in section
404 of the Medicare, Medicaid, and SCHIP
Benefits Improvement and Protection Act of
2000 (Public Law 106-554; Appendix F, 114
Stat. 2763A-506)) of a rural community hos-
pital that is located—

“(A) in a county in which no main or
branch office of another home health agency
is located; or

‘“(B) at least 35 miles from any main or
branch office of another home health agen-
cy.”.

(ii) CONFORMING CHANGES.—

(I) PAYMENTS UNDER PART A.—Section
1814(b) (42 U.S.C. 1395f(b)) is amended by in-
serting ‘‘or with respect to services to which
section 1895(f) applies’ after ‘‘equipment’ in
the matter preceding paragraph (1).

(I1) PAYMENTS UNDER PART B.—Section
1833(a)(2)(A) (42 U.S.C. 13951(a)(2)(A)) is
amended by striking ‘‘the prospective pay-
ment system under”’.

() PER VISIT LIMITS.—Section
1861(V)(1)(L)(i) (42 U.S.C. 1395x(v)(1)(L)(i)) is
amended by inserting ‘“‘(other than by a
qualified RCH-based home health agency (as
defined in section 1895(f)(2))’ after “‘with re-
spect to services furnished by home health
agencies”.

(iii) CONSOLIDATED BILLING.—

() RECIPIENT OF PAYMENT.—Section
1842(b)(6)(F) (42 U.S.C. 1395u(b)(6)(F)) is
amended by inserting ‘“and excluding home
health services to which section 1895(f) ap-
plies” after “‘provided for in such section”.

(I1) EXCEPTION TO EXCLUSION FROM COV-
ERAGE.—Section 1862(a) (42 U.S.C. 1395y(a)) is
amended by inserting before the period at
the end of the second sentence the following:
“‘and paragraph (21) shall not apply to home
health services to which section 1895(f) ap-

plies”.

(D) RETURN ON EQUITY.—Section
1861(V)(1)(P) (42 U.S.C. 1395x(V)(1)(P)) is
amended—

(i) by inserting *“(i)” after ““(P)’’; and
(ii) by adding at the end the following:
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“(ii)(1) Notwithstanding clause (i), sub-
paragraph (S)(i), and section 1886(g)(2), such
regulations shall provide, in determining the
reasonable costs of the services described in
subclause (1) furnished by a rural commu-
nity hospital on or after October 1, 2003, for
payment of a return on equity capital at a
rate of return equal to 150 percent of the av-
erage specified in clause (i).

““(11) The services referred to in subelause
(1) are inpatient hospital services, outpatient
hospital services, home health services fur-
nished by an RCH-based home health agency
(as defined in section 1895(f)(2)), and ambu-
lance services.

“(111) Payment under this clause shall be
made without regard to whether a provider
is a proprietary provider.”.

(E) EXEMPTION FROM 30 PERCENT REDUCTION
IN REIMBURSEMENT FOR BAD DEBT.—Section
1861(V)(1)(T) (42  U.S.C.1395x(V)(A)(T)) is
amended by inserting ‘“‘(other than a rural
community hospital)” after ‘“‘In determining
such reasonable costs for hospitals™.

(3) BENEFICIARY COST-SHARING FOR OUT-
PATIENT SERVICES.—Section 1834(n) (as added
by paragraph (2)(B)) is amended—

(A) by inserting ‘“(1)”” after *‘(n)’’; and

(B) by adding at the end the following:

““(2) The amounts of beneficiary cost-shar-
ing for outpatient services furnished in a
rural community hospital under this part
shall be as follows:

“(A) For items and services that would
have been paid under section 1833(t) if pro-
vided by a hospital, the amount of cost-shar-
ing determined under paragraph (8) of such
section.

“(B) For items and services that would
have been paid under section 1833(h) if fur-
nished by a provider or supplier, no cost-
sharing shall apply.

“(C) For all other items and services, the
amount of cost-sharing that would apply to
the item or service under the methodology
that would be used to determine payment for
such item or service if provided by a physi-
cian, provider, or supplier, as the case may
be.”.

(4) CONFORMING AMENDMENTS.—

(A) PART A PAYMENT.—Section 1814(b) (42
U.S.C. 1395f(b)) is amended by inserting
“other than inpatient hospital services fur-
nished by a rural community hospital,” after
“‘critical access hospital services,”.

(B) PART B PAYMENT.—

(i) IN GENERAL.—Section 1833(a) (42 U.S.C.
13951(a)) is amended—

(1) in paragraph (2), in the matter before
subparagraph (A), by striking ‘““and (1)”" and
inserting “‘(1), and (K)"’;

(1) by striking ‘“‘and” at the end of para-
graph (8);

(I1) by striking the period at the end of
paragraph (9) and inserting ‘‘; and’’; and

(1V) by adding at the end the following:

““(10) in the case of outpatient services fur-
nished by a rural community hospital, the
amounts described in section 1834(n).”".

(i) AMBULANCE SERVICES.—Section
1834(1)(8) (42 U.S.C. 1395m(1)(8)), as added by
section 205 (a) of the Medicare, Medicaid, and
SCHIP Benefits Improvement and Protection
Act of 2000 (Appendix F, 114 Stat. 2763A-463),
as enacted into law by section 1(a)(6) of Pub-
lic Law 106-554, is amended—

() in the heading, by striking “CRITICAL
ACCESS HOSPITALS” and inserting ‘“CER-
TAIN FACILITIES”;

(1) by striking “or’’ at the end of subpara-
graph (A);

(111) by redesignating subparagraph (B) as
subparagraph (C);

(IV) by inserting after subparagraph (A)
the following new subparagraph:

““(B) by a rural community hospital (as de-
fined in section 1861(ww)(1)), or”’; and (V) in
subparagraph (C), as so redesignated, by in-
serting ‘“‘or a rural community hospital”’
after ‘‘critical access hospital’.



S8448

(C) TECHNICAL AMENDMENTS.—

(1) CONSULTATION WITH STATE AGENCIES.—
Section 1863 (42 U.S.C. 1395z) is amended by
striking ‘“‘and (dd)(2)”’ and inserting ‘‘(dd)(2),
(mm)(1), and (ww)(1)”".

(i) PROVIDER AGREEMENTS.—Section
1866(a)(2)(A) (42 U.S.C. 139cc(a)(2)(A)) is
amended by inserting ‘‘section 1834(n)(2),”
after ‘‘section 1833(b),”".

(iii) BIPA AMENDMENT.—Paragraph (8) of
section 1834(1) (42 U.S.C. 1395m(1)), as added
by section 221 (a) of the Medicare, Medicaid,
and SCHIP Benefits Improvement and Pro-
tection Act of 2000 (Appendix F, 114 Stat.
2763A-486), as enacted into law by section
1(a)(6) of Public Law 106-554, is redesignated
as paragraph (9).

(5) EFFECTIVE DATE.—The amendments
made by this subsection shall apply to items
and services furnished on or after October 1,
2003.

(b) REMOVING BARRIERS TO ESTABLISHMENT
OF DISTINCT PART UNITS BY RCH AND CAH
FACILITIES.—

(1) IN GENERAL.—Section 1886(d)(1)(B) (42
U.S.C. 1395ww(d)(1)(B)) is amended by strik-
ing ‘“‘a distinct part of the hospital (as de-
fined by the Secretary)” in the matter fol-
lowing clause (v) and inserting ‘“‘a distinct
part (as defined by the Secretary) of the hos-
pital or of a critical access hospital or a
rural community hospital’.

(2) EFFECTIVE DATE.—The amendment
made by this subsection shall apply to deter-
minations with respect to distinct part unit
status that are made on or after October 1,
2003.

(c) IMPROVEMENTS TO MEDICARE CRITICAL
ACCESS HOsPITAL (CAH) PROGRAM.—

(1) EXCLUSION OF CERTAIN BEDS FROM BED
COUNT.—Section 1820(c)(2) (42 U.S.C. 1395i-
4(c)(2)) is amended by adding at the end the
following:

““(E) EXCLUSION OF CERTAIN BEDS FROM BED
COUNT.—In determining the number of beds
of a facility for purposes of applying the bed
limitations referred to in subparagraph
(B)(iii) and subsection (f), the Secretary
shall not take into account any bed of a dis-
tinct part psychiatric or rehabilitation unit
(described in the matter following clause (v)
of section 1886(d)(1)(B)) of the facility, except
that the total number of beds that are not
taken into account pursuant to this subpara-
graph with respect to a facility shall not ex-
ceed 10.”.

(2) PAYMENTS TO HOME HEALTH AGENCIES
OWNED AND OPERATED BY A CAH.—Section
1895(f) (42 U.S.C. 1395fff(f)), as added by sub-
section (a)(2)(C), is further amended by in-
serting “‘or by a home health agency that is
owned and operated by a critical access hos-
pital (as defined in section 1861(mm)(1))”’
after ‘‘as defined in paragraph (2))’.

(3) PAYMENTS TO CAH-OWNED SNFS.—

(A) IN GENERAL.—Section 1888(e)(42 U.S.C.
1395yy(e)) is amended—

(i) in paragraph (1), by striking ‘“‘and (12)”’
and inserting ‘““(12), and (13)’’; and

(if) by adding at the end thereof the fol-
lowing:

““(13) EXEMPTION OF CAH FACILITIES FROM
PPS.—In determining payments under this
part for covered skilled nursing facility serv-
ices furnished on or after October 1, 2003, by
a skilled nursing facility that is a distinct
part unit of a critical access hospital (as de-
fined in section 1861(mm)(1)) or is owned and
operated by a critical access hospital—

“(A) the prospective payment system es-
tablished under this subsection shall not
apply; and

““(B) payment shall be made on the basis of
the reasonable costs incurred in furnishing
such services as determined under section
1861(v), but without regard to the amount of
the customary or other charges with respect
to such services or the limitations estab-
lished under subsection (a).”.

CONGRESSIONAL RECORD — SENATE

(B) CONFORMING CHANGES.—

(i) IN GENERAL.—Section 1814(b) (42 U.S.C.
1395f(b)), as amended by subsection (a), is
further amended in the matter preceding
paragraph (1)—

(1) by inserting ‘“‘other than a skilled nurs-
ing facility providing covered skilled nursing
facility services (as defined in section
1888(e)(2)) or post hospital extended care
services to which section 1888(e)(13) applies,”
after “inpatient critical access hospital serv-
ices’’; and

(I1) by striking ‘1813 1886,”” and inserting
‘1813, 1886, 1888,"".

(i) CONSOLIDATED BILLING.—

m RECIPIENT OF PAYMENT.—Section
1842(b)(6)(E) (42 U.S.C. 1395u(b)(6)(E)) is
amended by inserting ‘‘services to which
paragraph (7)(C) or (13) of section 1888(e) ap-
plies and’” after “‘other than”.

(I1) EXCEPTION TO EXCLUSION FROM COV-
ERAGE.—Section 1862(a)(18) (42 U.S.C.
1395y(a)(18)) is amended by inserting ‘‘(other
than services to which paragraph (7)(C) or
(13) of section 1888(e) applies)’’ after ‘‘section
1888(e)(2)(A)(i).

(4) PAYMENTS TO DISTINCT PART PSY-
CHIATRIC OR REHABILITATION UNITS OF CAHS.—
Section 1886(b) (42 U.S.C. 1395ww(b)) is
amended—

(A) in paragraph (1), by inserting *‘, other
than a distinct part psychiatric or rehabili-
tation unit to which paragraph (8) applies,”
after “‘subsection (d)(1)(B)’’; and

(B) by adding at the end the following:

‘“(8) EXEMPTION OF CERTAIN DISTINCT PART
PSYCHIATRIC OR REHABILITATION UNITS FROM
COST LIMITS.—In determining payments
under this part for inpatient hospital serv-
ices furnished on or after October 1, 2003, by
a distinct part psychiatric or rehabilitation
unit (described in the matter following
clause (v) of subsection (d)(1)(B)) of a critical
access hospital (as defined in section
1861(mm)(1))—

“(A) the limits imposed under the pre-
ceding paragraphs of this subsection shall
not apply; and

““(B) payment shall be made on the basis of
the reasonable costs incurred in furnishing
such services as determined under section
1861(v), but without regard to the amount of
the customary or other charges with respect
to such services.”.

5) RETURN ON EQUITY.—Section
1861(V)(1)(P) (42 U.S.C. 1395x(V)(1)(P)), as
amended by subsection (a)(2)(D), is further
amended by adding at the end the following:

““(111)(1) Notwithstanding clause (i), sub-
paragraph (S)(i), and section 1886(8)(2), such
regulations shall provide, in determining the
reasonable costs of the services described in
subclause (I1) furnished by a critical access
hospital on or after October 1, 2003, for pay-
ment of a return on equity capital at a rate
of return equal to 150 percent of the average
specified in clause (i).

“(I1) The services referred to in subclause
(1) are inpatient critical access hospital serv-
ices (as defined in section 1861(mm)(2)), out-
patient critical access hospital services (as
defined in section 1861(mm)(3)), extended
care services provided pursuant to an agree-
ment under section 1883, posthospital ex-
tended care services to which section
1888(e)(13) applies, home health services to
which section 1895(f) applies, ambulance
services to which section 1834(l) applies, and
inpatient hospital services to which section
1886(b)(8) applies.

“(111) Payment under this clause shall be
made without regard to whether a provider
is a proprietary provider.”.

(6) TECHNICAL CORRECTIONS.—

(A) SECTION 403(b) OF BBRA 1999.—Section
1820(b)(2) (42 U.S.C. 1395i-4(b)(2)) is amended
by striking ‘“‘nonprofit or public hospitals’™
and inserting “‘hospitals”.

June 24, 2003

(B) SECTION 203(b) OF BIPA 2000.—Section
1883(a)(3) (42 U.S.C. 1395tt(a)(3)) is amended—

(i) by inserting ‘‘section 1861(v)(1)(G) or”’
after ‘““Notwithstanding’’; and

(ii) by striking ‘‘covered skilled nursing fa-
cility”.

(9) EFFECTIVE DATES.—

(A) ELIMINATION OF REQUIREMENTS.—

The amendments made by paragraphs (1)
and (2) shall apply to services furnished on or
after October 1, 2003.

(B) TECHNICAL CORRECTIONS.—

(i) BBRA.—The amendment made by para-
graph (6)(A) shall be effective as if included
in the enactment of section 403(b) of the
Medicare, Medicaid, and SCHIP Balanced
Budget Refinement Act of 1999 (Appendix F,
113 Stat. 1501A-321), as enacted into law by
section 1000(a)(6) of Public Law 106-113.

(if) BiIPA.—The amendments made by para-
graph (6)(B) shall be effective as if included
in the enactment of section 203(b) of the
Medicare, Medicaid, and SCHIP Benefits Im-
provement and Protection Act of 2000 (Ap-
pendix F, 114 Stat. 2763A-463), as enacted into
law by section 1(a)(6) of Public Law 106-554.

SA 1004. Mrs. HUTCHISON proposed
an amendment to the bill S. 1, to
amend title XVIII of the Social Secu-
rity Act to make improvements in the
medicare program, to provide prescrip-
tion drug coverage under the medicare
program, and for other purposes; as fol-
lows:

At the end of subtitle A of title 1V, add the

following:
SEC. . FREEZING INDIRECT MEDICAL EDU-
CATION (IME) ADJUSTMENT PER-
CENTAGE AT 6.5 PERCENT.
(a) IN GENERAL.—Section 1886(d)(5)(B)(ii)

(42 U.S.C. 1395ww(d)(5)(B)(ii)) is amended—

(1) in subclause (VI), by striking “and” at
the end; and

(2) by striking subclause (VII) and insert-
ing the following new subclauses:

“(VI) during fiscal years 2003, 2004, 2005,
2006, 2007 and 2008, ‘c’ is equal to 1.35; and

“(VII) on or after October 1, 2008, ‘c’ is
equal to 1.6.”".

(b) CONFORMING AMENDMENT RELATING TO
DETERMINATION OF STANDARDIZED AMOUNT.—

Section 1886(d)(2)(C)(i) (42 U.S.C.
1395ww(d)(2)(C)(i)) is amended—
(1) by striking ‘1999 or” and inserting

11999,”’; and

(2) by inserting ‘‘, or the Prescription Drug
and Medicare Improvement Act of 2003’ after
120007,

SA 1005. Mr. SANTORUM submitted
an amendment intended to be proposed
by him to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the end of subtitle C of title Il, add the

following:

SEC. . EXTENSION OF PHASE-IN OF NEW RISK
ADJUSTER.

(a) UNDER MEDICARE+CHOICE.—Section

1853(a)(3)(C)(ii) is amended—

(1) in subclause (1), by striking ‘2003 and
inserting ‘“2005"";

(2) in subclause (I1), by striking ‘“2004”” and
inserting ‘“2006°’;

(3) in subclause (I11), by striking ‘2005
and inserting ‘“2007"’;

(4) in subclause (1V), by striking *“2006” and
inserting ‘“2008"’; and

(5) in subclause (V), by striking *“2007"" and
inserting ‘2009"".
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(b) UNDER MEDICAREADVANTAGE.—Section
1853(a)(3)(A) (42 U.S.C. 1395w-23(a)(3)(A)), as
amended by section 203, is amended to read
as follows:

““(A) APPLICATION OF METHODOLOGY.—

“(i) IN GENERAL.—The Secretary shall
apply the comprehensive risk adjustment
methodology described in subparagraph (B)
to the applicable percentage of the amount
of payments to plans under subsection
(d)(@)(B).

““(ii) APPLICABLE PERCENTAGE DEFINED.—
For purposes of clause (i), the term ‘applica-
ble percentage’ means—

“(11) for 2006, 30 percent;

‘(1) for 2007, 50 percent;

“(IVv) for 2008, 75; and

“(V) for 2009 and each subsequent year, 100
percent.””.

(c) EFFECTIVE DATES.—The amendments
made—

(1) by subsection (a) shall take effect on
the date of enactment of this Act; and

(2) by subsection (b) shall apply to plan
years beginning on or after January 1, 2006.

SA 1006. Mr. SANTORUM submitted
an amendment intended to be proposed
by him to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the end of subtitle C of title Il, add the
following:

SEC. . REVISION OF REQUIREMENTS FOR RE-
VIEW OF MARKETING MATERIALS.

(a) UNDER MEDICARE+CHOICE AND
MEDICAREADVANTAGE.—Section 1851(h) (42
U.S.C. 1395w-21(h)) is amended—

(1) in paragraph (1)(A), by striking ‘45 days
(or 10 days in the case described in paragraph
(5))”” and inserting ‘30 days (or 10 days in the
case described in paragraph (5) or if the
Medicare+Choice organization has submitted
to the Secretary requested corrections fol-
lowing review of the submitted material)’’;
and

(2) by striking paragraph (2) and inserting
the following new paragraph:

““(2) REVIEW.—

“(A) IN GENERAL.—Except as provided in
subparagraph (B), the standards established
under section 1856 shall include guidelines
for the review of any material or form sub-
mitted and under such guidelines the Sec-
retary shall disapprove (or later require the
correction of) such material or form if the
material or form is materially inaccurate or
misleading or otherwise makes a material
misrepresentation.

“(B) EXxcepTioN.—Notwithstanding any
other requirements of section 1856(h), the
Secretary shall establish policies that per-
mit, under appropriate circumstances, the
distribution of marketing materials by a
Medicare+Choice organization prior to re-
view.”.

(b) EFFECTIVE DATE.—The amendments
made by this section shall take effect on the
date of enactment of this Act and shall apply
to section 1851(h) of the Social Security Act
(42 U.S.C. 1395w-21(h)) as in effect on such
date and as amended by section 201.

SA 1007. Mr. SANTORUM submitted
an amendment intended to be proposed
by him to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:
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At the end of subtitle C of title Il, add the
following:
SEC. AUTHORIZATION OF DIRECT PAY-
MENTS TO PROVIDERS FOR SERV-
ICES PROVIDED TO MEDICARE AD-
VANTAGE ENROLLEES PARTICI-
PATING IN MEDICARE COVERED
CLINICAL TRIALS.

(a) UNDER MEDICARE+CHOICE
MEDICAREADVANTAGE.—

(1) IN GENERAL.—Section 1852(a)(1)(A) (42
U.S.C. 1395w-22(a)(1)(A)) is amended by in-
serting “‘and items and services that are cov-
ered under part A or B as a result of a na-
tional coverage determination for qualifying
clinical trials’ after ‘““hospice care’.

(2) PAYMENT.—Section 1853 (42 U.S.C.
1395w-23) is amended by adding at the end
the following new subsection:

““(J) SPECIAL RULE FOR COVERED COSTS As-

AND

SOCIATED  WITH QUALIFYING CLINICAL
TRIALS.—
“(1) INFORMATION.—The Medicare+Choice

organization shall inform each individual en-
rolled under this part with a
Medicare+Choice plan offered by the organi-
zation that the medicare program covers cer-
tain costs associated with the participation
by a medicare beneficiary in a qualifying
clinical trial.

““(2) PAYMENT.—If an individual who is en-
rolled with a Medicare+Choice organization
under this part participates in a qualifying
clinical trial, payment for the medicare cov-
ered costs associated with that clinical trial
shall be made by the Secretary directly to
the provider or supplier furnishing such serv-
ices.”.

(b) EFFECTIVE DATE.—The amendments
made by this section shall take effect on the
date of enactment of this Act and shall apply
to sections 1852 and 1853 of the Social Secu-
rity Act (42 U.S.C. 1395w-22 and 1395w-23) as
in effect on such date and as amended by sec-
tions 202 and 203.

SA 1008. Mr. SANTORUM submitted
an amendment intended to be proposed
by him to the bill S. 1, to amend title
XVIIlI of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

On page 134, between lines 9 and 10, insert
the following:

““(d) ZERO PREMIUM STOP-LOSS PROTECTION
AND ACCESS TO NEGOTIATED PRICES FOR CER-
TAIN ELIGIBLE BENEFICIARIES ENROLLED IN
THE ORIGINAL MEDICARE FEE-FOR-SERVICE
PROGRAM AFTER 2013.—

‘(1) IN GENERAL.—Notwithstanding the pre-
ceding provisions of this part, the following
rules shall apply with respect to an applica-
ble eligible beneficiary enrolled in a Medi-
care Prescription Drug plan or under a con-
tract under section 1860D-13(e):

“(A) No PREMIUM.—Notwithstanding sec-
tions 1860D-13(e)(2) and 1860D-17, the month-
ly beneficiary obligation for enrollment in
the Medicare Prescription Drug plan or
under a contract under section 1860D-13(e)
shall be zero.

‘“(B) BENEFICIARY RECEIVES ACCESS TO NE-
GOTIATED PRICES AND STOP-LOSS PROTECTION
FOR NO ADDITIONAL PREMIUM.—Notwith-
standing section 1860D-6, qualified prescrip-
tion drug coverage shall include coverage of
covered drugs that meets the following re-
quirements:

“(i) The coverage has cost-sharing (for
costs up to the annual out-of-pocket limit
under subsection (c)(4) of such section) that
is equal to 100 percent.

““(if) The coverage provides the limitation
on out-of-pocket expenditures under such
subsection (c)(4).
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“(ii) The coverage provides access to nego-
tiated prices under subsection (e) of such sec-
tion during the entire year.

“(C) APPLICATION OF LOW-INCOME SUB-
SIDIES.—Notwithstanding section 1860D-19,
the Administrator shall not apply the fol-
lowing provisions of subsection (a) of such
section:

‘(i) Subparagraphs (A), (B), (C), and (D) of
paragraph (1).

““(it) Subparagraphs (A), (B), (C), and (D) of
paragraph (2).

“(iii) Clauses (i), (ii), (iii), and (iv) of para-
graph (3)(A).

““(2) APPLICABLE ELIGIBLE BENEFICIARY.—
For purposes of this subsection, the term
‘applicable eligible beneficiary’ means an eli-
gible beneficiary who—

““(A) is enrolled under this part; and

““(B) became an eligible beneficiary for the
first time on or after January 1, 2014.

““(3) PROCEDURES.—The Administrator shall
establish procedures to carry out this sub-
section. Under such procedures, the Adminis-
trator may waive or modify any of the pre-
ceding provisions of this part to the extent
necessary to carry out this subsection.

““(4) NO EFFECT ON BENEFICIARIES ENROLLED
IN A MEDICAREADVANTAGE PLAN THAT PRO-
VIDES QUALIFIED PRESCRIPTION DRUG COV-
ERAGE.—This subsection shall have no effect
on eligible beneficiaries enrolled in this part
and under a MedicareAdvantage plan that
provides qualified prescription drug cov-
erage.”.

SA 1009. Mr. INOUYE (for himself
and Mr. AKAKA) submitted an amend-
ment intended to be proposed by him
to the bill S. 1, to amend title XVIII of
the Social Security Act to make im-
provements in the medicare program,
to provide prescription drug coverage
under the medicare program, and for
other purposes; which was ordered to
lie on the table; as follows:

At the end of title VI, add the following:
SEC. . 100 PERCENT FMAP FOR MEDICAL AS-

SISTANCE PROVIDED TO A NATIVE
HAWAIIAN THROUGH A FEDERALLY-
QUALIFIED HEALTH CENTER OR A
NATIVE HAWAIIAN HEALTH CARE
SYSTEM UNDER THE MEDICAID PRO-
GRAM.

(a) MEeDICAID.—Section 1905(b) of the Social
Security Act (42 U.S.C. 1396d(b)) is amended,
in the third sentence, by inserting ‘‘, and
with respect to medical assistance provided
to a Native Hawaiian (as defined in section
12 of the Native Hawaiian Health Care Im-
provement Act) through a Federally-quali-
fied health center or a Native Hawaiian
health care system (as so defined) whether
directly, by referral, or under contract or
other arrangement between a Federally-
qualified health center or a Native Hawaiian
health care system and another health care
provider’ before the period.

(b) EFFECTIVE DATE.—The amendment
made by this section applies to medical as-
sistance provided on or after the date of en-
actment of this Act.

SA 1010. Mr. SUNUNU submitted an
amendment intended to be proposed by
him to the bill S. 1, to amend title
XVIIlI of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; as follows:

At the end of subtitle B of title 1V, add the
following:

SEC. . IMPROVEMENT OF OUTPATIENT VISION
SERVICES UNDER PART B.

(2) COVERAGE UNDER PART B.—Section

1861(s)(2) (42 U.S.C. 1395%(s)(2)) is amended—
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(1) in subparagraph (U), by striking ‘“‘and”
after the semicolon at the end;

(2) in subparagraph (V)(iii), by adding
““and”” after the semicolon at the end; and

(3) by adding at the end the following new
subparagraph:

“(W) vision rehabilitation services (as de-
fined in subsection (ww)(1));”.

(b) SERVICES DESCRIBED.—Section 1861 (42
U.S.C. 1395x) is amended by adding at the end
the following new subsection:

“Vision Rehabilitation Services; Vision
Rehabilitation Professional

“(ww)(1)(A) The term ‘vision rehabilitation
services’ means rehabilitative services (as
determined by the Secretary in regulations)
furnished—

“(i) to an individual diagnosed with a vi-
sion impairment (as defined in paragraph
6));

““(ii) pursuant to a plan of care established
by a qualified physician (as defined in sub-
paragraph (C)) or by a qualified occupational
therapist that is periodically reviewed by a
qualified physician;

“(iif) in an appropriate setting (including
the home of the individual receiving such
services if specified in the plan of care); and

“(iv) by any of the following individuals:

“(1) A qualified physician.

“(I1) A qualified occupational therapist.

“(I11) A vision rehabilitation professional
(as defined in paragraph (2)) while under the
general supervision (as defined in subpara-
graph (D)) of a qualified physician.

“(B) In the case of vision rehabilitation
services furnished by a vision rehabilitation
professional, the plan of care may only be es-
tablished and reviewed by a qualified physi-
cian.

“(©)
means—

‘(i) a physician (as defined in subsection
(r)(1)) who is an ophthalmologist; or

“(ii) a physician (as defined in subsection
(r)(4) (relating to a doctor of optometry)).

‘(D) The term ‘general supervision’ means,
with respect to a vision rehabilitation pro-
fessional, overall direction and control of
that professional by the qualified physician
who established the plan of care for the indi-
vidual, but the presence of the qualified phy-
sician is not required during the furnishing
of vision rehabilitation services by that pro-
fessional to the individual.

““(2) The term ‘vision rehabilitation profes-
sional’ means any of the following individ-
uals:

“(A) An orientation and mobility specialist
(as defined in paragraph (3)).

““(B) A rehabilitation teacher (as defined in
paragraph (4)).

“(C) A low vision therapist (as defined in
paragraph (5)).

“(3) The term ‘orientation and mobility
specialist’ means an individual who—

“(A) if a State requires licensure or certifi-
cation of orientation and mobility special-
ists, is licensed or certified by that State as
an orientation and mobility specialist;

“(B)(i) holds a baccalaureate or higher de-
gree from an accredited college or university
in the United States (or an equivalent for-
eign degree) with a concentration in orienta-
tion and mobility; and

““(ii) has successfully completed 350 hours
of clinical practicum under the supervision
of an orientation and mobility specialist and
has furnished not less than 9 months of su-
pervised full-time orientation and mobility
services;

“(C) has successfully completed the na-
tional examination in orientation and mobil-
ity administered by the Academy for Certifi-
cation of Vision Rehabilitation and Edu-
cation Professionals; and

‘(D) meets such other criteria as the Sec-
retary establishes.

The term ‘qualified physician’
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‘“(4) The term ‘rehabilitation teacher’
means an individual who—

“(A) if a State requires licensure or certifi-
cation of rehabilitation teachers, is licensed
or certified by the State as a rehabilitation
teacher;

“(B)(i) holds a baccalaureate or higher de-
gree from an accredited college or university
in the United States (or an equivalent for-
eign degree) with a concentration in reha-
bilitation teaching, or holds such a degree in
a health field; and

““(ii) has successfully completed 350 hours
of clinical practicum under the supervision
of a rehabilitation teacher and has furnished
not less than 9 months of supervised full-
time rehabilitation teaching services;

“(C) has successfully completed the na-
tional examination in rehabilitation teach-
ing administered by the Academy for Certifi-
cation of Vision Rehabilitation and Edu-
cation Professionals; and

‘(D) meets such other criteria as the Sec-
retary establishes.

*“(5) The term ‘low vision therapist’ means
an individual who—

““(A) if a State requires licensure or certifi-
cation of low vision therapists, is licensed or
certified by the State as a low vision thera-
pist;

““(B)(i) holds a baccalaureate or higher de-
gree from an accredited college or university
in the United States (or an equivalent for-
eign degree) with a concentration in low vi-
sion therapy, or holds such a degree in a
health field; and

“(ii) has successfully completed 350 hours
of clinical practicum under the supervision
of a physician, and has furnished not less
than 9 months of supervised full-time low vi-
sion therapy services;

“(C) has successfully completed the na-
tional examination in low vision therapy ad-
ministered by the Academy for Certification
of Vision Rehabilitation and Education Pro-
fessionals; and

‘(D) meets such other criteria as the Sec-
retary establishes.

‘“(6) The term ‘vision impairment’ means
vision loss that constitutes a significant lim-
itation of visual capability resulting from
disease, trauma, or a congenital or degenera-
tive condition that cannot be corrected by
conventional means, including refractive
correction, medication, or surgery, and that
is manifested by 1 or more of the following:

““(A) Best corrected visual acuity of less
than 20/60, or significant central field defect.

““(B) Significant peripheral field defect in-
cluding homonymous or heteronymous bilat-
eral visual field defect or generalized con-
traction or constriction of field.

““(C) Reduced peak contrast sensitivity in
conjunction with a condition described in
subparagraph (A) or (B).

‘(D) Such other diagnoses, indications, or
other manifestations as the Secretary may
determine to be appropriate.”.

(c) PAYMENT UNDER PART B.—

(1) PHYSICIAN FEE SCHEDULE.—Section
1848(j)(3) (42 U.S.C. 1395w-4(j)(3)) is amended
by inserting ““(2)(W),”” after *“(2)(S),”".

(2) CARVE OUT FROM HOSPITAL OUTPATIENT
DEPARTMENT PROSPECTIVE PAYMENT SYS-
TEM.—Section 1833(t)(1)(B)(iv) (42 U.S.C.
13951(t)(1)(B)(iv)) is amended by inserting
“vision rehabilitation services (as defined in
section 1861(ww)(1)) or”’ after ‘‘does not in-
clude”.

(3) CLARIFICATION OF BILLING REQUIRE-
MENTS.—The first sentence of section
1842(b)(6) of such Act (42 U.S.C. 1395u(b)(6)) is
amended—

(A) by striking “‘and’’ before *“(G)’; and

(B) by inserting before the period the fol-
lowing: ““, and (H) in the case of vision reha-
bilitation services (as defined in section
1861(ww)(1)) furnished by a vision rehabilita-
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tion professional (as defined in section
1861(ww)(2)) while under the general super-
vision (as defined in section 1861(ww)(1)(D))
of a qualified physician (as defined in section
1861(ww)(1)(C)), payment shall be made to (i)
the qualified physician or (ii) the facility
(such as a rehabilitation agency, a clinic, or
other facility) through which such services
are furnished under the plan of care if there
is a contractual arrangement between the vi-
sion rehabilitation professional and the fa-
cility under which the facility submits the
bill for such services”.

(d) PLAN OF CARE.—Section 1835(a)(2) (42
U.S.C. 1395n(a)(2)) is amended—

(1) in subparagraph (E), by striking “‘and”
after the semicolon at the end;

(2) in subparagraph (F), by striking the pe-
riod at the end and inserting *‘; and’’; and

(3) by inserting after subparagraph (F) the
following new subparagraph:

“(G) in the case of vision rehabilitation
services, (i) such services are or were re-
quired because the individual needed vision
rehabilitation services, (ii) an individualized,
written plan for furnishing such services has
been established (1) by a qualified physician
(as defined in section 1861(ww)(1)(C)), (11) by
a qualified occupational therapist, or (I11) in
the case of such services furnished by a vi-
sion rehabilitation professional, by a quali-
fied physician, (iii) the plan is periodically
reviewed by the qualified physician, and (iv)
such services are or were furnished while the
individual is or was under the care of the
qualified physician.”.

(e) RELATIONSHIP TO REHABILITATION ACT
OF 1973.—The provision of vision rehabilita-
tion services under the medicare program
under title XVIII (42 U.S.C. 1395 et seq.) shall
not be taken into account for any purpose
under the Rehabilitation Act of 1973 (29
U.S.C. 701 et seq.).

(f) EFFECTIVE DATE.—

(1) INTERIM, FINAL REGULATIONS.—The Sec-
retary shall publish a rule under this section
in the Federal Register by not later than 180
days after the date of enactment of this Act
to carry out the provisions of this section.
Such rule shall be effective and final imme-
diately on an interim basis, but is subject to
change and revision after public notice and
opportunity for a period for public comment
of not less than 60 days.

(2) CONSULTATION.—The Secretary shall
consult with the National Vision Rehabilita-
tion Cooperative, the Association for Edu-
cation and Rehabilitation of the Blind and
Visually Impaired, the Academy for Certifi-
cation of Vision Rehabilitation and Edu-
cation Professionals, the American Academy
of Ophthalmology, the American Occupa-
tional Therapy Association, the American
Optometric Association, and such other
qualified professional and consumer organi-
zations as the Secretary determines appro-
priate in promulgating regulations to carry
out this section.

SA 1011. Mr. SESSIONS proposed an
amendment to the bill S. 1, to amend
title XVIII of the Social Security Act
to make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; as follows:

Strike section 605 and insert the following:
SEC. 605. SENSE OF THE SENATE REGARDING

HEALTH INSURANCE COVERAGE OF
LEGAL IMMIGRANTS UNDER MED-
ICAID AND SCHIP.

FINDINGS.—The Senate makes the fol-
lowing findings:

(1) In 1996, in the Personal Responsibility
and Work Opportunity Reconciliation Act of
1996 (Public Law 104-193; 110 Stat.
2105)(commonly referred to as the ‘“‘welfare
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reform Act’’), Congress deliberately limited
the Federal public benefits available to legal
immigrants.

(2) The Personal Responsibility and Work
Opportunity Reconciliation Act of 1996 al-
lows a State the option of electing to offer
permanent resident legal aliens that have
been living in the United States for at least
5 years the same benefits that their State
citizens receive under the temporary assist-
ance for needy families program (commonly
referred to as “TANF”’) and the medicaid
program.

(3) As of the date of enactment of this Act,
22 States have elected to give the permanent
resident legal aliens who reside in their
States the same TANF and medicaid benefits
as the States provide to the citizens of their
States.

(4) This Act, the Prescription Drug and
Medicare Improvement Act of 2003, is not a
welfare or medicaid reform bill, but rather is
a package of improvements for the medicare
program that is designed to provide greater
access to health care for America’s seniors.

(5) The section heading for 605 of this Act
as reported out of the Committee on Fi-
nance, was titled ‘“Assistance with Coverage
of Legal Immigrants under the medicaid pro-
gram and SCHIP,” and, as reported, related
directly to the provision of benefits under
the medicaid and State children’s health in-
surance programs, not to benefits provided
under the medicare program.

(6) The reported version of section 605
would have directly overturned the reforms
made in the 1996 welfare reform Act.

(7) The reported version of section 605
would have greatly expanded the number of
individuals who could receive benefits under
medicaid and SCHIP.

(8) No hearings have been held in the Com-
mittee on Finance of the Senate concerning
why the 5-year residency requirement for
legal aliens to obtain a Federal public ben-
efit established in the welfare reform Act
needs to be overturned or why the reported
version of section 605 should be included in a
medicare reform package.

(9) Congress must reauthorize the tem-
porary assistance for needy families program
later this year and should hold hearings re-
garding whether the 5-year residency re-
quirement for legal aliens to obtain a Fed-
eral public benefit should be overturned as
part of the reauthorization of that program.

(b) SENSE OF THE SENATE.—It is the sense
of the Senate that the Committee on Fi-
nance of the Senate should hold hearings in
connection with the reauthorization of the
temporary assistance for needy families pro-
gram, or in connection with reform of the
medicaid program, regarding whether the 5-
year residency requirement for legal aliens
to obtain a Federal public benefit that was
established in the 1996 welfare reform Act
should be overturned for purposes of the
medicaid and State children’s health insur-
ance programs.

SA 1012. Mr. HAGEL (for himself and
Mr. ENSIGN) submitted an amendment
intended to be proposed by him to the
bill S. 1, to amend title XVIII of the
Social Security Act to make improve-
ments in the medicare program, to pro-
vide prescription drug coverage under
the medicare program, and for other
purposes; which was ordered to lie on
the table; as follows:

Title | is amended by adding at the end the
following:
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Subtitle E—Voluntary Medicare Prescription
Drug Discount and Security Program
SEC. 141. VOLUNTARY MEDICARE PRESCRIPTION
DRUG DISCOUNT AND SECURITY

PROGRAM.

(&) ESTABLISHMENT OF PROGRAM.—Title
XVIIl of the Social Security Act (42 U.S.C.
1395 et seq.), as amended by section 101, is
amended—

(1) by redesignating part E as part F; and

(2) by inserting after part D the following
new part:

“PART E—VOLUNTARY MEDICARE PRESCRIP-
TION DRUG DISCOUNT AND SECURITY PRO-
GRAM

“‘DEFINITIONS

‘“‘SEC. 1860E. In this part:

‘(1) COVERED DRUG.—

“(A) IN GENERAL.—Except as provided in
this paragraph, the term ‘covered drug’
means—

“(i) a drug that may be dispensed only
upon a prescription and that is described in
subparagraph (A)(i) or (A)(ii) of section
1927(k)(2); or

‘“(if) a biological product described in
clauses (i) through (iii) of subparagraph (B)
of such section or insulin described in sub-
paragraph (C) of such section
and such term includes a vaccine licensed
under section 351 of the Public Health Serv-
ice Act and any use of a covered drug for a
medically accepted indication (as defined in
section 1927(k)(6)).

““(B) EXCLUSIONS.—

“(i) IN GENERAL.—Such term does not in-
clude drugs or classes of drugs, or their med-
ical uses, which may be excluded from cov-
erage or otherwise restricted under section
1927(d)(2), other than subparagraph (E) there-
of (relating to smoking cessation agents), or
under section 1927(d)(3).

““(if) AVOIDANCE OF DUPLICATE COVERAGE.—
A drug prescribed for an individual that
would otherwise be a covered drug under this
part shall not be so considered if payment
for such drug is available under part A or B
for an individual entitled to benefits under
part A and enrolled under part B.

““(C) APPLICATION OF FORMULARY RESTRIC-
TIONS.—A drug prescribed for an individual
that would otherwise be a covered drug
under this part shall not be so considered
under a plan if the plan excludes the drug
under a formulary and such exclusion is not
successfully appealed under section 1860E-
4@ @A) (B).

‘(D) APPLICATION OF GENERAL EXCLUSION
PROVISIONS.—A prescription drug discount
card plan or MedicareAdvantage plan may
exclude from qualified prescription drug cov-
erage any covered drug—

““(i) for which payment would not be made
if section 1862(a) applied to part E; or

‘“(ii) which are not prescribed in accord-
ance with the plan or this part.

Such exclusions are determinations subject

to reconsideration and appeal pursuant to

section 1860E-4(a)(4).

““(2) ELIGIBLE BENEFICIARY.—The term ‘eli-
gible beneficiary’ means an individual who
is—

““(A) eligible for benefits under part A or
enrolled under part B; and

““(B) not eligible for prescription drug cov-
erage under a State plan under the medicaid
program under title XIX.

““(3) ELIGIBLE ENTITY.—The term ‘eligible
entity’ means any—

“(A) pharmaceutical benefit management
company;

““(B) wholesale pharmacy delivery system;

““(C) retail pharmacy delivery system;

“(D) insurer (including any issuer of a
medicare supplemental policy under section
1882);

““(E) MedicareAdvantage organization;
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“(F) State (in conjunction with a pharma-
ceutical benefit management company);

““(G) employer-sponsored plan;

““(H) other entity that the Secretary deter-
mines to be appropriate to provide benefits
under this part; or

“(1) combination of the entities described
in subparagraphs (A) through (H).

““(4) POVERTY LINE.—The term ‘poverty
line’ means the income official poverty line
(as defined by the Office of Management and
Budget, and revised annually in accordance
with section 673(2) of the Omnibus Budget
Reconciliation Act of 1981) applicable to a
family of the size involved.

“(5) SECRETARY.—The term ‘Secretary’
means the Secretary of Health and Human
Services, acting through the Administrator
of the Centers for Medicare & Medicaid Serv-
ices.

““ESTABLISHMENT OF PROGRAM

““SEC. 1860E-1. (a) PROVISION OF BENEFIT.—
The Secretary shall establish a Medicare
Prescription Drug Discount and Security
Program under which the Secretary endorses
prescription drug card plans offered by eligi-
ble entities in which eligible beneficiaries
may voluntarily enroll and receive benefits
under this part. Notwithstanding any other
provision of this title, an eligible beneficiary
may elect to enroll in the program under
this part in lieu of the program established
under part D. An eligible beneficiary may
not be enrolled under both this part and part
D.

““‘(b) ENDORSEMENT OF PRESCRIPTION DRUG
DISCOUNT CARD PLANS.—

““(1) IN GENERAL.—The Secretary shall en-
dorse a prescription drug card plan offered
by an eligible entity with a contract under
this part if the eligible entity meets the re-
quirements of this part with respect to that
plan.

““(2) NATIONAL PLANS.—In addition to other
types of plans, the Secretary may endorse
national prescription drug plans under para-
graph (1).

“(c) VOLUNTARY NATURE OF PROGRAM.—
Nothing in this part shall be construed as re-
quiring an eligible beneficiary to enroll in
the program under this part.

“(d) FINANCING.—The costs of providing
benefits under this part shall be payable
from the Federal Supplementary Medical In-
surance Trust Fund established under sec-
tion 1841.

“ENROLLMENT

““SEC. 1860E-2. (a) ENROLLMENT UNDER PART
E.—

““(1) ESTABLISHMENT OF PROCESS.—

“(A) IN GENERAL.—The Secretary shall es-
tablish a process through which an eligible
beneficiary (including an eligible beneficiary
enrolled in a MedicareAdvantage plan of-
fered by a MedicareAdvantage organization)
may make an election to enroll under this
part. Except as otherwise provided in this
subsection, such process shall be similar to
the process for enrollment under part B
under section 1837.

““(B) REQUIREMENT OF ENROLLMENT.—AnN el-
igible beneficiary must enroll under this
part in order to be eligible to receive the
benefits under this part.

““(2) ENROLLMENT PERIODS.—

“(A) IN GENERAL.—Except as provided in
this paragraph, an eligible beneficiary may
not enroll in the program under this part
during any period after the beneficiary’s ini-
tial enrollment period under part B (as de-
termined under section 1837).

““(B) SPECIAL ENROLLMENT PERIOD.—In the
case of eligible beneficiaries that have re-
cently lost eligibility for prescription drug
coverage under a State plan under the med-
icaid program under title XIX, the Secretary
shall establish a special enrollment period in
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which such beneficiaries may enroll under
this part.

““(C) OPEN ENROLLMENT PERIOD IN 2005 FOR
CURRENT BENEFICIARIES.—The Secretary shall
establish a period, which shall begin on the
date on which the Secretary first begins to
accept elections for enrollment under this
part, during which any eligible beneficiary
may—

““(i) enroll under this part; or

““(ii) enroll or reenroll under this part after
having previously declined or terminated
such enrollment.

““(3) PERIOD OF COVERAGE.—

“(A) IN GENERAL.—Except as provided in
subparagraph (B) and subject to subpara-
graph (C), an eligible beneficiary’s coverage
under the program under this part shall be
effective for the period provided under sec-
tion 1838, as if that section applied to the
program under this part.

““(B) ENROLLMENT DURING OPEN AND SPECIAL
ENROLLMENT.—Subject to subparagraph (C),
an eligible beneficiary who enrolls under the
program under this part under subparagraph
(B) or (C) of paragraph (2) shall be entitled to
the benefits under this part beginning on the
first day of the month following the month
in which such enrollment occurs.

‘“(4) PART E COVERAGE TERMINATED BY TER-
MINATION OF COVERAGE UNDER PARTS A AND B
OR ELIGIBILITY FOR MEDICAL ASSISTANCE.—

“(A) IN GENERAL.—INn addition to the
causes of termination specified in section
1838, the Secretary shall terminate an indi-
vidual’s coverage under this part if the indi-
vidual is—

““(i) no longer enrolled in part A or B; or

“‘(ii) eligible for prescription drug coverage
under a State plan under the medicaid pro-
gram under title XIX.

‘“(B) EFFECTIVE DATE.—The termination de-
scribed in subparagraph (A) shall be effective
on the effective date of—

““(i) the termination of coverage under part
A or (if later) under part B; or

““(ii) the coverage under title XIX.

““(b) ENROLLMENT WITH ELIGIBLE ENTITY.—

‘(1) PRoCESs.—The Secretary shall estab-
lish a process through which an eligible ben-
eficiary who is enrolled under this part shall
make an annual election to enroll in a pre-
scription drug card plan offered by an eligi-
ble entity that has been awarded a contract
under this part and serves the geographic
area in which the beneficiary resides.

““(2) ELECTION PERIODS.—

“(A) IN GENERAL.—Except as provided in
this paragraph, the election periods under
this subsection shall be the same as the cov-
erage election periods under the
MedicareAdvantage program under section
1851(e), including—

“(i) annual coordinated election periods;
and

“‘(ii) special election periods.

In applying the last sentence of section
1851(e)(4) (relating to discontinuance of a
MedicareAdvantage election during the first
year of eligibility) under this subparagraph,
in the case of an election described in such
section in which the individual had elected
or is provided qualified prescription drug
coverage at the time of such first enroll-
ment, the individual shall be permitted to
enroll in a prescription drug card plan under
this part at the time of the election of cov-
erage under the original fee-for-service plan.

““(B) INITIAL ELECTION PERIODS.—

““(i) INDIVIDUALS CURRENTLY COVERED.—INn
the case of an individual who is entitled to
benefits under part A or enrolled under part
B as of November 1, 2005, there shall be an
initial election period of 6 months beginning
on that date.

““(if) INDIVIDUAL COVERED IN FUTURE.—In
the case of an individual who is first entitled
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to benefits under part A or enrolled under
part B after such date, there shall be an ini-
tial election period which is the same as the
initial enrollment period under section
1837(d).

““(C) ADDITIONAL SPECIAL ELECTION PERI-
obs.—The Administrator shall establish spe-
cial election periods—

““(i) in cases of individuals who have and
involuntarily lose prescription drug coverage
described in paragraph (3);

““(ii) in cases described in section 1837(h)
(relating to errors in enrollment), in the
same manner as such section applies to part
B; and

“(iii) in the case of an individual who
meets such exceptional conditions (including
conditions provided under section
1851(e)(4)(D)) as the Secretary may provide.

‘(D) ENROLLMENT WITH ONE PLAN ONLY.—
The rules established under subparagraph (B)
shall ensure that an eligible beneficiary may
only enroll in 1 prescription drug card plan
offered by an eligible entity per year.

““(3) MEDICAREADVANTAGE ENROLLEES.—AnN
eligible beneficiary who is enrolled under
this part and enrolled in a
MedicareAdvantage plan offered by a
MedicareAdvantage organization must enroll
in a prescription drug discount card plan of-
fered by an eligible entity in order to receive
benefits under this part. The beneficiary
may elect to receive such benefits through
the MedicareAdvantage organization in
which the beneficiary is enrolled if the orga-
nization has been awarded a contract under
this part.

““(4) CONTINUOUS PRESCRIPTION DRUG COV-
ERAGE.—AnN individual is considered for pur-
poses of this part to be maintaining contin-
uous prescription drug coverage on and after
the date the individual first qualifies to elect
prescription drug coverage under this part if
the individual establishes that as of such
date the individual is covered under any of
the following prescription drug coverage and
before the date that is the last day of the 63-
day period that begins on the date of termi-
nation of the particular prescription drug
coverage involved (regardless of whether the
individual subsequently obtains any of the
following prescription drug coverage):

““(A) COVERAGE UNDER PRESCRIPTION DRUG
CARD PLAN OR MEDICAREADVANTAGE PLAN.—
Prescription drug coverage under a prescrip-
tion drug card plan under this part or under
a MedicareAdvantage plan.

““(B) MEDICAID PRESCRIPTION DRUG COV-
ERAGE.—Prescription drug coverage under a
medicaid plan under title XIX, including
through the Program of All-inclusive Care
for the Elderly (PACE) under section 1934,
through a social health maintenance organi-
zation (referred to in section 4104(c) of the
Balanced Budget Act of 1997), or through a
MedicareAdvantage project that dem-
onstrates the application of capitation pay-
ment rates for frail elderly medicare bene-
ficiaries through the use of a interdiscipli-
nary team and through the provision of pri-
mary care services to such beneficiaries by
means of such a team at the nursing facility
involved.

““(C) PRESCRIPTION DRUG COVERAGE UNDER
GROUP HEALTH PLAN.—AnNy prescription drug
coverage under a group health plan, includ-
ing a health benefits plan under the Federal
Employees Health Benefit Plan under chap-
ter 89 of title 5, United States Code, and a
qualified retiree prescription drug plan (as
defined by the Secretary), but only if (sub-
ject to subparagraph (E)(ii)) the coverage
provides benefits at least equivalent to the
benefits under a prescription drug card plan
under this part.

‘(D) PRESCRIPTION DRUG COVERAGE UNDER
CERTAIN MEDIGAP POLICIES.—Coverage under
a medicare supplemental policy under sec-
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tion 1882 that provides benefits for prescrip-
tion drugs (whether or not such coverage
conforms to the standards for packages of
benefits under section 1882(p)(1)) and if (sub-
ject to subparagraph (E)(ii)) the coverage
provides benefits at least equivalent to the
benefits under a prescription drug card plan
under this part.

“(E) STATE PHARMACEUTICAL ASSISTANCE
PROGRAM.—Coverage of prescription drugs
under a State pharmaceutical assistance pro-
gram, but only if (subject to subparagraph
(E)(ii)) the coverage provides benefits at
least equivalent to the benefits under a pre-
scription drug card plan under this part.

““(F) VETERANS’ COVERAGE OF PRESCRIPTION
DRUGS.—Coverage of prescription drugs for
veterans under chapter 17 of title 38, United
States Code, but only if (subject to subpara-
graph (E)(ii)) the coverage provides benefits
at least equivalent to the benefits under a
prescription drug card plan under this part.

For purposes of carrying out this paragraph,
the certifications of the type described in
sections 2701(e) of the Public Health Service
Act and in section 9801(e) of the Internal
Revenue Code of 1986 shall also include a
statement for the period of coverage of
whether the individual involved had pre-
scription drug coverage described in this
paragraph.

“(5) CoOMPETITION.—Each eligible entity
with a contract under this part shall com-
pete for the enrollment of beneficiaries in a
prescription drug card plan offered by the en-
tity on the basis of discounts, formularies,
pharmacy networks, and other services pro-
vided for under the contract.

““PROVIDING ENROLLMENT AND COVERAGE
INFORMATION TO BENEFICIARIES

““SEC. 1860E-3. (a) ACTIVITIES.—The Sec-
retary shall provide for activities under this
part to broadly disseminate information to
eligible beneficiaries (and prospective eligi-
ble beneficiaries) regarding enrollment under
this part and the prescription drug card
plans offered by eligible entities with a con-
tract under this part.

““(b) SPECIAL RULE FOR FIRST ENROLLMENT
UNDER THE PROGRAM.—To the extent prac-
ticable, the activities described in subsection
(a) shall ensure that eligible beneficiaries
are provided with such information at least
60 days prior to the first enrollment period
described in section 1860E-2(c).

““ENROLLEE PROTECTIONS

““SEC. 1860E-4. (a) REQUIREMENTS FOR ALL
ELIGIBLE ENTITIES.—Each eligible entity
shall meet the following requirements:

““(1) GUARANTEED ISSUANCE AND
DISCRIMINATION.—

““(A) GUARANTEED ISSUANCE.—

“(i) IN GENERAL.—AnN eligible beneficiary
who is eligible to enroll in a prescription
drug card plan offered by an eligible entity
under section 1860E-2(b) for prescription drug
coverage under this part at a time during
which elections are accepted under this part
with respect to the coverage shall not be de-
nied enrollment based on any health status-
related factor (described in section 2702(a)(1)
of the Public Health Service Act) or any
other factor.

““(ii) MEDICAREADVANTAGE LIMITATIONS PER-
MITTED.—The provisions of paragraphs (2)
and (3) (other than subparagraph (C)(i), relat-
ing to default enrollment) of section 1851(g)
(relating to priority and limitation on termi-
nation of election) shall apply to eligible en-
tities under this subsection.

““(B) NONDISCRIMINATION.—AnN eligible enti-
ty offering prescription drug coverage under
this part shall not establish a service area in
a manner that would discriminate based on
health or economic status of potential en-
rollees.

NON-
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““(2) DISCLOSURE OF INFORMATION.—

“(A) INFORMATION.—

““(i) GENERAL INFORMATION.—Each eligible
entity with a contract under this part to pro-
vide a prescription drug card plan shall dis-
close, in a clear, accurate, and standardized
form to each eligible beneficiary enrolled in
a prescription drug discount card program
offered by such entity under this part at the
time of enrollment and at least annually
thereafter, the information described in sec-
tion 1852(c)(1) relating to such prescription
drug coverage.

““(if) SPECIFIC INFORMATION.—In addition to
the information described in clause (i), each
eligible entity with a contract under this
part shall disclose the following:

“(1) How enrollees will have access to cov-
ered drugs, including access to such drugs
through pharmacy networks.

“(I1) How any formulary used by the eligi-
ble entity functions.

“(11) Information on grievance and ap-
peals procedures.

“(1V) Information on enrollment fees and
prices charged to the enrollee for covered
drugs.

“(V) Any other information that the Sec-
retary determines is necessary to promote
informed choices by eligible beneficiaries
among eligible entities.

*“(B) DISCLOSURE UPON REQUEST OF GENERAL
COVERAGE, UTILIZATION, AND GRIEVANCE IN-
FORMATION.—Upon request of an eligible ben-
eficiary, the eligible entity shall provide the
information described in paragraph (3) to
such beneficiary.

““(C) RESPONSE TO BENEFICIARY QUES-
TIONS.—Each eligible entity offering a pre-
scription drug discount card plan under this
part shall have a mechanism for providing
specific information to enrollees upon re-
quest. The entity shall make available,
through an Internet website and, upon re-
quest, in writing, information on specific
changes in its formulary.

““(8) GRIEVANCE MECHANISM, COVERAGE DE-
TERMINATIONS, AND RECONSIDERATIONS.—

“(A) IN GENERAL.—With respect to the ben-
efit under this part, each eligible entity of-
fering a prescription drug discount card plan
shall provide meaningful procedures for
hearing and resolving grievances between
the organization (including any entity or in-
dividual through which the eligible entity
provides covered benefits) and enrollees with
prescription drug card plans of the eligible
entity under this part in accordance with
section 1852(f).

““(B) APPLICATION OF COVERAGE DETERMINA-
TION AND RECONSIDERATION PROVISIONS.—Each
eligible entity shall meet the requirements
of paragraphs (1) through (3) of section
1852(g) with respect to covered benefits under
the prescription drug card plan it offers
under this part in the same manner as such
requirements apply to a MedicareAdvantage
organization with respect to benefits it of-
fers under a MedicareAdvantage plan under
part C.

““(C) REQUEST FOR REVIEW OF TIERED FOR-
MULARY DETERMINATIONS.—INn the case of a
prescription drug card plan offered by an eli-
gible entity that provides for tiered cost-
sharing for drugs included within a for-
mulary and provides lower cost-sharing for
preferred drugs included within the for-
mulary, an individual who is enrolled in the
plan may request coverage of a nonpreferred
drug under the terms applicable for preferred
drugs if the prescribing physician determines
that the preferred drug for treatment of the
same condition is not as effective for the in-
dividual or has adverse effects for the indi-
vidual.

“‘(4) APPEALS.—

““(A) IN GENERAL.—Subject to subparagraph
(B), each eligible entity offering a prescrip-
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tion drug card plan shall meet the require-
ments of paragraphs (4) and (5) of section
1852(g) with respect to drugs not included on
any formulary in the same manner as such
requirements apply to a MedicareAdvantage
organization with respect to benefits it of-
fers under a MedicareAdvantage plan under
part C.

‘“(B) FORMULARY DETERMINATIONS.—AN in-
dividual who is enrolled in a prescription
drug card plan offered by an eligible entity
may appeal to obtain coverage under this
part for a covered drug that is not on a for-
mulary of the eligible entity if the pre-
scribing physician determines that the for-
mulary drug for treatment of the same con-
dition is not as effective for the individual or
has adverse effects for the individual.

“(5) CONFIDENTIALITY AND ACCURACY OF EN-
ROLLEE RECORDS.—Each eligible entity offer-
ing a prescription drug discount card plan
shall meet the requirements of the Health
Insurance Portability and Accountability
Act of 1996.

“(b) ELIGIBLE ENTITIES OFFERING A Dis-
COUNT CARD PROGRAM.—If an eligible entity
offers a discount card program under this
part, in addition to the requirements under
subsection (a), the entity shall meet the fol-
lowing requirements:

‘(1) ACCESS TO COVERED BENEFITS.—

““(A) ASSURING PHARMACY ACCESS.—

‘(i) IN GENERAL.—The eligible entity offer-
ing the prescription drug discount card plan
shall secure the participation in its network
of a sufficient number of pharmacies that
dispense (other than by mail order) drugs di-
rectly to patients to ensure convenient ac-
cess (as determined by the Secretary and in-
cluding adequate emergency access) for en-
rolled beneficiaries, in accordance with
standards established under section 1860E-
4(a)(3) that ensure such convenient access.

‘“(if) USE OF POINT-OF-SERVICE SYSTEM.—
Each eligible entity offering a prescription
drug discount card plan shall establish an
optional point-of-service method of oper-
ation under which—

“(1) the plan provides access to any or all
pharmacies that are not participating phar-
macies in its network; and

“(I1) discounts under the plan may not be
available.

The additional copayments so charged shall
not be counted as out-of-pocket expenses for
purposes of section 1860E-6(b).

““(B) USE OF STANDARDIZED TECHNOLOGY.—

“(i) IN GENERAL.—Each eligible entity of-
fering a prescription drug discount card plan
shall issue (and reissue, as appropriate) such
a card (or other technology) that may be
used by an enrolled beneficiary to assure ac-
cess to negotiated prices under section
1860E-6(a) for the purchase of prescription
drugs for which coverage is not otherwise
provided under the prescription drug dis-
count card plan.

“‘(ii) STANDARDS.—The Secretary shall pro-
vide for the development of national stand-
ards relating to a standardized format for
the card or other technology referred to in
clause (i). Such standards shall be compat-
ible with standards established under part C
of title XI.

““(C) REQUIREMENTS ON DEVELOPMENT AND
APPLICATION OF FORMULARIES.—If an eligible
entity that offers a prescription drug dis-
count card plan uses a formulary, the fol-
lowing requirements must be met:

‘(i) PHARMACY AND THERAPEUTIC (P&T) COM-
MITTEE.—The eligible entity must establish a
pharmacy and therapeutic committee that
develops and reviews the formulary. Such
committee shall include at least 1 physician
and at least 1 pharmacist both with expertise
in the care of elderly or disabled persons and
a majority of its members shall consist of in-
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dividuals who are a physician or a practicing
pharmacist (or both).

‘(i) FORMULARY DEVELOPMENT.—INn devel-
oping and reviewing the formulary, the com-
mittee shall base clinical decisions on the
strength of scientific evidence and standards
of practice, including assessing peer-re-
viewed medical literature, such as random-
ized clinical trials, pharmacoeconomic stud-
ies, outcomes research data, and such other
information as the committee determines to
be appropriate.

“(iif) INCLUSION OF DRUGS IN ALL THERA-
PEUTIC CATEGORIES.—The formulary must in-
clude drugs within each therapeutic category
and class of covered drugs (although not nec-
essarily for all drugs within such categories
and classes).

“(iv) PROVIDER EDUCATION.—The com-
mittee shall establish policies and proce-
dures to educate and inform health care pro-
viders concerning the formulary.

““(v) NOTICE BEFORE REMOVING DRUGS FROM
FORMULARY.—AnNy removal of a drug from a
formulary shall take effect only after appro-
priate notice is made available to bene-
ficiaries and physicians.

““(vi) GRIEVANCES AND APPEALS RELATING TO
APPLICATION OF FORMULARIES.—For provi-
sions relating to grievances and appeals of
coverage, see paragraphs (3) and (4) of sec-
tion 1860E-4(a).

““(2) COST AND UTILIZATION MANAGEMENT;
QUALITY ASSURANCE; MEDICATION THERAPY
MANAGEMENT PROGRAM.—

“(A) IN GENERAL.—Each eligible entity of-
fering a prescription drug discount card plan
shall have in place with respect to covered
drugs—

“(i) an effective cost and drug utilization
management program, including medically
appropriate incentives to use generic drugs
and therapeutic interchange, when appro-
priate;

‘(i) quality assurance measures and sys-
tems to reduce medical errors and adverse
drug interactions, including a medication
therapy management program described in
subparagraph (B); and

“(iif) a program to control fraud, abuse,
and waste.

Nothing in this section shall be construed as
impairing an eligible entity from applying
cost management tools (including differen-
tial payments) under all methods of oper-
ation.

““(B) MEDICATION THERAPY MANAGEMENT
PROGRAM.—

“(i) IN GENERAL.—A medication therapy
management program described in this para-
graph is a program of drug therapy manage-
ment and medication administration that is
designed to ensure, with respect to bene-
ficiaries with chronic diseases (such as dia-
betes, asthma, hypertension, and congestive
heart failure) or multiple prescriptions, that
covered drugs under the prescription drug
discount card plan are appropriately used to
achieve therapeutic goals and reduce the
risk of adverse events, including adverse
drug interactions.

“(ii) ELEMENTS.—Such program may
clude—

“(I) enhanced beneficiary understanding of
such appropriate use through beneficiary
education, counseling, and other appropriate
means;

“(11) increased beneficiary adherence with
prescription medication regimens through
medication refill reminders, special pack-
aging, and other appropriate means; and

“(111) detection of patterns of overuse and
underuse of prescription drugs.

“(iif) DEVELOPMENT OF PROGRAM IN CO-
OPERATION WITH LICENSED PHARMACISTS.—The
program shall be developed in cooperation
with licensed pharmacists and physicians.

in-
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““(iv) CONSIDERATIONS IN PHARMACY FEES.—
Each eligible entity offering a prescription
drug discount card plan shall take into ac-
count, in establishing fees for pharmacists
and others providing services under the
medication therapy management program,
the resources and time used in implementing
the program.

““(C) TREATMENT OF ACCREDITATION.—Sec-
tion 1852(e)(4) (relating to treatment of ac-
creditation) shall apply to prescription drug
discount card plans under this part with re-
spect to the following requirements, in the
same manner as they apply to
MedicareAdvantage plans under part C with
respect to the requirements described in a
clause of section 1852(e)(4)(B):

‘(i) Paragraph (1) (including quality assur-
ance), including any medication therapy
management program under paragraph (2).

““(it) Subsection (c)(1) (relating to access to
covered benefits).

“(iif) Subsection (g) (relating to confiden-
tiality and accuracy of enrollee records).

‘(D) PUBLIC DISCLOSURE OF PHARMA-
CEUTICAL PRICES FOR EQUIVALENT DRUGS.—
Each eligible entity offering a prescription
drug discount card plan shall provide that
each pharmacy or other dispenser that ar-
ranges for the dispensing of a covered drug
shall inform the beneficiary at the time of
purchase of the drug of any differential be-
tween the price of the prescribed drug to the
enrollee and the price of the lowest cost drug
covered under the plan that is therapeuti-
cally equivalent and bioequivalent.

““ANNUAL ENROLLMENT FEE

““SEC. 1860E-5. (2) AMOUNT.—

“(1) IN GENERAL.—Except as provided in
subsection (c), enrollment under the program
under this part is conditioned upon payment
of an annual enrollment fee of $25.

““(2) ANNUAL PERCENTAGE INCREASE.—

“(A) IN GENERAL.—IN the case of any cal-
endar year beginning after 2006, the dollar
amount in paragraph (1) shall be increased
by an amount equal to—

““(i) such dollar amount; multiplied by

““(ii) the inflation adjustment.

““(B) INFLATION ADJUSTMENT.—For purposes
of subparagraph (A)(ii), the inflation adjust-
ment for any calendar year is the percentage
(if any) by which—

“(i) the average per capita aggregate ex-
penditures for covered drugs in the United
States for medicare beneficiaries, as deter-
mined by the Secretary for the 12-month pe-
riod ending in July of the previous year; ex-
ceeds

“(ii) such aggregate expenditures for the
12-month period ending with July 2005.

“(C) ROUNDING.—If any increase deter-
mined under clause (ii) is not a multiple of
$1, such increase shall be rounded to the
nearest multiple of $1.

“(b) COLLECTION OF ANNUAL ENROLLMENT
FEE.—

““(1) IN GENERAL.—Unless the eligible bene-
ficiary makes an election under paragraph
(2), the annual enrollment fee described in
subsection (a) shall be collected and credited
to the Federal Supplementary Medical Insur-
ance Trust Fund in the same manner as the
monthly premium determined under section
1839 is collected and credited to such Trust
Fund under section 1840.

““(2) DIRECT PAYMENT.—AnN eligible bene-
ficiary may elect to pay the annual enroll-
ment fee directly or in any other manner ap-
proved by the Secretary. The Secretary shall
establish procedures for making such an
election.

““(c) WAIVER.—The Secretary shall waive
the enrollment fee described in subsection
(a) in the case of an eligible beneficiary
whose income is below 200 percent of the pov-
erty line.
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““BENEFITS UNDER THE PROGRAM

‘“SEC. 1860E-6. (a) ACCESS TO NEGOTIATED
PRICES.—

‘(1) NEGOTIATED PRICES.—

“(A) IN GENERAL.—Subject to subparagraph
(B), each prescription drug card plan offering
a discount card program by an eligible entity
with a contract under this part shall provide
each eligible beneficiary enrolled in such
plan with access to negotiated prices (includ-
ing applicable discounts) for such prescrip-
tion drugs as the eligible entity determines
appropriate. Such discounts may include dis-
counts for nonformulary drugs. If such a ben-
eficiary becomes eligible for the catastrophic
benefit under subsection (b), the negotiated
prices (including applicable discounts) shall
continue to be available to the beneficiary
for those prescription drugs for which pay-
ment may not be made under section 1860E-
8(b). For purposes of this subparagraph, the
term ‘prescription drugs’ is not limited to
covered drugs, but does not include any over-
the-counter drug that is not a covered drug.

““(B) LIMITATIONS.—

‘(i) FORMULARY RESTRICTIONS.—Insofar as
an eligible entity with a contract under this
part uses a formulary, the negotiated prices
(including applicable discounts) for nonfor-
mulary drugs may differ.

““(if) AVOIDANCE OF DUPLICATE COVERAGE.—
The negotiated prices (including applicable
discounts) for prescription drugs shall not be
available for any drug prescribed for an eligi-
ble beneficiary if payment for the drug is
available under part A or B (but such nego-
tiated prices shall be available if payment
under part A or B is not available because
the beneficiary has not met the deductible or
has exhausted benefits under part A or B).

‘“(2) DISCOUNT CARD.—The Secretary shall
develop a uniform standard card format to be
issued by each eligible entity offering a pre-
scription drug discount card plan that shall
be used by an enrolled beneficiary to ensure
the access of such beneficiary to negotiated
prices under paragraph (1).

‘“(3) ENSURING DISCOUNTS IN ALL AREAS.—
The Secretary shall develop procedures that
ensure that each eligible beneficiary that re-
sides in an area where no prescription drug
discount card plans are available is provided
with access to negotiated prices for prescrip-
tion drugs (including applicable discounts).

““(b) CATASTROPHIC BENEFIT.—

‘(1) TEN PERCENT COST-SHARING.—Subject
to any formulary used by the prescription
drug discount card program in which the eli-
gible beneficiary is enrolled, the -cata-
strophic benefit shall provide benefits with
cost-sharing that is equal to 10 percent of
the negotiated price (taking into account
any applicable discounts) of each drug dis-
pensed to such beneficiary after the bene-
ficiary has incurred costs (as described in
paragraph (3)) for covered drugs in a year
equal to the applicable annual out-of-pocket
limit specified in paragraph (2).

““(2) ANNUAL OUT-OF-POCKET LIMITS.—For
purposes of this part, the annual out-of-
pocket limits specified in this paragraph are
as follows:

““(A) BENEFICIARIES WITH ANNUAL INCOMES
BELOW 200 PERCENT OF THE POVERTY LINE.—INn
the case of an eligible beneficiary whose in-
come (as determined under section 1860E-9)
is below 200 percent of the poverty line, the
annual out-of-pocket limit is equal to $1,500.

‘“(B) BENEFICIARIES WITH ANNUAL INCOMES
BETWEEN 200 AND 400 PERCENT OF THE POVERTY
LINE.—In the case of an eligible beneficiary
whose income (as so determined) equals or
exceeds 200 percent, but does not exceed 400
percent, of the poverty line, the annual out-
of-pocket limit is equal to $3,500.

‘“(C) BENEFICIARIES WITH ANNUAL INCOMES
BETWEEN 400 AND 600 PERCENT OF THE POVERTY
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LINE.—In the case of an eligible beneficiary
whose income (as so determined) equals or
exceeds 400 percent, but does not exceed 600
percent, of the poverty line, the annual out-
of-pocket limit is equal to $5,500.

‘“(D) BENEFICIARIES WITH ANNUAL INCOMES
THAT EXCEED 600 PERCENT OF THE POVERTY
LINE.—In the case of an eligible beneficiary
whose income (as so determined) equals or
exceeds 600 percent of the poverty line, the
annual out-of-pocket limit is an amount
equal to 20 percent of that beneficiary’s in-
come for that year (rounded to the nearest
multiple of $1).

““(3) APPLICATION.—In applying paragraph
(2), incurred costs shall only include those
expenses for covered drugs that are incurred
by the eligible beneficiary using a card ap-
proved by the Secretary under this part that
are paid by that beneficiary and for which
the beneficiary is not reimbursed (through
insurance or otherwise) by another person.

““(4) ANNUAL PERCENTAGE INCREASE.—

“(A) IN GENERAL.—IN the case of any cal-
endar year after 2005, the dollar amounts in
subparagraphs (A), (B), and (C) of paragraph
(2) shall be increased by an amount equal
to—

““(i) such dollar amount; multiplied by

“(ii) the inflation adjustment determined
under section 1860E-5(a)(2)(B) for such cal-
endar year.

“(B) ROUNDING.—If any increase deter-
mined under subparagraph (A) is not a mul-
tiple of $1, such increase shall be rounded to
the nearest multiple of $1.

““(5) ELIGIBLE ENTITY NOT AT FINANCIAL RISK
FOR CATASTROPHIC BENEFIT.—

“(A) IN GENERAL.—The Secretary, and not
the eligible entity, shall be at financial risk
for the provision of the catastrophic benefit
under this subsection.

““(B) PROVISIONS RELATING TO PAYMENTS TO
ELIGIBLE ENTITIES.—For provisions relating
to payments to eligible entities for admin-
istering the catastrophic benefit under this
subsection, see section 1860E-8.

““(6) ENSURING CATASTROPHIC BENEFIT IN
ALL AREAS.—The Secretary shall develop pro-
cedures for the provision of the catastrophic
benefit under this subsection to each eligible
beneficiary that resides in an area where
there are no prescription drug discount card
plans offered that have been awarded a con-
tract under this part.

““REQUIREMENTS FOR ENTITIES TO PROVIDE

PRESCRIPTION DRUG COVERAGE

““SEC. 1860E-7. (a) ESTABLISHMENT OF BID-
DING PROCESS.—The Secretary shall establish
a process under which the Secretary accepts
bids from eligible entities and awards con-
tracts to the entities to provide the benefits
under this part to eligible beneficiaries in an
area.

““(b) SuBMISSION OF BiDs.—Each eligible en-
tity desiring to enter into a contract under
this part shall submit a bid to the Secretary
at such time, in such manner, and accom-
panied by such information as the Secretary
may require.

““(c) ADMINISTRATIVE FEE BID.—

““(1) SuBMIsSsION.—For the bid described in
subsection (b), each entity shall submit to
the Secretary information regarding admin-
istration of the discount card and cata-
strophic benefit under this part.

““(2) BID SUBMISSION REQUIREMENTS.—

““(A) ADMINISTRATIVE FEE BID SUBMISSION.—
In submitting bids, the entities shall include
separate costs for administering the discount
card component, if applicable, and the cata-
strophic benefit. The entity shall submit the
administrative fee bid in a form and manner
specified by the Secretary, and shall include
a statement of projected enrollment and a
separate statement of the projected adminis-
trative costs for at least the following func-
tions:
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“(i) Enrollment, including
bility determination.

““(ii) Claims processing.

“(iii) Quality assurance,
utilization review.

“(iv) Beneficiary and pharmacy customer
service.

““(v) Coordination of benefits.

““(vi) Fraud and abuse prevention.

““(B) NEGOTIATED ADMINISTRATIVE FEE BID
AMOUNTS.—The Secretary has the authority
to negotiate regarding the bid amounts sub-
mitted. The Secretary may reject a bid if the
Secretary determines it is not supported by
the administrative cost information pro-
vided in the bid as specified in subparagraph
(A).

““(C) PAYMENT TO PLANS BASED ON ADMINIS-
TRATIVE FEE BID AMOUNTS.—The Secretary
shall use the bid amounts to calculate a
benchmark amount consisting of the enroll-
ment-weighted average of all bids for each
function and each class of entity. The class
of entity is either a regional or national en-
tity, or such other classes as the Secretary
may determine to be appropriate. The func-
tions are the discount card and catastrophic
components. If an eligible entity’s combined
bid for both functions is above the combined
benchmark within the entity’s class for the
functions, the eligible entity shall collect
additional necessary revenue through 1 or
both of the following:

“(i) Additional fees charged to the bene-
ficiary, not to exceed $25 annually.

““(ii) Use of rebate amounts from drug man-
ufacturers to defray administrative costs.

“‘(d) AWARDING OF CONTRACTS.—

““(1) IN GENERAL.—The Secretary shall, con-
sistent with the requirements of this part
and the goal of containing medicare program
costs, award at least 2 contracts in each
area, unless only 1 bidding entity meets the
terms and conditions specified by the Sec-
retary under paragraph (2).

““(2) TERMS AND CONDITIONS.—The Sec-
retary shall not award a contract to an eligi-
ble entity under this section unless the Sec-
retary finds that the eligible entity is in
compliance with such terms and conditions
as the Secretary shall specify.

““(3) REQUIREMENTS FOR ELIGIBLE ENTITIES
PROVIDING DISCOUNT CARD PROGRAM.—Except
as provided in subsection (e), in determining
which of the eligible entities that submitted
bids that meet the terms and conditions
specified by the Secretary under paragraph
(2) to award a contract, the Secretary shall
consider whether the bid submitted by the
entity meets at least the following require-
ments:

“(A) LEVEL OF SAVINGS TO MEDICARE BENE-
FICIARIES.—The program passes on to medi-
care beneficiaries who enroll in the program
discounts on prescription drugs, including
discounts negotiated with manufacturers.

““(B) PROHIBITION ON APPLICATION ONLY TO
MAIL ORDER.—The program applies to drugs
that are available other than solely through
mail order and provides convenient access to
retail pharmacies.

““(C) LEVEL OF BENEFICIARY SERVICES.—The
program provides pharmaceutical support
services, such as education and services to
prevent adverse drug interactions.

‘(D) ADEQUACY OF INFORMATION.—The pro-
gram makes available to medicare bene-
ficiaries through the Internet and otherwise
information, including information on en-
rollment fees, prices charged to bene-
ficiaries, and services offered under the pro-
gram, that the Secretary identifies as being
necessary to provide for informed choice by
beneficiaries among endorsed programs.

“(E) EXTENT OF DEMONSTRATED EXPERI-
ENCE.—The entity operating the program has
demonstrated experience and expertise in op-
erating such a program or a similar program.

income eligi-

including drug
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“(F) EXTENT OF QUALITY ASSURANCE.—The
entity has in place adequate procedures for
assuring quality service under the program.

‘“(G) OPERATION OF ASSISTANCE PROGRAM.—
The entity meets such requirements relating
to solvency, compliance with financial re-
porting requirements, audit compliance, and
contractual guarantees as specified by the
Secretary.

““(H) PRIVACY COMPLIANCE.—The entity im-
plements policies and procedures to safe-
guard the use and disclosure of program
beneficiaries’ individually identifiable
health information in a manner consistent
with the Federal regulations (concerning the
privacy of individually identifiable health
information) promulgated under section
264(c) of the Health Insurance Portability
and Accountability Act of 1996.

“() ADDITIONAL BENEFICIARY PROTEC-
TIONS.—The program meets such additional
requirements as the Secretary identifies to
protect and promote the interest of medicare
beneficiaries, including requirements that
ensure that beneficiaries are not charged
more than the lower of the negotiated retail
price or the usual and customary price.

The prices negotiated by a prescription drug
discount card program endorsed under this
section shall (notwithstanding any other
provision of law) not be taken into account
for the purposes of establishing the best
price under section 1927(c)(1)(C).

‘“(4) BENEFICIARY ACCESS TO SAVINGS AND
REBATES.—The Secretary shall require eligi-
ble entities offering a discount card program
to pass on savings and rebates negotiated
with manufacturers to eligible beneficiaries
enrolled with the entity.

““(5) NEGOTIATED AGREEMENTS WITH EM-
PLOYER-SPONSORED PLANS.—Notwithstanding
any other provision of this part, the Sec-
retary may negotiate agreements with em-
ployer-sponsored plans under which eligible
beneficiaries are provided with a benefit for
prescription drug coverage that is more gen-
erous than the benefit that would otherwise
have been available under this part if such
an agreement results in cost savings to the
Federal Government.

‘“(e) REQUIREMENTS FOR OTHER ELIGIBLE
ENTITIES.—AnN eligible entity that is licensed
under State law to provide the health insur-
ance benefits under this section shall be re-
quired to meet the requirements of sub-
section (d)(3). If an eligible entity offers a
national plan, such entity shall not be re-
quired to meet the requirements of sub-
section (d)(3), but shall meet the require-
ments of Employee Retirement Income Secu-
rity Act of 1974 that apply with respect to
such plan.

‘““PAYMENTS TO ELIGIBLE ENTITIES FOR
ADMINISTERING THE CATASTROPHIC BENEFIT
‘“SEC. 1860E-8. (a) IN GENERAL.—The Sec-

retary may establish procedures for making
payments to an eligible entity under a con-
tract entered into under this part for—

‘(1) the costs of providing covered drugs to
beneficiaries eligible for the benefit under
this part in accordance with subsection (b)
minus the amount of any cost-sharing col-
lected by the eligible entity under section
1860E-6(b); and

““(2) costs incurred by the entity in admin-
istering the catastrophic benefit in accord-
ance with section 1860E-7.

““(b) PAYMENT FOR COVERED DRUGS.—

“(1) IN GENERAL.—Except as provided in
subsection (c) and subject to paragraph (2),
the Secretary may only pay an eligible enti-
ty for covered drugs furnished by the eligible
entity to an eligible beneficiary enrolled
with such entity under this part that is eligi-
ble for the catastrophic benefit under section
1860E-6(b).

“(2) LIMITATIONS.—
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““(A) FORMULARY RESTRICTIONS.—Insofar as
an eligible entity with a contract under this
part uses a formulary, the Secretary may
not make any payment for a covered drug
that is not included in such formulary, ex-
cept to the extent provided under section
1860E-4(a)(4)(B).

“(B) NEGOTIATED PRICES.—The Secretary
may not pay an amount for a covered drug
furnished to an eligible beneficiary that ex-
ceeds the negotiated price (including appli-
cable discounts) that the beneficiary would
have been responsible for under section
1860E-6(a) or the price negotiated for insur-
ance coverage under the MedicareAdvantage
program under part C, a medicare supple-
mental policy, employer-sponsored coverage,
or a State plan.

““(C) COST-SHARING LIMITATIONS.—AnN eligi-
ble entity may not charge an individual en-
rolled with such entity who is eligible for the
catastrophic benefit under this part any co-
payment, tiered copayment, coinsurance, or
other cost-sharing that exceeds 10 percent of
the cost of the drug that is dispensed to the
individual.

““(3) PAYMENT IN COMPETITIVE AREAS.—In a
geographic area in which 2 or more eligible
entities offer a plan under this part, the Sec-
retary may negotiate an agreement with the
entity to reimburse the entity for costs in-
curred in providing the benefit under this
part on a capitated basis.

““(c) SECONDARY PAYER PROVISIONS.—The
provisions of section 1862(b) shall apply to
the benefits provided under this part.

““DETERMINATION OF INCOME LEVELS

““SEC. 1860E-9. (a) DETERMINATION OF IN-
COME LEVELS.—

“(1) IN GENERAL.—The Secretary shall es-
tablish procedures under which each eligible
entity awarded a contract under this part de-
termines the income levels of eligible bene-
ficiaries enrolled in a prescription drug card
plan offered by that entity at least annually
for purposes of sections 1860E-5(c) and 1860E—
6(b).

““(2) PROCEDURES.—The procedures estab-
lished under paragraph (1) shall require each
eligible beneficiary to submit such informa-
tion as the eligible entity requires to make
the determination described in paragraph (1).

“‘(b) ENFORCEMENT OF INCOME DETERMINA-
TIONS.—The Secretary shall—

““(1) establish procedures that ensure that
eligible beneficiaries comply with sections
1860E-5(c) and 1860E-6(b); and

“(2) require, if the Secretary determines
that payments were made under this part to
which an eligible beneficiary was not enti-
tled, the repayment of any excess payments
with interest and a penalty.

““(c) QUALITY CONTROL SYSTEM.—

““(1) ESTABLISHMENT.—The Secretary shall
establish a quality control system to mon-
itor income determinations made by eligible
entities under this section and to produce
appropriate and comprehensive measures of
error rates.

““(2) PERIODIC AUDITS.—The Inspector Gen-
eral of the Department of Health and Human
Services shall conduct periodic audits to en-
sure that the system established under para-
graph (1) is functioning appropriately.

““APPROPRIATIONS

““SEC. 1860E-10. There are authorized to be
appropriated from time to time, out of any
moneys in the Treasury not otherwise appro-
priated, to the Federal Supplementary Med-
ical Insurance Trust Fund established under
section 1841, an amount equal to the amount
by which the benefits and administrative
costs of providing the benefits under this
part exceed the enrollment fees collected
under section 1860E-5.
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‘“MEDICARE COMPETITION AND PRESCRIPTION
DRUG ADVISORY BOARD

““SEC. 1860E-11. (@) ESTABLISHMENT OF
BoARD.—There is established a Medicare Pre-
scription Drug Advisory Board (in this sec-
tion referred to as the ‘Board’).

“‘(b) ADVICE ON POLICIES; REPORTS.—

‘(1) ADVICE ON PoOLICIES.—The Board shall
advise the Secretary on policies relating to
the Voluntary Medicare Prescription Drug
Discount and Security Program under this
part.

““(2) REPORTS.—

“(A) IN GENERAL.—With respect to matters
of the administration of the program under
this part, the Board shall submit to Congress
and to the Secretary such reports as the
Board determines appropriate. Each such re-
port may contain such recommendations as
the Board determines appropriate for legisla-
tive or administrative changes to improve
the administration of the program under this
part. Each such report shall be published in
the Federal Register.

“(B) MAINTAINING INDEPENDENCE ~ OF
BOARD.—The Board shall directly submit to
Congress reports required under subpara-
graph (A). No officer or agency of the United
States may require the Board to submit to
any officer or agency of the United States
for approval, comments, or review, prior to
the submission to Congress of such reports.

‘() STRUCTURE AND MEMBERSHIP OF THE
BOARD.—

““(1) MEMBERSHIP.—The Board shall be com-
posed of 7 members who shall be appointed as
follows:

““(A) PRESIDENTIAL APPOINTMENTS.—

“(i) IN GENERAL.—Three members shall be
appointed by the President, by and with the
advice and consent of the Senate.

“(if) LIMITATION.—Not more than 2 such
members may be from the same political
party.

“(B) SENATORIAL  APPOINTMENTS.—Two
members (each member from a different po-
litical party) shall be appointed by the Presi-
dent pro tempore of the Senate with the ad-
vice of the Chairman and the Ranking Mi-
nority Member of the Committee on Finance
of the Senate.

““(C) CONGRESSIONAL APPOINTMENTS.—TwO
members (each member from a different po-
litical party) shall be appointed by the
Speaker of the House of Representatives,
with the advice of the Chairman and the
Ranking Minority Member of the Committee
on Ways and Means of the House of Rep-
resentatives.

“(2) QUALIFICATIONS.—The members shall
be chosen on the basis of their integrity, im-
partiality, and good judgment, and shall be
individuals who are, by reason of their edu-
cation, experience, and attainments, excep-
tionally qualified to perform the duties of
members of the Board.

“(3) CompoOsSITION.—Of the members ap-
pointed under paragraph (1)—

“(A) at least 1 shall represent the pharma-
ceutical industry;

““(B) at least 1 shall represent physicians;

“(C) at least 1 shall represent medicare
beneficiaries;

‘(D) at least 1 shall represent practicing
pharmacists; and

“(E) at least 1 shall represent eligible enti-
ties.

““(d) TERMS OF APPOINTMENT.—

““(1) IN GENERAL.—Subject to paragraph (2),
each member of the Board shall serve for a
term of 6 years.

““(2) CONTINUANCE IN OFFICE AND STAGGERED
TERMS.—

““(A) CONTINUANCE IN OFFICE.—A member
appointed to a term of office after the com-
mencement of such term may serve under
such appointment only for the remainder of
such term.
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‘“(B) STAGGERED TERMS.—The terms of
service of the members initially appointed
under this section shall begin on January 1,
2006, and expire as follows:

‘(i) PRESIDENTIAL  APPOINTMENTS.—The
terms of service of the members initially ap-
pointed by the President shall expire as des-
ignated by the President at the time of nom-
ination, 1 each at the end of—

“(1) 2 years;
“(I1) 4 years; and
“(111) 6 years.

(i) SENATORIAL  APPOINTMENTS.—The
terms of service of members initially ap-
pointed by the President pro tempore of the
Senate shall expire as designated by the
President pro tempore of the Senate at the
time of nomination, 1 each at the end of—

“(1) 3 years; and

““(I1) 6 years.

““(iii) CONGRESSIONAL APPOINTMENTS.—The
terms of service of members initially ap-
pointed by the Speaker of the House of Rep-
resentatives shall expire as designated by
the Speaker of the House of Representatives
at the time of nomination, 1 each at the end
of—

“(1) 4 years; and

“(I1) 5 years.

“(C) REAPPOINTMENTS.—ANy person ap-
pointed as a member of the Board may not
serve for more than 8 years.

‘(D) VACANCIES.—ANny member appointed
to fill a vacancy occurring before the expira-
tion of the term for which the member’s
predecessor was appointed shall be appointed
only for the remainder of that term. A mem-
ber may serve after the expiration of that
member’s term until a successor has taken
office. A vacancy in the Board shall be filled
in the manner in which the original appoint-
ment was made.

‘‘(e) CHAIRPERSON.—A member of the Board
shall be designated by the President to serve
as Chairperson for a term of 4 years or, if the
remainder of such member’s term is less
than 4 years, for such remainder.

““(f) EXPENSES AND PER DIEM.—Members of
the Board shall serve without compensation,
except that, while serving on business of the
Board away from their homes or regular
places of business, members may be allowed
travel expenses, including per diem in lieu of
subsistence, as authorized by section 5703 of
title 5, United States Code, for persons in the
Government employed intermittently.

““(g9) MEETINGS.—

““(1) IN GENERAL.—The Board shall meet at
the call of the Chairperson (in consultation
with the other members of the Board) not
less than 4 times each year to consider a spe-
cific agenda of issues, as determined by the
Chairperson in consultation with the other
members of the Board.

““(2) QUORUM.—Four members of the Board
(not more than 3 of whom may be of the
same political party) shall constitute a
quorum for purposes of conducting business.

““(h) FEDERAL ADVISORY COMMITTEE ACT.—
The Board shall be exempt from the provi-
sions of the Federal Advisory Committee Act
(5 U.S.C. App.).

‘(i) PERSONNEL.—

‘(1) STAFF DIRECTOR.—The Board shall,
without regard to the provisions of title 5,
United States Code, relating to the competi-
tive service, appoint a Staff Director who
shall be paid at a rate equivalent to a rate
established for the Senior Executive Service
under section 5382 of title 5, United States
Code.

““(2) STAFF.—

“(A) IN GENERAL.—The Board may employ,
without regard to chapter 31 of title 5,
United States Code, such officers and em-
ployees as are necessary to administer the
activities to be carried out by the Board.
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“(B) FLEXIBILITY WITH RESPECT TO CIVIL
SERVICE LAWS.—

“(i) IN GENERAL.—The staff of the Board
shall be appointed without regard to the pro-
visions of title 5, United States Code, gov-
erning appointments in the competitive
service, and, subject to clause (ii), shall be
paid without regard to the provisions of
chapters 51 and 53 of such title (relating to
classification and schedule pay rates).

“(ii) MAXIMUM RATE.—In no case may the
rate of compensation determined under
clause (i) exceed the rate of basic pay pay-
able for level IV of the Executive Schedule
under section 5315 of title 5, United States
Code.

“(J) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated, out
of the Federal Supplemental Medical Insur-
ance Trust Fund established under section
1841, and the general fund of the Treasury,
such sums as are necessary to carry out the
purposes of this section.”.

(b) CONFORMING REFERENCES TO PREVIOUS
PART E.—

(1) IN GENERAL.—AnNYy reference in law (in
effect before the date of enactment of this
Act) to part E of title XVIII of the Social Se-
curity Act is deemed a reference to part F of
such title (as in effect after such date).

(2) SECRETARIAL SUBMISSION OF LEGISLATIVE
PROPOSAL.—Not later than 6 months after
the date of enactment of this section, the
Secretary of Health and Human Services
shall submit to the appropriate committees
of Congress a legislative proposal providing
for such technical and conforming amend-
ments in the law as are required by the pro-
visions of this section.

(c) EFFECTIVE DATE.—

(1) IN GENERAL.—The amendment made by
subsection (a) shall take effect on the date of
enactment of this Act.

(2) IMPLEMENTATION.—Notwithstanding any
provision of part E of title XVIII of the So-
cial Security Act (as added by subsection
(a)), the Secretary of Health and Human
Services shall implement the Voluntary
Medicare Prescription Drug Discount and Se-
curity Program established under such part
in a manner such that—

(A) benefits under such part for eligible
beneficiaries (as defined in section 1860E of
such Act, as added by such subsection) with
annual incomes below 200 percent of the pov-
erty line (as defined in such section) are
available to such beneficiaries not later than
the date that is 6 months after the date of
enactment of this Act; and

(B) benefits under such part for other eligi-
ble beneficiaries are available to such bene-
ficiaries not later than the date that is 1
year after the date of enactment of this Act.
SEC. 102. ADMINISTRATION OF VOLUNTARY

MEDICARE PRESCRIPTION DRUG
DISCOUNT AND SECURITY PRO-
GRAM.

(a) ESTABLISHMENT OF CENTER FOR MEDI-
CARE PRESCRIPTION DRUGS.—There is estab-
lished, within the Centers for Medicare &
Medicaid Services of the Department of
Health and Human Services, a Center for
Medicare Prescription Drugs. Such Center
shall be separate from the Center for Bene-
ficiary Choices, the Center for Medicare
Management, and the Center for Medicaid
and State Operations.

(b) DuTiES.—It shall be the duty of the
Center for Medicare Prescription Drugs to
administer the Voluntary Medicare Prescrip-
tion Drug Discount and Security Program
established under part E of title XVIII of the
Social Security Act (as added by section 101).

(c) DIRECTOR.—

(1) APPOINTMENT.—There shall be in the
Center for Medicare Prescription Drugs a Di-
rector of Medicare Prescription Drugs, who
shall be appointed by the President, by and
with the advice and consent of the Senate.



June 24, 2003

(2) REsPONSIBILITIES.—The Director shall
be responsible for the exercise of all powers
and the discharge of all duties of the Center
for Medicare Prescription Drugs and shall
have authority and control over all per-
sonnel and activities thereof.

(d) PERSONNEL.—The Director of the Center
for Medicare Prescription Drugs may appoint
and terminate such personnel as may be nec-
essary to enable the Center for Medicare Pre-
scription Drugs to perform its duties.

SEC. 103. EXCLUSION OF PART E COSTS FROM
DETERMINATION OF PART B
MONTHLY PREMIUM.

Section 1839(g) of the Social Security Act
(42 U.S.C. 1395r(g)) is amended—

(1) by striking “‘attributable to the appli-
cation of section” and inserting ‘‘attrib-
utable to—

““(1) the application of section’’;

(2) by striking the period and inserting “‘;
and’’; and

(3) by adding at the end the following new
paragraph:

“(2) the Voluntary Medicare Prescription
Drug Discount and Security Program under
part E.”.

SEC. 104. MEDIGAP REVISIONS.

Section 1882 of the Social Security Act (42
U.S.C. 1395ss) is amended by adding at the
end the following new subsection:

““(v) MODERNIZATION OF MEDICARE SUPPLE-
MENTAL POLICIES.—

““(1) PROMULGATION OF MODEL REGULA-
TION.—

““(A) NAIC MODEL REGULATION.—If, within 9
months after the date of enactment of the
Prescription Drug and Medicare Improve-
ment Act of 2003, the National Association of
Insurance Commissioners (in this subsection
referred to as the ‘NAIC’) changes the 1991
NAIC Model Regulation (described in sub-
section (p)) to revise the benefit package
classified as ‘J’ under the standards estab-
lished by subsection (p)(2) (including the
benefit package classified as ‘J’ with a high
deductible feature, as described in subsection
(p)(11)) so that—

“(i) the coverage for prescription drugs
available under such benefit package is re-
placed with coverage for prescription drugs
that complements but does not duplicate the
benefits for prescription drugs that bene-
ficiaries are otherwise entitled to under this
title;

“(ii) a uniform format is used in the policy
with respect to such revised benefits; and

“(iii) such revised standards meet any ad-
ditional requirements imposed by the Pre-
scription Drug and Medicare Improvement
Act of 2003;

subsection (g)(2)(A) shall be applied in each
State, effective for policies issued to policy
holders on and after January 1, 2006, as if the
reference to the Model Regulation adopted
on June 6, 1979, were a reference to the 1991
NAIC Model Regulation as changed under
this subparagraph (such changed regulation
referred to in this section as the ‘2006 NAIC
Model Regulation’).

‘“(B) REGULATION BY THE SECRETARY.—If
the NAIC does not make the changes in the
1991 NAIC Model Regulation within the 9-
month period specified in subparagraph (A),
the Secretary shall promulgate, not later
than 9 months after the end of such period,
a regulation and subsection (g)(2)(A) shall be
applied in each State, effective for policies
issued to policy holders on and after January
1, 2006, as if the reference to the Model Regu-
lation adopted on June 6, 1979, were a ref-
erence to the 1991 NAIC Model Regulation as
changed by the Secretary under this sub-
paragraph (such changed regulation referred
to in this section as the ‘2006 Federal Regula-
tion’).

““(C) CONSULTATION WITH WORKING GROUP.—
In promulgating standards under this para-

CONGRESSIONAL RECORD — SENATE

graph, the NAIC or Secretary shall consult
with a working group similar to the working
group described in subsection (p)(1)(D).

““(D) MODIFICATION OF STANDARDS IF MEDI-
CARE BENEFITS CHANGE.—If benefits under
part E of this title are changed and the Sec-
retary determines, in consultation with the
NAIC, that changes in the 2006 NAIC Model
Regulation or 2006 Federal Regulation are
needed to reflect such changes, the preceding
provisions of this paragraph shall apply to
the modification of standards previously es-
tablished in the same manner as they applied
to the original establishment of such stand-
ards.

““(2) CONSTRUCTION OF BENEFITS IN OTHER
MEDICARE SUPPLEMENTAL POLICIES.—Nothing
in the benefit packages classified as ‘A’
through ‘I’ under the standards established
by subsection (p)(2) (including the benefit
package classified as ‘F’ with a high deduct-
ible feature, as described in subsection
(p)(11)) shall be construed as providing cov-
erage for benefits for which payment may be
made under part E.

““(3) APPLICATION OF PROVISIONS AND CON-
FORMING REFERENCES.—

““(A) APPLICATION OF PROVISIONS.—The pro-
visions of paragraphs (4) through (10) of sub-
section (p) shall apply under this section, ex-
cept that—

‘(i) any reference to the model regulation
applicable under that subsection shall be
deemed to be a reference to the applicable
2006 NAIC Model Regulation or 2006 Federal
Regulation; and

“(if) any reference to a date under such
paragraphs of subsection (p) shall be deemed
to be a reference to the appropriate date
under this subsection.

‘“(B) OTHER REFERENCES.—AnNYy reference to
a provision of subsection (p) or a date appli-
cable under such subsection shall also be
considered to be a reference to the appro-
priate provision or date under this sub-
section.””.

SA 1013. Mr. BOND (for himself and
Mr. ROBERTS) submitted an amendment
intended to be proposed by him to the
bill S. 1, to amend title XVIII of the
Social Security Act to make improve-
ments in the medicare program, to pro-
vide prescription drug coverage under
the medicare program, and for other
purposes; which was ordered to lie on
the table; as follows:

At the appropriate place, insert the fol-

lowing:
SEC. . COMMITTEE ON DRUG COMPOUNDING.
(a) ESTABLISHMENT.—The Secretary of

Health and Human Services shall establish
an Committee on Drug Compounding (re-
ferred to in this section as the ‘““Committee’’)
within the Food and Drug Administration on
drug compounding to ensure that patients
are receiving necessary, safe and accurate
dosages of compounded drugs.

(b) MEMBERSHIP.—The membership of the
Advisory Committee shall be appointed by
the Secretary of Health and Human Services
and shall include representatives of—

(1) the National Association of Boards of
Pharmacy;

(2) pharmacy groups;

(3) physician groups;

(4) consumer and patient advocate groups;

(5) the United States Pharmacopoeia; and

(6) other individuals determined appro-
priate by the Secretary.

() REPORT AND RECOMMENDATIONS.—Not
later than 1 year after the date of enactment
of this Act, the Committee shall submit to
the Secretary a report concerning the rec-
ommendations of the Committee to improve
and protect patient safety.

S8457

(d) TERMINATION.—The Committee shall
terminate on the date that is 1 year after the
date of enactment of this Act.

SA 1014. Mr. BOND submitted an
amendment intended to be proposed by
him to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

On page 483, line 7, strike ‘““and’ and insert
“, pharmacy services, and”’.

SA 1015. Mr. DODD submitted an
amendment intended to be proposed by
him to the bill S. 1, to amend title
XVIIlI of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the end of title VI, insert the following:
SEC. __ . STUDY ON MAKING PRESCRIPTION

PHARMACEUTICAL  INFORMATION
ACCESSIBLE FOR BLIND AND VIS-
UALLY-IMPAIRED INDIVIDUALS.

(a) STUDY.—

(1) IN GENERAL.—The Secretary of Health
and Human Services shall undertake a study
of how to make prescription pharmaceutical
information, including drug labels and usage
instructions, accessible to blind and vis-
ually-impaired individuals.

(2) STUDY TO INCLUDE EXISTING AND EMERG-
ING TECHNOLOGIES.—The study under para-
graph (1) shall include a review of existing
and emerging technologies, including assist-
ive technology, that makes essential infor-
mation on the content and prescribed use of
pharmaceutical medicines available in a usa-
ble format for blind and visually-impaired
individuals.

(b) REPORT.—

(1) IN GENERAL.—Not later than 18 months
after the date of the enactment of this Act,
the Secretary of Health and Human Services
shall submit a report to Congress on the
study required under subsection (a).

(2) CONTENTS OF REPORT.—The report re-
quired under subsection (a) shall include rec-
ommendations for the implementation of us-
able formats for making prescription phar-
maceutical information available to blind
and visually-impaired individuals and an es-
timate of the costs associated with the im-
plementation of each format.

SA 1016. Mrs. CLINTON submitted an
amendment intended to be proposed by
her to the bill S. 1, to amend title
XVIIlI of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

On page 654, after line 18 and before the
amendment to the title, insert the following:
SEC.  .INFORMATION TECHNOLOGY.

(a) IMPROVING CLINICAL PRACTICES.—

(1) TELEMEDICINE.—

(A) LICENSING.—Section 1834(m)(4)(C)(i) (42
U.S.C. 1395m(m)(4)(C)(i)) is amended—

(i) in subclause (l1), by striking ‘“‘or’” at the
end;

(if) in subclause (111), by striking the pe-
riod and inserting “‘; or’’; and

(iii) by adding at the end the following:

“(IV) in a State in which the respective
State medical board has adopted a formal
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policy regarding licensing or certification re-
quirements for providers at distant sites who
do not have a license to practice medicine at
the originating site.””.

(B) EXPANDING ELIGIBILITY FOR REIMBURSE-
MENT.—Section 1834(m)(4)(C)(i)(1) (42 U.S.C.
1395m(m)(4)(C)(i)(1)) is amended by striking
“rural”.

(2) NIH TRIALS TO STUDY IMPACT OF TECH-
NOLOGY ON COST AND QUALITY OF HEALTH
CARE.—

(A) FINDINGS.—Congress makes the fol-
lowing findings:

(i) An estimated 80,000 to 100,000 patients
die every year from errors suffered during
hospitalization.

(ii) Many of these errors could have been
avoided with changes to the system of health
care delivery.

(iii) These systemwide changes have the
potential to decrease the cost of providing
health care and to increase the quality of
services provided.

(iv) These improvements in cost and qual-
ity can be as dramatic as improvements seen
with new technology or pharmaceutical ad-
vances.

(v) Currently new medical devices and
medications undergo rigorous randomized
controlled clinical trials to document their
effect on a patient’s health.

(vi) These clinical trials form the basis for
providers to practice evidence-based medi-
cine and to change their practices to im-
prove their patients’ outcomes.

(vii) Similar controlled clinical studies of
systems-based approaches to changing prac-
tice, if available, can help providers imple-
ment systems-based measures to improve
outcomes.

(B) RESEARCH ON SYSTEMS-BASED AP-
PROACHES TO CHANGING CLINICAL PRACTICE.—
Part B of title IV of the Public Health Serv-
ice Act (42 U.S.C. 284 et seq.) is amended by
adding at the end the following:

“SEC. 409J. RESEARCH ON SYSTEMS-BASED AP-
PROACHES TO CHANGING CLINICAL
PRACTICE.

““(a) ESTABLISHMENT.—The Secretary shall
establish within the Office of the Director of
NIH a Medical Systems Safety Initiative (re-
ferred to in this section as the ‘Initiative’) to
conduct and support research regarding sys-
tems-based approaches to improving and ad-
vancing medical care. The Initiative shall be
headed by the Director of NIH (referred to in
this section as the ‘Director’).

“(b) PURPOSE.—The purpose of the Initia-
tive is to enable the Director of NIH—

““(1) to conduct and support basic and ap-
plied research (including both intramural
and extramural research), research training,
the dissemination of health information, and
other programs with respect to systems re-
search, user-centered design, and human fac-
tors engineering within the National Insti-
tutes of Health to realize the expanding op-
portunities for improving health outcomes
through the analysis and redesign of medical
systems;

“(2) to enhance collaborative efforts
among the Institutes to conduct and support
multidisciplinary research in the areas that
the Director determines to be most prom-
ising; and

““(3) to encourage and support clinical stud-
ies to provide scientifically and statistically
rigorous and meaningful information about
the utility and effectiveness of various sys-
tems-based interventions.

““(c) APPROPRIATE SCIENTIFIC EXPERTISE
AND COORDINATION WITH INSTITUTES AND FED-
ERAL AGENCIES.—The Director of NIH, after
consultation with the Division of Research
Grants, shall ensure that scientists with ap-
propriate expertise in research on health sys-
tems, user-centered design, and human fac-
tors engineering are incorporated into the
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review, oversight, and management proc-
esses of all research projects and other ac-
tivities funded by the Initiative. In carrying
out this subsection, the Director, as nec-
essary, may establish review groups with ap-
propriate scientific expertise. The Director
shall coordinate efforts with other Institutes
and Federal agencies to ensure appropriate
scientific input and management.

“(d) ENSURING HIGH QUALITY, RIGOROUS
SCIENTIFIC REVIEW.—In order to ensure high
quality, rigorous scientific review with re-
spect to the Initiative, the Director of NIH
shall conduct or support the following activi-
ties:

(1) Outcomes research and investigations.

(2) Epidemiological studies on the inci-
dence and prevalence of various systems,
practices, and processes within the health
care system and their effect on health out-
comes, both beneficial and harmful.

(3) Health services research.

(4) Basic science research.

(5) Clinical trials.

(6) Other appropriate research and inves-
tigational activities.”’.

(b) IMPROVING AND PROMOTING ELECTRONIC
MEDICAL RECORDS.—

(1) AUTHENTICATION STANDARDS.—The Di-
rector of the National Center for Vital and
Health Statistics shall provide assistance to
the Secretary of Health and Human Services
in the development of authentication stand-
ards for health records. In developing such
standards, the Secretary shall take into con-
sideration the following:

(A) Recommendations for authentication
technology and identification information
standards that—

(i) provide for the reliable identification
and retrieval of a patient’s electronic med-
ical data;

(ii) allow the patient to have detailed con-
trol over the access of individual compo-
nents of his or her electronic medical record
by being able to specify specific providers,
each of whom will have access to limited
portions of the electronic medical record;

(iii) minimize security risks, including the
potential for—

(1) the patient to misrepresent his or her
true identity;

(I1) a health care provider to access data
for which the patient has not consented to
grant such access;

(111) a third party to access identification
information; or

(V) a third party to circumvent or exploit
the authentication process in order to access
electronic medical data without the consent
of the patient;

(iv) allow for the timely and convenient
creation of identification information at the
time of contact between a patient and a pro-
vider, so as to minimize any disruption or
delay in the provision of needed medical
services to a patient who does not already
have identification information; and

(v) maximize the probability of accurate
identification, secure authentication, and
rapid access to medical data even in situa-
tions where the patient—

(1) does not possess the identification in-
formation that is usually required for suc-
cessful authentication, but wishes to grant
consent to the provider to access necessary
medical data;

(I1) possesses the identification informa-
tion but is not able to provide consent for
the emergency access of medical data due to
incapacitation; and

(I11) is not able to provide identification
information nor consent for emergency data
access due to incapacitation.

(2) PERSONAL HEALTH RECORD.—

(A) FEDERAL HEALTH INFORMATION EX-
CHANGE STANDARDS INITIATIVE.—The Sec-
retary of Health and Human Services, the
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Secretary of Defense, and the Secretary of
Veterans’ Affairs, in carrying out activities
under the Federal e-Goverment Health Infor-
mation Exchange Standards Initiative, shall
jointly recommend standards for the imple-
mentation of personal health records that—

(i) includes the capability for patients to
append to their electronic record informa-
tion about—

(1) illnesses for which the patient did not
seek professional medical care; and

(I1) health information not related to a
specific disease, episode, or illness; and

(ii) provides convenient access to the indi-
vidual’s full electronic medical record.

(B) MEDICAL TRANSLATION RESEARCH.—

(i) IN GENERAL.—The Director of the Na-
tional Science Foundation shall award
grants to public and nonprofit private enti-
ties for the conduct of basic research on in-
novative approaches to improve patients’ un-
derstanding and comprehension of their elec-
tronic medical record. Research areas may
include technology for the automated—

(1) translation of medical information to
language more easily understandable by the
patient;

(1) reorganization of the electronic med-
ical record into a structure more useful to
the patient; and

(1) integration of links to relevant infor-
mation from other sources into the elec-
tronic medical record.

(ii) MERIT REVIEW; COMPETITION.—Grants
shall be awarded under this subparagraph on
a merit-reviewed competitive basis.

(iii) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated to
the National Science Foundation to carry
out this subparagraph—

(1) $5,000,000 for fiscal year 2004;

(11) $10,000,000 for fiscal year 2005; and

(111) $15,000,000 for fiscal year 2006 and each
fiscal year thereafter.

(3) DEFINITIONS.—In this subsection:

(A) IDENTIFICATION INFORMATION.—The
term “‘identification information” with re-
spect to the medical records of a patient,
means the data necessary to identify the pa-
tient.

(B) AUTHENTICATION.—The term ‘‘authen-
tication” means the process of using the
identification information to validate the
patient’s identification and gain access to
his or her electronic medical data.

(c) IMPROVING INFORMATION TECHNOLOGY
INFRASTRUCTURE IN  THE BAsIC  LIFE
ScIENCES.—Not later than 18 months after
the date of enactment of this Act, the Direc-
tor of the National Institute of General Med-
ical Sciences shall submit to Congress a re-
port on the activities of the Biomedical In-
formation Science and Technology Initia-
tive. Such report shall include—

(1) a description of current activities of the
Biomedical Information Science and Tech-
nology Initiative Consortium;

(2) a summary of recently completed and
ongoing grant programs; and

(3) recommendations for the further ad-
vancement of the Biomedical Information
Science and Technology Initiative and
bioinformatics and computational biology
research in general.

(d) IMPROVING EDUCATION AND TRAINING.—
Subpart 3 of part D of title IV of the Public
Health Service Act (42 U.S.C. 286¢c et seq.) is
amended by adding at the end the following:
“SEC. 478B. CERTIFICATION OF INFORMATION

WEBSITES.

“(a) IN GENERAL.—The National Informa-
tion Center on Health Services Research and
Health Care Technology (in this section re-
ferred to as the ‘Center’) shall develop a vol-
untary certification program for health in-
formation websites on the Internet. As part
of such program, websites shall be deemed to
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be certified if they meet criteria that in-
cludes the following:

““(1) The website provides references to
peer-reviewed rigorous scientific research for
any conclusions or recommendations that it
advocates.

“(2) The website is easy to navigate and
comprehend by a general audience that does
not have any specific medical training.

““(3) The website accommodates, to the
maximum extent practicable, cultural, lan-
guage, and literacy variation among its tar-
get audience.

“(b) LIMITATION.—INn determining whether
a website meets criteria for certification
under the program under subsection (a), the
Center may not consider—

““(1) the specific nature of the conclusions
or recommendations of the website them-
selves, so long as they meet criteria for evi-
dence as specified in subsection (a)(1); and

““(2) the person or organization responsible
for the website.

““(c) PERIOD RECERTIFICATION.—In estab-
lishing the program under subsection (a), the
Center shall develop a policy for the periodic
expiration and renewal of certifications so as
to ensure that websites are reviewed on a
periodic basis for compliance with the cri-
teria of certification.

““(d) SEAL.—The Center shall develop a seal
or marker that can be used by a website that
is certified under the program under sub-
section (a) to indicate to its audience that
the website has obtained the Center’s certifi-
cation.

‘‘(e) FEE.—The Center may assess an appli-
cation fee for websites in order to cover the
costs of evaluating the website.”.

SA 1017. Mr. ALLARD (for himself,
Mr. FITZGERALD, and Ms. COLLINS) sub-
mitted an amendment intended to be
proposed by him to the bill S. 1, to
amend title XVIII of the Social Secu-
rity Act to make improvements in the
medicare program, to provide prescrip-
tion drug coverage under the medicare
program, and for other purposes; which
was ordered to lie on the table; as fol-
lows:

At the end of title VI, insert the following:

SEC. . TEMPORARY SUSPENSION OF OASIS
REQUIREMENT FOR COLLECTION OF
DATA ON NON-MEDICARE AND NON-
MEDICAID PATIENTS.
(a) IN GENERAL.—During the period de-

scribed in subsection (b), the Secretary may
not require, under section 4602(e) of the Bal-
anced Budget Act of 1997 or otherwise under
OASIS, a home health agency to gather or
submit information that relates to an indi-
vidual who is not eligible for benefits under
either title XVIII or title XIX of the Social
Security Act (such information in this sec-
tion referred to as ‘‘non-medicare/medicaid
OASIS information™’).

(b) PERIOD OF SUSPENSION.—The period de-
scribed in this subsection—

(1) begins on the date of the enactment of
this Act; and

(2) ends on the last day of the 2nd month
beginning after the date as of which the Sec-
retary has published final regulations re-
garding the collection and use by the Centers
for Medicare & Medicaid Services of non-
medicare/medicaid OASIS information fol-
lowing the submission of the report required
under subsection (c)

(c) REPORT.—

(1) STuDY.—The Secretary shall conduct a
study on how non-medicare/medicaid OASIS
information is and can be used by large home
health agencies. Such study shall examine—

(A) whether there are unique benefits from
the analysis of such information that cannot
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be derived from other information available
to, or collected by, such agencies; and

(B) the value of collecting such informa-
tion by small home health agencies com-
pared to the administrative burden related
to such collection.

In conducting the study the Secretary shall
obtain recommendations from quality as-
sessment experts in the use of such informa-
tion and the necessity of small, as well as
large, home health agencies collecting such
information.

(2) REPORT.—The Secretary shall submit to
Congress a report on the study conducted
under paragraph (1) by not later than 18
months after the date of the enactment of
this Act.

(d) CoNsTRUCTION.—Nothing in this section
shall be construed as preventing home health
agencies from collecting non-medicare/med-
icaid OASIS information for their own use.

SA 1018. Mr. LIEBERMAN (for him-
self and Ms. COLLINS) submitted an
amendment intended to be proposed by
him to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the end of title VI, insert the following:
SEC. . COLON CANCER SCREENING.

(a) SENSE OF CONGRESS.—It is the sense of
Congress that—

(1) colorectal cancer screening tests (as de-
fined in section 1861(pp) of the Social Secu-
rity Act (42 U.S.C. 1395x(pp)) covered under
the medicare program have been severely un-
derutilized, with the Comptroller General of
the United States reporting in 2000 that
since coverage of such tests was imple-
mented, the percentage of beneficiaries
under the medicare program receiving either
a screening or a diagnostic colonoscopy has
increased by only 1 percent;

(2) the Centers for Medicare & Medicaid
Services should encourage health care pro-
viders to use more effective screening and di-
agnostic health care technologies in the area
of colorectal cancer screening;

(3) in recent years, the Centers for Medi-
care & Medicaid Services has subjected
colorectal cancer screening tests to some of
the largest reimbursement reductions under
the medicare program;

(4) unlike other preventive screening tests
covered under the medicare program, health
care providers must consult with bene-
ficiaries prior to furnishing a screening
colonoscopy in order to—

(A) ascertain the medical and family his-
tory of the beneficiary; and

(B) inform the beneficiary of preparatory
steps that must be taken prior to the proce-
dure; and

(5) reimbursement under the medicare pro-
gram is not currently available for the con-
sultations described in paragraph (4) despite
the fact that reimbursement is provided
under such program for similar consulta-
tions prior to a diagnostic colonoscopy.

(b) INCREASE IN REIMBURSEMENT FOR
COLORECTAL CANCER SCREENING AND DIAG-
NOSTIC TESTS.—

(1) IN GENERAL.—Section 1834(d) (42 U.S.C.
1395m(d)) is amended by adding at the end
the following new paragraph:

‘“(4) ENHANCED PAYMENT FOR COLORECTAL
CANCER SCREENING AND DIAGNOSTIC TESTS.—

“(A) FAcILITY RATES.—Notwithstanding
paragraphs (2)(A) and (3)(A), the Secretary
shall establish national minimum payment
amounts for CPT codes 45378, 45380, 45385 and
HCPCS codes GO105 and GO121 for items and
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services furnished during the last 6 months
of 2003 and in subsequent years which reflect
a 30 percent increase above the relative value
units in effect as the facility rates for such
codes on June 30, 2003, with such revised pay-
ment level to apply to items and services
performed in a facility setting.

““(B) ANNUAL ADJUSTMENTS.—In the case of
items and services furnished on or after Jan-
uary 1, 2004, the payment rates described in
subparagraph (A) shall, subject to the min-
imum payment amounts established in such
subparagraph, be adjusted annually as pro-
vided in section 1848.”".

(2) EFFECT ON PART A PAYMENTS.—The Sec-
retary shall not consider the national min-
imum payment described in section
1834(d)(4)(A) (42 U.S.C. 1395m(d)(4)(A)), as
added by paragraph (1), when determining
the hospital outpatient prospective payment
system payment amounts under the relevant
APC codes for colorectal cancer screening
and diagnostic tests.

(3) EFFECTIVE DATE.—The amendment
made by this subsection shall apply to items
and services furnished on or after July 1,
2003.

(c) MEDICARE COVERAGE OF OFFICE VISIT OR
CONSULTATION PRIOR TO A SCREENING
COLONOSCOPY OR IN CONJUNCTION WITH A
BENEFICIARY’S DECISION TO OBTAIN SUCH A
SCREENING.—

(1) CovERAGE.—Section 1861(s)(2) (42 U.S.C.
1395%(s)(2)) is amended—

(A) in subparagraph (U), by striking ‘“‘and”’
at the end;

(B) in subparagraph (V), by
““and’’ at the end; and

(C) by adding at the end the following new
subparagraph:

“(W) an outpatient office visit or consulta-
tion for the purpose of beneficiary education,
assuring selection of the proper screening
test, and securing information relating to
the procedure and sedation of the bene-
ficiary, prior to a colorectal cancer screen-
ing test consisting of a screening
colonoscopy or in conjunction with the bene-
ficiary’s decision to obtain such a screening,
regardless of whether such screening is medi-
cally indicated with respect to the bene-
ficiary;”.

(2) PAYMENT.—

(A) IN GENERAL.—Section 1833(a)(1) (42
U.S.C. 1395l(a)(1)) is amended—

(i) by striking ‘“‘and’’ before “*(U)”’; and

(ii) by inserting before the semicolon at
the end the following: **, and (V) with respect
to an outpatient office visit or consultation
under section 1861(s)(2)(W), the amounts paid
shall be 80 percent of the lesser of the actual
charge or the amount established under sec-
tion 1848, except that no payment shall be
made for such a visit or consultation if no
payment would be made for a colorectal can-
cer screening test consisting of a screening
colonoscopy for the individual furnished on
the date of such visit or consultation be-
cause of the frequency limits described in
section 1834(d)(3)(E)”".

(B) PAYMENT UNDER PHYSICIAN FEE SCHED-
ULE.—Section 1848(j)(3) (42 U.S.C. 1395w-
4@()(3)) is amended by inserting ‘“(2)(W),”
after ““(2)(S),”".

(C) REQUIREMENT FOR ESTABLISHMENT OF
PAYMENT AMOUNT UNDER PHYSICIAN FEE
SCHEDULE.—Section 1834(d) (42 U.S.C.
1395m(d)), as amended by subsection (b), is
amended by adding at the end the following
new paragraph:

““(5) PAYMENT FOR OUTPATIENT OFFICE VISIT
OR CONSULTATION PRIOR TO SCREENING
COLONOScoPY.—With respect to an outpatient
office visit or consultation under section
1861(s)(2)(W), payment under section 1848
shall be consistent with the payment
amounts for CPT codes 99203 and 99243.”".

inserting
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(D) FREQUENCY LIMITATION.—Section
1862(a)(1) (42 U.S.C. 1395y(a)(1)) is amended—

(i) in subparagraph (H), by striking “and”’
at the end;

(ii) in subparagraph (1), by striking the
semicolon at the end and inserting *‘, and”’;
and

(iii) by inserting after subparagraph (1) the
following new subparagraph:

“(J) in the case of an outpatient office
visit or consultation under section
1861(s)(2)(W), which is performed more fre-
quently that is covered under section
1833(a)(1)(V);™.

(3) EFFECTIVE DATE.—The amendments
made by this subsection shall apply to items
and services provided on or after July 1, 2003.

(d) WAIVER OF DEDUCTIBLE FOR COLORECTAL
CANCER SCREENING TESTS.—

(1) IN GENERAL.—The first sentence of sec-
tion 1833(b) (42 U.S.C. 1395I(b)) is amended—

(A) by striking ““and’’ before *“(6)’’; and

(B) by inserting before the period at the
end the following: *, and (7) such deductible
shall not apply with respect to colorectal
cancer screening tests (as described in sec-
tion 1861(pp)(1))”.

(2) CONFORMING AMENDMENTS.—Paragraphs
(2)(C)(ii) and (3)(C)(ii) of section 1834(d) (42
U.S.C. 1395m(d)) are each amended—

(A) by striking ““DEDUCTIBLE AND’’ in the
heading; and

(B) in subclause (1), by striking ‘“‘deduct-
ible or’” each place it appears.

(3) EFFECTIVE DATE.—The amendment
made by this subsection shall apply to items
and services furnished on or after July 1,
2003.

SA 1019. Mr. CONRAD (for himself,
Mrs. MURRAY, Mr. SMITH, Mrs. LIN-
COLN, and Mr. JEFFORDS) proposed an
amendment to the bill S. 1, to amend
title XVIII of the Social Security Act
to make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes;

At the end of subtitle B of title IV, insert
the following:

SEC. . MEDICARE COVERAGE OF
JECTED BIOLOGICALS.

(a) COVERAGE.—

(1) IN GENERAL.—Section
U.S.C. 1395%(s)(2)) is amended—

(A) in subparagraph (U), by striking “‘and”’
at the end;

(B) in subparagraph (V), by
““and’’ at the end; and

(C) by adding at the end the following new
subparagraph:

“(W)(i) a self-injected biological (which is
approved by the Food and Drug Administra-
tion) that is prescribed as a complete re-
placement for a drug or biological (including
the same biological for which payment is
made under this title when it is furnished in-
cident to a physicians’ service) that would
otherwise be described in subparagraph (A)
or (B) and that is furnished during 2004 or
2005; and

“(ii) a self-injected drug that is used to
treat multiple sclerosis;”.

(2) CONFORMING AMENDMENT.—Subpara-
graphs (A) and (B) of section 1861(s)(2) of the
Social Security Act (42 U.S.C. 1395x(s)(2)) are
each amended by inserting *‘, except for any
drug or biological described in subparagraph
(W),”” after “which”.

(b) EFFECTIVE DATE.—The amendments
made by subsection (a) shall apply to drugs
and biologicals furnished on or after January
1, 2004 and before January 1, 2006.

At the end of title VI, add the following:

SELF-IN-
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SEC. . MEDICARE SECONDARY PAYOR (MSP)
PROVISIONS.

(a) TECHNICAL AMENDMENT CONCERNING
SECRETARY’S AUTHORITY TO MAKE CONDI-
TIONAL PAYMENT WHEN CERTAIN PRIMARY
PLANS DO NOT PAY PROMPTLY.—

(1) IN GENERAL.—Section 1862(b)(2) (42
U.S.C. 1395y(b)(2)) is amended—

(A) in subparagraph (A)(ii), by striking
“promptly (as determined in accordance
with regulations)’’; and

(B) in subparagraph (B)—

(i) by redesignating clauses (i) through (iii)
as clauses (ii) through (iv), respectively; and

(ii) by inserting before clause (ii), as so re-
designated, the following new clause:

‘(i) AUTHORITY TO MAKE CONDITIONAL PAY-
MENT.—The Secretary may make payment
under this title with respect to an item or
service if a primary plan described in sub-
paragraph (A)(ii) has not made or cannot
reasonably be expected to make payment
with respect to such item or service prompt-
ly (as determined in accordance with regula-
tions). Any such payment by the Secretary
shall be conditioned on reimbursement to
the appropriate Trust Fund in accordance
with the succeeding provisions of this sub-
section.”.

(2) EFFECTIVE DATE.—The amendments
made by paragraph (1) shall be effective as if
included in the enactment of title 111 of the
Medicare and Medicaid Budget Reconcili-
ation Amendments of 1984 (Public Law 98-
369).

(t))) CLARIFYING AMENDMENTS TO CONDI-

TIONAL PAYMENT PROVISIONS.—Section
1862(b)(2) (42 U.S.C. 1395y(b)(2)) is further
amended—

(1) in subparagraph (A), in the matter fol-
lowing clause (ii), by inserting the following
sentence at the end: ““An entity that engages
in a business, trade, or profession shall be
deemed to have a self-insured plan if it car-
ries its own risk (whether by a failure to ob-
tain insurance, or otherwise) in whole or in
part.”;

(2) in subparagraph (B)(ii), as redesignated
by subsection (a)(2)(B)—

(A) by striking the first sentence and in-
serting the following: ““A primary plan, and
an entity that receives payment from a pri-
mary plan, shall reimburse the appropriate
Trust Fund for any payment made by the
Secretary under this title with respect to an
item or service if it is demonstrated that
such primary plan has or had a responsi-
bility to make payment with respect to such
item or service. A primary plan’s responsi-
bility for such payment may be dem-
onstrated by a judgment, a payment condi-
tioned upon the recipient’s compromise,
waiver, or release (whether or not there is a
determination or admission of liability) of
payment for items or services included in a
claim against the primary plan or the pri-
mary plan’s insured, or by other means.”;
and

(B) in the final sentence, by striking ‘“‘on
the date such notice or other information is
received”’ and inserting ‘‘on the date notice
of, or information related to, a primary
plan’s responsibility for such payment or
other information is received’’; and

(3) in subparagraph (B)(iii), as redesignated
by subsection (a)(2)(B), by striking the first
sentence and inserting the following: “In
order to recover payment made under this
title for an item or service, the United
States may bring an action against any or
all entities that are or were required or re-
sponsible (directly, as an insurer or self-in-
surer, as a third-party administrator, as an
employer that sponsors or contributes to a
group health plan, or large group health
plan, or otherwise) to make payment with
respect to the same item or service (or any
portion thereof) under a primary plan. The
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United States may, in accordance with para-
graph (3)(A) collect double damages against
any such entity. In addition, the United
States may recover under this clause from
any entity that has received payment from a
primary plan or from the proceeds of a pri-
mary plan’s payment to any entity.”.

(c) CLERICAL AMENDMENTS.—Section 1862(b)
(42 U.S.C. 1395y(b)) is amended—

(1) in paragraph (1)(A), by moving the in-
dentation of clauses (ii) through (v) 2 ems to
the left; and

(2) in paragraph (3)(A), by striking ‘“‘such”
before *“‘paragraphs’.

SA 1020. Mr. CONRAD proposed an
amendment to the bill S. 1, to amend
title XVIII of the Social Security Act
to make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; as follows:

Strike section 401 and insert the following:
SEC. 401. EQUALIZING URBAN AND RURAL

STANDARDIZED PAYMENT AMOUNTS
UNDER THE MEDICARE INPATIENT
HOSPITAL PROSPECTIVE PAYMENT
SYSTEM.

(a) IN GENERAL.—Section 1886(d)(3)(A)(iv)
(42 U.S.C. 1395ww(d)(3)(A)(iv)) is amended—

(1) by striking ““(iv) For discharges” and
inserting ““(iv)(l) Subject to subclause (I1),
for discharges’; and

(2) by adding at the end the following new
subclause:

“(I1) For discharges occurring in a fiscal
year beginning with fiscal year 2004, the Sec-
retary shall compute a standardized amount
for hospitals located in any area within the
United States and within each region equal
to the standardized amount computed for the
previous fiscal year under this subparagraph
for hospitals located in a large urban area
(or, beginning with fiscal year 2005, for hos-
pitals located in any area) increased by the
applicable percentage increase under sub-
section (b)(3)(B)(i) for the fiscal year in-
volved.”.

(b) CONFORMING AMENDMENTS.—

(1) COMPUTING DRG-SPECIFIC RATES.—Sec-
tion 1886(d)(3)(D) (42 U.S.C. 1395ww(d)(3)(D))
is amended—

(A) in the heading, by striking ‘““IN DIF-
FERENT AREAS”;

(B) in the matter preceding clause (i), by
striking *‘, each of”’;

(C) in clause (i)—

(i) in the matter preceding subclause (I), by
inserting ‘‘for fiscal years before fiscal year
2004, before ‘“for hospitals’’; and

(if) in subclause (1), by striking ‘“‘and”
after the semicolon at the end;

(D) in clause (ii))—

(i) in the matter preceding subclause (1), by
inserting ‘‘for fiscal years before fiscal year
2004, before ‘“for hospitals’’; and

(it) in subclause (1), by striking the period
at the end and inserting “‘; and’’; and

(E) by adding at the end the following new
clause:

““(iii) for a fiscal year beginning after fiscal
year 2003, for hospitals located in all areas,
to the product of—

“(1) the applicable standardized amount
(computed under subparagraph (A)), reduced
under subparagraph (B), and adjusted or re-
duced under subparagraph (C) for the fiscal
year; and

“(I1) the weighting factor (determined
under paragraph (4)(B)) for that diagnosis-re-
lated group.”.

(2) TECHNICAL CONFORMING SUNSET.—Sec-
tion 1886(d)(3) (42 U.S.C. 1395ww(d)(3)) is
amended—

(A) in the matter preceding subparagraph
(A), by inserting “‘, for fiscal years before fis-
cal year 1997,”” before ‘“‘a regional adjusted
DRG prospective payment rate’’; and
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(B) in subparagraph (D), in the matter pre-
ceding clause (i), by inserting ‘‘, for fiscal
years before fiscal year 1997,”” before ‘“‘a re-
gional DRG prospective payment rate for
each region,”’.

At the end of title VI, add the following:
SEC. . MEDICARE SECONDARY PAYOR (MSP)

PROVISIONS.

(a) TECHNICAL AMENDMENT CONCERNING
SECRETARY’S AUTHORITY TO MAKE CONDI-
TIONAL PAYMENT WHEN CERTAIN PRIMARY
PLANS DO NOT PAY PROMPTLY.—

(1) IN GENERAL.—Section 1862(b)(2)
U.S.C. 1395y(b)(2)) is amended—

(A) in subparagraph (A)(ii), by striking
“promptly (as determined in accordance
with regulations)’’; and

(B) in subparagraph (B)—

(i) by redesignating clauses (i) through (iii)
as clauses (ii) through (iv), respectively; and

(ii) by inserting before clause (ii), as so re-
designated, the following new clause:

‘(i) AUTHORITY TO MAKE CONDITIONAL PAY-
MENT.—The Secretary may make payment
under this title with respect to an item or
service if a primary plan described in sub-
paragraph (A)(ii) has not made or cannot
reasonably be expected to make payment
with respect to such item or service prompt-
ly (as determined in accordance with regula-
tions). Any such payment by the Secretary
shall be conditioned on reimbursement to
the appropriate Trust Fund in accordance
with the succeeding provisions of this sub-
section.”.

(2) EFFECTIVE DATE.—The amendments
made by paragraph (1) shall be effective as if
included in the enactment of title 11l of the
Medicare and Medicaid Budget Reconcili-
ation Amendments of 1984 (Public Law 98-
369).

(b) CLARIFYING AMENDMENTS TO CONDI-
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TIONAL PAYMENT PROVISIONS.—Section
1862(b)(2) (42 U.S.C. 1395y(b)(2)) is further
amended—

(1) in subparagraph (A), in the matter fol-
lowing clause (ii), by inserting the following
sentence at the end: ““An entity that engages
in a business, trade, or profession shall be
deemed to have a self-insured plan if it car-
ries its own risk (whether by a failure to ob-
tain insurance, or otherwise) in whole or in
part.”;

(2) in subparagraph (B)(ii), as redesignated
by subsection (a)(2)(B)—

(A) by striking the first sentence and in-
serting the following: “A primary plan, and
an entity that receives payment from a pri-
mary plan, shall reimburse the appropriate
Trust Fund for any payment made by the
Secretary under this title with respect to an
item or service if it is demonstrated that
such primary plan has or had a responsi-
bility to make payment with respect to such
item or service. A primary plan’s responsi-
bility for such payment may be dem-
onstrated by a judgment, a payment condi-
tioned upon the recipient’s compromise,
waiver, or release (whether or not there is a
determination or admission of liability) of
payment for items or services included in a
claim against the primary plan or the pri-
mary plan’s insured, or by other means.”;
and

(B) in the final sentence, by striking ‘“on
the date such notice or other information is
received” and inserting ‘‘on the date notice
of, or information related to, a primary
plan’s responsibility for such payment or
other information is received’’; and

(3) in subparagraph (B)(iii), as redesignated
by subsection (a)(2)(B), by striking the first
sentence and inserting the following: “‘In
order to recover payment made under this
title for an item or service, the United
States may bring an action against any or
all entities that are or were required or re-
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sponsible (directly, as an insurer or self-in-
surer, as a third-party administrator, as an
employer that sponsors or contributes to a
group health plan, or large group health
plan, or otherwise) to make payment with
respect to the same item or service (or any
portion thereof) under a primary plan. The
United States may, in accordance with para-
graph (3)(A) collect double damages against
any such entity. In addition, the United
States may recover under this clause from
any entity that has received payment from a
primary plan or from the proceeds of a pri-
mary plan’s payment to any entity.””.

(c) CLERICAL AMENDMENTS.—Section 1862(b)
(42 U.S.C. 1395y(b)) is amended—

(1) in paragraph (1)(A), by moving the in-
dentation of clauses (ii) through (v) 2 ems to
the left; and

(2) in paragraph (3)(A), by striking ‘‘such”
before ‘““paragraphs’.

SA 1021. Mr. CONRAD1 proposed an
amendment to the bill S. 1, to amend
title XVIII of the Social Security Act
to make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; as follows:

At the end of subtitle A of title IV, add the
following:
SEC. .

GEOGRAPHIC RECLASSIFICATION OF
CERTAIN HOSPITALS FOR PURPOSES
OF REIMBURSEMENT UNDER THE
MEDICARE PROGRAM.

(@ IN GENERAL.—Notwithstanding any
other provision of law, effective for dis-
charges occurring during fiscal year 2004 and
each subsequent fiscal year, for purposes of
making payments under section 1886(d) of
the Social Security Act (42 U.S.C. 1395ww(d)),
hospitals located in the Bismarck, North Da-
kota Metropolitan Statistical Area are
deemed to be located in the Fargo-Moorhead
North Dakota-Minnesota Metropolitan Sta-
tistical Area.

(b) TREATMENT AS DECISION OF MEDICARE
GEOGRAPHIC CLASSIFICATION REVIEW BOARD.—

(1) IN GENERAL.—Except as provided in
paragraph (2), for purposes of section 1886(d)
of the Social Security Act (42 U.S.C
1395ww(d)), any reclassification under sub-
section (a) shall be treated as a decision of
the Medicare Geographic Classification Re-
view Board under paragraph (10) of that sec-
tion.

(2) NONAPPLICATION OF 3-YEAR APPLICATION
PROVISION.—Section 1886(d)(10)(D)(v) of the
Social Security Act (42 U.S.C.
1395ww(d)(10)(D)(Vv)), as it relates to a reclas-
sification being effective for 3 fiscal years,
shall not apply with respect to reclassifica-
tions made under this section.

(c) PROCESS FOR APPLICATIONS TO ENSURE
THAT PROVISIONS APPLY BEGINNING OCTOBER
1, 2003.—The Secretary shall establish a proc-
ess for the Medicare Geographic Classifica-
tion Review Board to accept, and make de-
terminations with respect to, applications
that are filed by applicable hospitals within
90 days of the date of enactment of this sec-
tion to reclassify based on the provisions of
this section in order to ensure that such pro-
visions shall apply to payments under such
section 1886(d) for discharges occurring on or
after October 1, 2003.

(d) ADJUSTMENTS TO ENSURE BUDGET NEU-
TRALITY.—If 1 or more applicable hospital’s
applications are approved pursuant to the
process under subsection (c), the Secretary
shall make a proportional adjustment in the
standardized amounts determined under
paragraph (3) of such section 1886(d) for pay-
ments for discharges occurring in fiscal year
2004 to ensure that approval of such applica-
tions does not result in aggregate payments
under such section 1886(d) that are greater or
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less than those that would otherwise be
made if this section had not been enacted.

SA 1022. Mr. BROWNBACK submitted
an amendment intended to be proposed
by him to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

SEC. . This Act may be cited as the
“‘Quality Cancer Care Preservation
Act”.

SEC. . MEDICARE PAYMENT FOR DRUGS AND

BIOLOGICALS.

(@) IN GENERAL.—Section 1842(0)(1) of the
Social Security Act (42 U.S.C. 1395u(0)(1)) is
amended by striking ‘95 percent of the aver-
age wholesale price’” and inserting ‘‘the pay-
ment amount specified in section 1834(n)(2)"’.

(b) DETERMINATION OF PAYMENT AMOUNT.—
Section 1834 of such Act (42 U.S.C. 1395m) is
amended by adding at the end the following
new subsection:

“(n) PAYMENT
BIOLOGICALS—

““(1) REPORTS BY MANUFACTURERS—

“(A) IN GENERAL.—Every drug manufac-
turer shall report to the Secretary, in the
manner prescribed in this paragraph, its av-
erage sales price (as defined in subparagraph
(B)) in the United States during each cal-
endar quarter for drugs and biologicals cov-
ered under this part.

‘“(B) DEFINITIONS.—For purposes of this
subsection—

“(i) the term ‘““manufacturer’” means, with
respect to a drug or biological, the entity
identified by the Labeler Code portion of the
National Drug Code of such drug or biologi-
cal; and

“(ii) the term “‘average sales price’”” means
the weighted average of all final sales prices
to all purchasers, excluding sales specified in
subparagraph (C). In determining such aver-
age sales prices, such prices shall be net of
volume discounts, chargebacks, short-dated
product discounts, free goods contingent on
purchases, rebates (other than those made or
authorized under section 1927), and all other
price concessions that result in a reduction
of the ultimate cost to the purchaser.

““(C) CONSIDERATION IN CALCULATION OF AV-
ERAGE SALES PRICES.—The calculation of av-
erage sales price under this subsection shall
not include-

‘(i) prices that are excluded from the cal-
culation of ‘“best price’” under section
1927(c)(1)(C);

““(ii) prices offered to entities that are con-
sidered under subparagraph (B)(i) to be the
manufacturers of the drugs or biologicals in-
volved;

“(iii) prices offered by a manufacturer to a
hospital, nursing facility, hospice, or health
maintenance organization;

““(iv) prices to governmental entities; and

“(v) nominal prices offered to bona fide
charitable organizations.

‘(D) QUARTERLY REPORTS.—Each manufac-
turer shall submit the report required by
subparagraph (A) to the Secretary by elec-
tronic means no later than 30 days after the
end of a calendar quarter with respect to
sales that occurred during such quarter. The
Secretary shall prescribe the format and
other requirements for the report.

“(E) Enforcement.—

“(i) FAILURE TO TIMELY REPORT.—The Sec-
retary may impose a civil monetary penalty
in an amount not to exceed $100,000 on a
manufacturer that fails to provide the infor-
mation required under this paragraph on a
timely basis and in the manner required.

FOR DRUGS AND
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““(ii) FALSE INFORMATION.—For each item of
false information, the Secretary may impose
a civil money penalty in an amount not to
exceed $100,000 on a manufacturer that know-
ingly provides false information under this
paragraph.

““(ili) MANNER OF IMPOSITION OF CIVIL MONE-
TARY PENALTIES.—The provisions in section
1128A (other than subsections (a) and (b))
shall apply to a civil monetary penalty
under this subparagraph in the same manner
as such provisions apply to a penalty or pro-
ceeding under section 1128A(a).

““(F) CONFIDENTIALITY OF INFORMATION.—
Notwithstanding any other provision of law,
information disclosed by manufacturers
under this paragraph is confidential and
shall not be disclosed by the Secretary in
any form other than as specifically author-
ized by this subsection.

““(2) CALCULATION OF PAYMENT AMOUNT—

“(A) IN GENERAL.—EXxcept as otherwise pro-
vided in this paragraph, the payment
amount for a drug or biological furnished
during a calendar quarter shall be 120 per-
cent of the average sales price of the drug or
biological for the second preceding calendar
quarter as determined under paragraph (1).

““(B) METHODOLOGY.—In determining pay-
ment amounts under subparagraph (A), the
Secretary may, in the Secretary’s discretion,
use either the average sales price for each
drug or biological by specific drug or biologi-
cal, or a cumulative average sales price
based on sales data for all versions of a mul-
tiple-source drug that the Secretary, acting
through the Food and Drug Administration,
has determined are therapeutically equiva-
lent (as evidenced by “A’ ratings in the pub-
lication Approved Drug Products with
Therapeutic Equivalence Evaluations).

““(C) INCREASE TO REFLECT ADDITIONAL.
COSTS ATTRIBUTABLE TO STATE AND LOCAL
TAXES.—In the case of a drug or biological
that was subject to a State or local sales tax
or gross receipts tax when administered or
dispensed, the payment amount determined
under subparagraph (A) shall be increased by
the amount of such tax paid with respect to
such drug or biological.

‘(D) SUBSTITUTION OF HIGHER PAYMENT
AMOUNT.—If a physician’s, supplier’s, or any
other person’s claim for payment for services
under this Act documents that the price paid
for a drug or biological was greater than the
payment amount determined under subpara-
graph (A), the actual amount paid shall be
substituted for the payment amount deter-
mined under subparagraph (A), unless the
Secretary determines that the actual
amount paid was unreasonable under the cir-
cumstances.

““(E) INCREASE FOR BAD DEBT AND CERTAIN
OTHER CosTS.—Upon the submission of sup-
porting information, the Secretary shall
make an additional payment to a physician
or supplier to cover—

““(i) uncollectible deductibles and coinsur-
ance due from Medicare beneficiaries with
respect to drugs and biologicals furnished to
such beneficiaries; and

‘(i) costs incurred in procuring and billing
for drugs and biologicals furnished to Medi-
care beneficiaries.”.

SEC. . MEDICARE PAYMENT FOR DRUG ADMIN-
ISTRATION SERVICES.

(a) GENERAL.—The Secretary of Health and
Human Services (hereafter in this Act re-
ferred to as ‘“the Secretary’’) shall revise the
practice expense relative value units for
drug administration services for years begin-
ning with the year 2005 in accordance with
this section. For purposes of this section,
“‘drug administration services’” includes
chemotherapy administration services,
therapeutic and diagnostic infusions and in-
jections, and such other services as the Sec-
retary specifies.
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(b) DIRECT COSTS EQUAL TO 100 PERCENT OF
CPEP ESTIMATES.— Using the information,
including estimates of clinical staff time, de-
veloped in the clinical practice expert panel
process, including refinements by American
Medical Association committees, the Sec-
retary shall estimate the costs of the nurs-
ing and other clinical staff, supplies, and
procedure-specific equipment (exceeding a
cost specified by the Secretary) used in fur-
nishing each type of drug administration
service. The Secretary shall utilize without
revision the minutes of clinical staff time
determined in such process. The Secretary
shall convert the information from such
process to estimated costs by applying the
most current available data on staff salary,
supply, and equipment costs, and such costs
shall be updated to 2005 based on estimated
changes in prices since the date of such data.

(c) ToTAL PRACTICE EXPENSES.—The Sec-
retary shall estimate the total practice ex-
penses of each drug administration service
by assuming that the direct costs for the
service determined under subsection (b) are
33.2 percent of such total practice expenses.

(d) CONVERSION TO RELATIVE VALUE
UNITS.—The Secretary shall convert the
total practice expenses determined under
subsection (c) to practice expense relative
value units for each drug administration
service by dividing such expenses by the con-
version factor that will be in effect for the
physician fee schedule for 2005. The relative
value units as so determined shall be used in
determining the fee schedule amounts paid
for drug administration services under sec-
tion 1848 of the Social Security Act (42
U.S.C. 1395w-4).

(e) UPDATES.—For years after 2005, the rel-
ative values determined under subsection (d)
shall continue in effect except that the Sec-
retary shall revise them as necessary to
maintain their accuracy, provided that such
revisions are consistent with the method-
ology set forth in this section.

(f) MULTIPLE PUSHES.—In establishing the
payment amounts under this section, the
Secretary shall establish the payment
amount for intravenous chemotherapy ad-
ministration by push technique based of the
administration of a single drug. The Sec-
retary shall make the same payment for
each additional drug administered by push
technique during the same encounter, except
to the extent that the Secretary finds that
the cost of administering additional drugs is
less than the cost of administering the first
drug.
SEC. . PAYMENTS FOR CHEMOTHERAPY SUP-

PORT SERVICES.

(a) GENERAL.—Beginning in the year 2005,
the Secretary shall recognize and make pay-
ments under section 1848 of the Social Secu-
rity Act (42 U.S.C. 1395w-4) for chemotherapy
support services furnished incident to physi-
cians’ services. For the purposes of this sec-
tion, ‘‘chemotherapy support services’” are
services furnished by the staff of physicians
to patients undergoing treatment for cancer
that were not included in the computation of
clinical staff costs under section 3(b). Such
services include social worker services, nu-
trition counseling, psychosocial services,
and similar services.

(b) DIRECT CosTs.—The Secretary shall es-
timate the cost of the salary and benefits of
staff furnishing chemotherapy support serv-
ices as they are provided in oncology prac-
tices that furnish these services to cancer
patients in a manner that is considered to be
high quality care. The estimate shall be
based on the weekly cost of such services per
patient receiving chemotherapy.

(c) ToTAL CosTs.—The Secretary shall esti-
mate the total practice expenses of chemo-
therapy support services by assuming that
the direct costs for the service determined
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under subsection (b) are 33.2 percent of such
total practice expenses.

(d) CONVERSION TO RELATIVE VALUE
UNITS.—The Secretary shall convert the
total practice expenses determined under
subsection (c) to practice expense relative
value units for chemotherapy support serv-
ices by dividing such expenses by the conver-
sion factor that will be in effect for the phy-
sician fee schedule for 2005. The relative
value units as so determined shall be used in
determining the fee schedule amounts paid
for chemotherapy support services under
such section 1848.

(e) UPDATES.—For the years after 2005, the
relative values determined under subsection
(d) shall continue in effect except that the
Secretary shall revise them as necessary to
maintain their accuracy, provided that such
revisions are consistent with the method-
ology set forth in this section.

SEC. . CANCER THERAPY MANAGEMENT SERV-
ICES.

The Secretary shall recognize and estab-
lish a payment amount for the service of
cancer therapy management to account for
the greater pre-service and post-service work
associated with visits and consultations con-
ducted by physicians treating cancer pa-
tients compared to typical visits and con-
sultations. The payment amount may vary
by the level and type of the related visit or
consultation.

SEC. . OTHER SERVICES WITHOUT PHYSICIAN
WORK RELATIVE VALUE UNITS.

The Secretary shall develop a revised
methodology for determining the payment
amounts for services that are paid under the
fee schedule established by section 1848 of
the Social Security Act (42 U.S.C. 1395w-4)
and that do not have physician work relative
value units, including radiation oncology
services. Such methodology shall result in
payment amounts that fully cover the costs
of furnishing such services. Until such time
as the methodology for such services is re-
vised and implemented, all such services
shall be protected from further payment cuts
due to factors such as shifts in utilization or
removal of any one specialty’s services that
are paid under the fee schedule established
by such section 1848 and that do not have
physician work relative value units.

SEC. .PHYSICIAN SUPERVISION OF SERVICES.

Section 1834 of the Social Security Act (42
U.S.C. 1395m), as amended by section 2, is
further amended by adding at the end the
following new subsection:

““(0) SUPERVISION REQUIREMENTS—If the
Secretary requires direct supervision of a
service by a physician, that supervision re-
quirement may be fulfilled by one or more
physicians other than the physician who or-
dered the service. If the supervising physi-
cian is different from the ordering physician
for a particular service, the ordering physi-
cian may nevertheless bill for such service
provided that the medical records for the
service involved identify the supervising
physician or physicians.”.

SEC. . REPORT TO CONGRESS.

No later than April 1, 2004, the Secretary
shall submit to Congress a report on the pay-
ment amounts that are projected to be
adopted under sections 2, 3, 4, and 5 of this
Act.

SEC. .INSTITUTE OF MEDICINE STUDY.

(a) GENERAL.—The Secretary of Health and
Human Services shall request the Institute
of Medicine to conduct the study described
in this section.

(b) BASELINE STUDY.—The first phase of the
study shall include the following objectives:

(1) An assessment of the extent to which
the current Medicare payment system, prior
to implementation of the amendments made
by this Act, facilitates appropriate access to
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care by cancer patients in the various treat-
ment settings.

(2) The identification of the comprehensive
range of services furnished to cancer pa-
tients in the outpatient setting, including
support services such as psychosocial serv-
ices and counseling, and recommendations
regarding the types of services that ought to
be furnished to Medicare patients with can-
cer.

(3) A discussion of the practice standards
necessary to assure the safe provision of
services to cancer patients.

(4) An analysis of the extent to which the
current Medicare payment system supports
the role of nurses in the provision of oncol-
ogy services and recommendations for any
necessary improvements in the payment sys-
tem in that respect.

(5) The development of a framework for as-
sessing how the amendments made by this
act affect the provision of care to Medicare
patients with cancer in the various treat-
ment settings.

(c) SECOND PHASE OF STUDY.—After the im-
plementation of the amendments made by
this Act, the study shall determine whether
and how those amendments affected the pro-
vision of care to Medicare patients with can-
cer.

(d) CONSULTATION.—The Institute of Medi-
cine shall consult with the National Cancer
Policy Board and organizations representing
cancer patients and survivors, oncologists,
oncology nurses, social workers, cancer cen-
ters, and other healthcare professionals who
treat cancer patients in planning and car-
rying out this study.

(e) DUE DATES—

(1) The study required by subsection (b)
shall be submitted to the Congress and the
Secretary of Health and Human Services no
later than June 30, 2004.

(2) The study required by subsection (c)
shall be submitted to the Congress and the
Secretary of Health and Human Services no
later than December 31, 2006.

SEC. 10. EFFECTIVE DATES.

(a) GENERAL.—Except as provided in this
section, the provisions of this Act shall
apply to drugs, biologicals, and services fur-
nished on or after January 1, 2005.

(b) REPORTS FROM MANUFACTURERS.—The
first report by manufacturers required by
the provisions of section 2 shall be submitted
no later than October 30, 2004, with respect
to sales that occurred in the quarter ending
September 30, 2004.

(c) SUPERVISION OF SERVICES.—The amend-
ment made by section 7 shall be effective
upon enactment.

(d) SERVICES OTHER THAN DRUG ADMINIS-
TRATION.—The Secretary shall implement
the requirements of section 6 no later than
January 1, 2005.

SA 1023. Ms. COLLINS submitted an
amendment intended to be proposed by
her to the bill S. 1, to amend title
XVIIlI of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the appropriate place in subtitle B of
title 1V, insert the following:

SEC. . DEMONSTRATION PROJECT TO CLAR-
IFY THE DEFINITION OF HOME-
BOUND.

(a) DEMONSTRATION PROJECT.—Not later
than 180 days after the date of enactment of
this Act, the Secretary shall conduct a two-
year demonstration project under part B of
title XVIII of the Social Security Act under
which medicare beneficiaries with chronic
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conditions described in subsection (b) are
deemed to be homebound for purposes of re-
ceiving home health services under the medi-
care program.

(b) MEDICARE BENEFICIARY DESCRIBED.—For
purposes of subsection (a), a medicare bene-
ficiary is eligible to be deemed to be home-
bound, without regard to the purpose, fre-
quency, or duration of absences from the
home, if the beneficiary—

(1) has been certified by one physician as
an individual who has a permanent and se-
vere condition that will not improve;

(2) requires the individual to receive assist-
ance from another individual with at least 3
out of the 5 activities of daily living for the
rest of the individual’s life;

(3) requires 1 or more home health services
to achieve a functional condition that gives
the individual the ability to leave home; and

(4) requires technological assistance or the
assistance of another person to leave the
home.

(c) DEMONSTRATION PROJECT SITES.—The
demonstration project established under this
section shall be conducted in 3 States se-
lected by the Secretary to represent the
Northeast, Midwest, and Western regions of
the United States.

(d) LIMITATION ON NUMBER OF PARTICI-
PANTS.—The aggregate number of such bene-
ficiaries that may participate in the project
may not exceed 15,000.

(e) DATA.—The Secretary shall collect such
data on the demonstration project with re-
spect to the provision of home health serv-
ices to medicare beneficiaries that relates to
quality of care, patient outcomes, and addi-
tional costs, if any, to the medicare pro-
gram.

(f) REPORT TO CONGRESS.—Not later than 1
year after the date of the completion of the
demonstration project under this section,
the Secretary shall submit to Congress a re-
port on the project using the data collected
under subsection (e) and shall include—

(1) an examination of whether the provi-
sion of home health services to medicare
beneficiaries under the project—

(A) adversely effects the provision of home
health services under the medicare program;
or

(B) directly causes an unreasonable in-
crease of expenditures under the medicare
program for the provision of such services
that is directly attributable to such clari-
fication;

(2) the specific data evidencing the amount
of any increase in expenditures that is a di-
rectly attributable to the demonstration
project (expressed both in absolute dollar
terms and as a percentage) above expendi-
tures that would otherwise have been in-
curred for home health services under the
medicare program; and

(3) specific recommendations to exempt
permanently and severely disabled home-
bound beneficiaries from restrictions on the
length, frequency and purpose of their ab-
sences from the home to qualify for home
health services without incurring additional
unreasonable costs to the medicare program.

(g) WAIVER AUTHORITY.—The Secretary
shall waive compliance with the require-
ments of title XVIII of the Social Security
Act (42 U.S.C. 1395 et seq.) to such extent and
for such period as the Secretary determines
is necessary to conduct demonstration
projects.

(h) ConsTRUCTION.—Nothing in this section
shall be construed as waiving any applicable
civil monetary penalty, criminal penalty, or
other remedy available to the Secretary
under title X1 or title XVIII of the Social Se-
curity Act for acts prohibited under such ti-
tles, including penalties for false certifi-
cations for purposes of receipt of items or
services under the medicare program.
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(i) AUTHORIZATION OF APPROPRIATIONS.—
Payments for the costs of carrying out the
demonstration project under this section
shall be made from the Federal Supple-
mentary Insurance Trust Fund under section
1841 of such Act (42 U.S.C. 1395t).

(J) DEFINITIONS.—In this section:

(1) MEDICARE BENEFICIARY.—The term
““medicare beneficiary’”” means an individual
who is enrolled under part B of title XVIII of
the Social Security Act.

(2) HOME HEALTH SERVICES.—The term
‘““home health services’ has the meaning
given such term in section 1861(m) of the So-
cial Security Act (42 U.S.C. 1395x(m)).

(3) ACTIVITIES OF DAILY LIVING DEFINED.—
The term “‘activities of daily living”’ means
eating, toileting, transferring, bathing, and
dressing.

(4) SECRETARY.—The term ‘‘Secretary”’
means the Secretary of Health and Human
Services.

SA 1024. Mr. ENSIGN (for himself
and Mrs. LINCOLN) submitted an
amendment intended to be proposed by
him to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the appropriate place in title 1V, insert
the following:

SEC. . OUTPATIENT THERAPY CAP REPEAL.

(a) IN GENERAL.—Section 1833 of the Social
Security Act (42 U.S.C. 1395l) is amended by
striking subsection (g).

(b) EFFECTIVE DATE.—The amendment
made by subsection (a) shall take effect on
January 1, 2005.

SA 1025. Mr. ENSIGN submitted an
amendment intended to be proposed by
him to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the end of title VI, insert the following:

SEC. . COST-BENEFIT EVALUATION OF SOCIAL
HEALTH MAINTENANCE ORGANIZA-
TION II DEMONSTRATION PROJECT

AND EXTENSION OF PROJECT AU-

THORITY.
(a) EXTENSION.—Notwithstanding any
other provision of law, the Social Health

Maintenance Organization Il demonstration
project described under section 2355(b)(1)(B)
of the Deficit Reduction Act of 1984, as
amended, shall be conducted for an addi-
tional period of 5 years beginning October 1,
2004 under applicable contractual provisions
existing on December 31, 2002. Such dem-
onstration project shall be evaluated by an
independent organization in accordance with
subsection (b). The report on the evaluation
and related recommendations shall be pro-
vided as described in subsection (c).

(b) EVALUATION.—

(1) RESEARCH DESIGN.—The Secretary shall
provide for a project research design that in-
cludes information on the Medicare bene-
ficiaries who are participating in the project
and on other Medicare beneficiaries who are
covered under fee-for-service and other
Medicare+Choice plans and that allows for
an appropriate statistical analysis and eval-
uation of the demonstration project by an
independent organization.
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(2) DATA COLLECTION.—The Secretary shall
require the Social Health Maintenance Orga-
nization Il to comply with such data collec-
tion and reporting requirements as the Sec-
retary determines necessary in order that
the assessments can be made as described
under subsection (c)(2); and

(3) DURATION.—The project evaluation pe-
riod shall last for a period of 3 years.

(c) REPORT.—

(1) IN GENERAL.—The Secretary shall issue
to the Congress a final report on the project
not later than 9 months after the date of the
completion of the evaluation period.

(2) CONTENTS OF REPORT.—The report under
paragraph (1) shall include the following:

(A) A description of the demonstration
project and the distinguishing characteris-
tics of the Social Health Maintenance Orga-
nization Il project, including the project’s
geriatric approach to patient care, extensive
care coordination and patient assessments,
provision of extended benefits to bene-
ficiaries with targeted health risks, and risk
adjusted payment methodology.

(B) An evaluation of—

(i) the cost-effectiveness of the project
compared to the comparison group with re-
spect to the extent of any delay or reduction
in the incidence or length of stay in nursing
homes or similar institutions and the esti-
mated Medicare and Medicaid cost savings
relating to such delay or reductions,

(ii) the extent to which the utilization of
physician, home health, coordinated care,
geriatric, prescription drug, extended care
benefits and other services which are unique
to the project result in any reduction in the
incidence or length of inpatient stays and in
the improvement or lessening in the deterio-
ration of the physical status and mental
health functioning of beneficiaries, and

(iii) the feasibility of replicating the ele-
ments of the Social Health Maintenance Or-
ganization 11 model under other
Medicare+Choice plans.

To the extent feasible, an evaluation of the
elements described in this subparagraph
shall be conducted on a longitudinal basis for
noninstitutionalized beneficiaries who are at
high risk of hospitalization or institutional-
ization, for other noninstitutionalized bene-
ficiaries who are not at high risk, and for in-
stitutionalized beneficiaries. To the extent
feasible such evaluations shall be conducted
for appropriate age and gender beneficiary
categories.

(C) A description of the data and criteria
and methodology used in conducting the
evaluation.

(D) Any other information regarding the
project that the Secretary determines to be
appropriate and any recommendations the
Secretary may make regarding the extent to
which changes should be made in connection
with the project or the extension of the
project as a model under the
Medicare+Choice program.

(d) DEFINITIONS.—In this section:

(1) DEMONSTRATION PROJECT.—The term
‘““demonstration project” means the dem-

onstration project described under sub-
section (a).
(2) MEDICARE BENEFICIARY.—The term

‘““Medicare beneficiary’”” means an individual
entitled to benefits under part A and covered
under part B of title XVIII of the Social Se-
curity Act (42 U.S.C. 1395 et seq.).

(3) MEDICARE.—The term ‘‘Medicare”
means the health benefits program under
title XVIII of the Social Security Act (42
U.S.C. 1395 et seq.).

4) MEDICARE+CHOICE.—The term
““Medicare+Choice” means the
Medicare+Choice health benefits program de-
scribed under part C of title XVIII of the So-
cial Security Act (42 U.S.C. 139 et seq.), and
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for years after 2005, the MedicareAdvantage
program described under such part.

(5) SECRETARY.—The term ‘‘Secretary’’
means the Secretary of Health and Human
Services.

(6) SOCIAL HEALTH MAINTENANCE ORGANIZA-
TION 1I.—The term ‘“Social Health Mainte-
nance Organization I’ means the project de-
scribed under section 2355(b)(1)(B) of the Def-
icit Reduction Act of 1984, as amended.

(e) EFFECTIVE DATE.—The effective date of
this section is the date of the enactment of
this Act.

SA 1026. Mr. HAGEL (for himself, Mr.
ENSIGN, Mr. LOTT, and Mr. INHOFE) sub-
mitted an amendment intended to be
proposed by him to the bill S. 1, to
amend title XVIII of the Social Secu-
rity Act to make improvements in the
medicare program, to provide prescrip-
tion drug coverage under the medicare
program, and for other purposes; which
was ordered to lie on the table; as fol-
lows:

(Purpose: To provide medicare beneficiaries
with a drug discount card that ensures ac-
cess to privately-negotiated discounts on
drugs and protection against high and out-
of-pocket drug costs)

Strike title | and insert the following:

TITLE I—MEDICARE PRESCRIPTION DRUG
DISCOUNT
SEC. 101. VOLUNTARY MEDICARE PRESCRIPTION
DRUG DISCOUNT AND SECURITY
PROGRAM.

(a) ESTABLISHMENT OF PROGRAM.—Title
XVIII of the Social Security Act (42 U.S.C.
1395 et seq.) is amended—

(1) by redesignating part D as part E; and

(2) by inserting after part C the following
new part:

“PART D—VOLUNTARY MEDICARE PRESCRIP-

TION DRUG DISCOUNT AND SECURITY PRO-

GRAM

““DEFINITIONS

‘“‘SEC. 1860. In this part:

‘(1) COVERED DRUG.—

“(A) IN GENERAL.—Except as provided in
this paragraph, the term ‘covered drug’
means—

“(i) a drug that may be dispensed only
upon a prescription and that is described in
subparagraph (A)(i) or (A)(ii) of section
1927(k)(2); or

‘“(if) a biological product described in
clauses (i) through (iii) of subparagraph (B)
of such section or insulin described in sub-
paragraph (C) of such section,

and such term includes a vaccine licensed
under section 351 of the Public Health Serv-
ice Act and any use of a covered drug for a
medically accepted indication (as defined in
section 1927(k)(6)).

““(B) EXCLUSIONS.—

“(i) IN GENERAL.—Such term does not in-
clude drugs or classes of drugs, or their med-
ical uses, which may be excluded from cov-
erage or otherwise restricted under section
1927(d)(2), other than subparagraph (E) there-
of (relating to smoking cessation agents), or
under section 1927(d)(3).

‘““(if) AVOIDANCE OF DUPLICATE COVERAGE.—
A drug prescribed for an individual that
would otherwise be a covered drug under this
part shall not be so considered if payment
for such drug is available under part A or B
for an individual entitled to benefits under
part A and enrolled under part B.

““(C) APPLICATION OF FORMULARY RESTRIC-
TIONS.—A drug prescribed for an individual
that would otherwise be a covered drug
under this part shall not be so considered
under a plan if the plan excludes the drug
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under a formulary and such exclusion is not
successfully appealed under section
1860D(a)(4)(B).

““(D) APPLICATION OF GENERAL EXCLUSION
PROVISIONS.—A prescription drug discount
card plan or Medicare+Choice plan may ex-
clude from qualified prescription drug cov-
erage any covered drug—

““(i) for which payment would not be made
if section 1862(a) applied to part D; or

“(ii) which are not prescribed in accord-
ance with the plan or this part.

Such exclusions are determinations subject
to reconsideration and appeal pursuant to
section 1860D(a)(4).

““(2) ELIGIBLE BENEFICIARY.—The term ‘eli-
gible beneficiary’ means an individual who
is—

“(A) eligible for benefits under part A or
enrolled under part B; and

““(B) not eligible for prescription drug cov-
erage under a State plan under the medicaid
program under title XIX.

““(3) ELIGIBLE ENTITY.—The term ‘eligible
entity’ means any—

“(A) pharmaceutical benefit management
company;

““(B) wholesale pharmacy delivery system;

““(C) retail pharmacy delivery system;

“(D) insurer (including any issuer of a
medicare supplemental policy under section
1882);

““(E) Medicare+Choice organization;

“(F) State (in conjunction with a pharma-
ceutical benefit management company);

““(G) employer-sponsored plan;

““(H) other entity that the Secretary deter-
mines to be appropriate to provide benefits
under this part; or

“(1) combination of the entities described
in subparagraphs (A) through (H).

““(4) POVERTY LINE.—The term ‘poverty
line’ means the income official poverty line
(as defined by the Office of Management and
Budget, and revised annually in accordance
with section 673(2) of the Omnibus Budget
Reconciliation Act of 1981) applicable to a
family of the size involved.

“(5) SECRETARY.—The term ‘Secretary’
means the Secretary of Health and Human
Services, acting through the Administrator
of the Centers for Medicare & Medicaid Serv-
ices.

“ESTABLISHMENT OF PROGRAM

““SEC. 1860A. (a) PROVISION OF BENEFIT.—
The Secretary shall establish a Medicare
Prescription Drug Discount and Security
Program under which the Secretary endorses
prescription drug card plans offered by eligi-
ble entities in which eligible beneficiaries
may voluntarily enroll and receive benefits
under this part.

‘‘(b) ENDORSEMENT OF PRESCRIPTION DRUG
DISCOUNT CARD PLANS.—

““(1) IN GENERAL.—The Secretary shall en-
dorse a prescription drug card plan offered
by an eligible entity with a contract under
this part if the eligible entity meets the re-
quirements of this part with respect to that
plan.

““(2) NATIONAL PLANS.—In addition to other
types of plans, the Secretary may endorse
national prescription drug plans under para-
graph (1).

““(c) VOLUNTARY NATURE OF PROGRAM.—
Nothing in this part shall be construed as re-
quiring an eligible beneficiary to enroll in
the program under this part.

“(d) FINANCING.—The costs of providing
benefits under this part shall be payable
from the Federal Supplementary Medical In-
surance Trust Fund established under sec-
tion 1841.

““ENROLLMENT

““SEC. 1860B. (a) ENROLLMENT UNDER PART
D.—
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““(1) ESTABLISHMENT OF PROCESS.—

“(A) IN GENERAL.—The Secretary shall es-
tablish a process through which an eligible
beneficiary (including an eligible beneficiary
enrolled in a Medicare+Choice plan offered
by a Medicare+Choice organization) may
make an election to enroll under this part.
Except as otherwise provided in this sub-
section, such process shall be similar to the
process for enrollment under part B under
section 1837.

““(B) REQUIREMENT OF ENROLLMENT.—AnN el-
igible beneficiary must enroll under this
part in order to be eligible to receive the
benefits under this part.

““(2) ENROLLMENT PERIODS.—

“(A) IN GENERAL.—Except as provided in
this paragraph, an eligible beneficiary may
not enroll in the program under this part
during any period after the beneficiary’s ini-
tial enrollment period under part B (as de-
termined under section 1837).

““(B) SPECIAL ENROLLMENT PERIOD.—In the
case of eligible beneficiaries that have re-
cently lost eligibility for prescription drug
coverage under a State plan under the med-
icaid program under title XIX, the Secretary
shall establish a special enrollment period in
which such beneficiaries may enroll under
this part.

““(C) OPEN ENROLLMENT PERIOD IN 2005 FOR
CURRENT BENEFICIARIES.—The Secretary shall
establish a period, which shall begin on the
date on which the Secretary first begins to
accept elections for enrollment under this
part, during which any eligible beneficiary
may—

““(i) enroll under this part; or

““(ii) enroll or reenroll under this part after
having previously declined or terminated
such enrollment.

*“(3) PERIOD OF COVERAGE.—

“(A) IN GENERAL.—Except as provided in
subparagraph (B) and subject to subpara-
graph (C), an eligible beneficiary’s coverage
under the program under this part shall be
effective for the period provided under sec-
tion 1838, as if that section applied to the
program under this part.

““(B) ENROLLMENT DURING OPEN AND SPECIAL
ENROLLMENT.—Subject to subparagraph (C),
an eligible beneficiary who enrolls under the
program under this part under subparagraph
(B) or (C) of paragraph (2) shall be entitled to
the benefits under this part beginning on the
first day of the month following the month
in which such enrollment occurs.

““(4) PART D COVERAGE TERMINATED BY TER-
MINATION OF COVERAGE UNDER PARTS A AND B
OR ELIGIBILITY FOR MEDICAL ASSISTANCE.—

“(A) IN GENERAL.—In addition to the
causes of termination specified in section
1838, the Secretary shall terminate an indi-
vidual’s coverage under this part if the indi-
vidual is—

“(i) no longer enrolled in part A or B; or

““(ii) eligible for prescription drug coverage
under a State plan under the medicaid pro-
gram under title XIX.

““(B) EFFECTIVE DATE.—The termination de-
scribed in subparagraph (A) shall be effective
on the effective date of—

‘(i) the termination of coverage under part
A or (if later) under part B; or

““(ii) the coverage under title XIX.

“(b) ENROLLMENT WITH ELIGIBLE ENTITY.—

““(1) PRocEss.—The Secretary shall estab-
lish a process through which an eligible ben-
eficiary who is enrolled under this part shall
make an annual election to enroll in a pre-
scription drug card plan offered by an eligi-
ble entity that has been awarded a contract
under this part and serves the geographic
area in which the beneficiary resides.

““(2) ELECTION PERIODS.—

“(A) IN GENERAL.—Except as provided in
this paragraph, the election periods under
this subsection shall be the same as the cov-
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the
section

under
under

erage election
Medicare+Choice
1851(e), including—

‘(i) annual coordinated election periods;
and

‘““(ii) special election periods.

In applying the last sentence of section
1851(e)(4) (relating to discontinuance of a
Medicare+Choice election during the first
year of eligibility) under this subparagraph,
in the case of an election described in such
section in which the individual had elected
or is provided qualified prescription drug
coverage at the time of such first enroll-
ment, the individual shall be permitted to
enroll in a prescription drug card plan under
this part at the time of the election of cov-
erage under the original fee-for-service plan.

““(B) INITIAL ELECTION PERIODS.—

““(i) INDIVIDUALS CURRENTLY COVERED.—In
the case of an individual who is entitled to
benefits under part A or enrolled under part
B as of November 1, 2005, there shall be an
initial election period of 6 months beginning
on that date.

““(ii) INDIVIDUAL COVERED IN FUTURE.—In
the case of an individual who is first entitled
to benefits under part A or enrolled under
part B after such date, there shall be an ini-
tial election period which is the same as the
initial enrollment period under section
1837(d).

““(C) ADDITIONAL SPECIAL ELECTION PERI-
oDSs.—The Administrator shall establish spe-
cial election periods—

“(i) in cases of individuals who have and
involuntarily lose prescription drug coverage
described in paragraph (3);

“(if) in cases described in section 1837(h)
(relating to errors in enrollment), in the
same manner as such section applies to part
B; and

“(iii) in the case of an individual who
meets such exceptional conditions (including
conditions provided under section
1851(e)(4)(D)) as the Secretary may provide.

‘(D) ENROLLMENT WITH ONE PLAN ONLY.—
The rules established under subparagraph (B)
shall ensure that an eligible beneficiary may
only enroll in 1 prescription drug card plan
offered by an eligible entity per year.

““(3) MEDICARE+CHOICE ENROLLEES.—AnN eli-
gible beneficiary who is enrolled under this
part and enrolled in a Medicare+Choice plan
offered by a Medicare+Choice organization
must enroll in a prescription drug discount
card plan offered by an eligible entity in
order to receive benefits under this part. The
beneficiary may elect to receive such bene-
fits through the Medicare+Choice organiza-
tion in which the beneficiary is enrolled if
the organization has been awarded a con-
tract under this part.

‘“(4) CONTINUOUS PRESCRIPTION DRUG COV-
ERAGE.—AnN individual is considered for pur-
poses of this part to be maintaining contin-
uous prescription drug coverage on and after
the date the individual first qualifies to elect
prescription drug coverage under this part if
the individual establishes that as of such
date the individual is covered under any of
the following prescription drug coverage and
before the date that is the last day of the 63-
day period that begins on the date of termi-
nation of the particular prescription drug
coverage involved (regardless of whether the
individual subsequently obtains any of the
following prescription drug coverage):

““(A) COVERAGE UNDER PRESCRIPTION DRUG
CARD PLAN OR MEDICARE+CHOICE PLAN.—Pre-
scription drug coverage under a prescription
drug card plan under this part or under a
Medicare+Choice plan.

‘“(B) MEDICAID PRESCRIPTION DRUG COV-
ERAGE.—Prescription drug coverage under a
medicaid plan under title XIX, including
through the Program of All-inclusive Care

periods
program
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for the Elderly (PACE) under section 1934,
through a social health maintenance organi-
zation (referred to in section 4104(c) of the
Balanced Budget Act of 1997), or through a
Medicare+Choice project that demonstrates
the application of capitation payment rates
for frail elderly medicare beneficiaries
through the use of a interdisciplinary team
and through the provision of primary care
services to such beneficiaries by means of
such a team at the nursing facility involved.

““(C) PRESCRIPTION DRUG COVERAGE UNDER
GROUP HEALTH PLAN.—AnNy prescription drug
coverage under a group health plan, includ-
ing a health benefits plan under the Federal
Employees Health Benefit Plan under chap-
ter 89 of title 5, United States Code, and a
qualified retiree prescription drug plan (as
defined by the Secretary), but only if (sub-
ject to subparagraph (E)(ii)) the coverage
provides benefits at least equivalent to the
benefits under a prescription drug card plan
under this part.

‘(D) PRESCRIPTION DRUG COVERAGE UNDER
CERTAIN MEDIGAP POLICIES.—Coverage under
a medicare supplemental policy under sec-
tion 1882 that provides benefits for prescrip-
tion drugs (whether or not such coverage
conforms to the standards for packages of
benefits under section 1882(p)(1)) and if (sub-
ject to subparagraph (E)(ii)) the coverage
provides benefits at least equivalent to the
benefits under a prescription drug card plan
under this part.

“(E) STATE PHARMACEUTICAL ASSISTANCE
PROGRAM.—Coverage of prescription drugs
under a State pharmaceutical assistance pro-
gram, but only if (subject to subparagraph
(E)(ii)) the coverage provides benefits at
least equivalent to the benefits under a pre-
scription drug card plan under this part.

““(F) VETERANS’ COVERAGE OF PRESCRIPTION
DRUGS.—Coverage of prescription drugs for
veterans under chapter 17 of title 38, United
States Code, but only if (subject to subpara-
graph (E)(ii)) the coverage provides benefits
at least equivalent to the benefits under a
prescription drug card plan under this part.

For purposes of carrying out this paragraph,
the certifications of the type described in
sections 2701(e) of the Public Health Service
Act and in section 9801(e) of the Internal
Revenue Code of 1986 shall also include a
statement for the period of coverage of
whether the individual involved had pre-
scription drug coverage described in this
paragraph.

“(5) ComPETITION.—Each eligible entity
with a contract under this part shall com-
pete for the enrollment of beneficiaries in a
prescription drug card plan offered by the en-
tity on the basis of discounts, formularies,
pharmacy networks, and other services pro-
vided for under the contract.

““PROVIDING ENROLLMENT AND COVERAGE
INFORMATION TO BENEFICIARIES

““SEC. 1860C. (a) ACTIVITIES.—The Secretary
shall provide for activities under this part to
broadly disseminate information to eligible
beneficiaries (and prospective eligible bene-
ficiaries) regarding enrollment under this
part and the prescription drug card plans of-
fered by eligible entities with a contract
under this part.

““(b) SPECIAL RULE FOR FIRST ENROLLMENT
UNDER THE PROGRAM.—To the extent prac-
ticable, the activities described in subsection
(a) shall ensure that eligible beneficiaries
are provided with such information at least
60 days prior to the first enrollment period
described in section 1860B(c).

““ENROLLEE PROTECTIONS

““‘SEC. 1860D. (a) REQUIREMENTS FOR ALL EL-
IGIBLE ENTITIES.—Each eligible entity shall
meet the following requirements:

““(1) GUARANTEED ISSUANCE
DISCRIMINATION.—

AND  NON-
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““(A) GUARANTEED ISSUANCE.—

“(i) IN GENERAL.—AnN eligible beneficiary
who is eligible to enroll in a prescription
drug card plan offered by an eligible entity
under section 1860B(b) for prescription drug
coverage under this part at a time during
which elections are accepted under this part
with respect to the coverage shall not be de-
nied enrollment based on any health status-
related factor (described in section 2702(a)(1)
of the Public Health Service Act) or any
other factor.

“(ii) MEDICARE+CHOICE LIMITATIONS PER-
MITTED.—The provisions of paragraphs (2)
and (3) (other than subparagraph (C)(i), relat-
ing to default enrollment) of section 1851(g)
(relating to priority and limitation on termi-
nation of election) shall apply to eligible en-
tities under this subsection.

““(B) NONDISCRIMINATION.—AnN eligible enti-
ty offering prescription drug coverage under
this part shall not establish a service area in
a manner that would discriminate based on
health or economic status of potential en-
rollees.

““(2) DISCLOSURE OF INFORMATION.—

“(A) INFORMATION.—

““(i) GENERAL INFORMATION.—Each eligible
entity with a contract under this part to pro-
vide a prescription drug card plan shall dis-
close, in a clear, accurate, and standardized
form to each eligible beneficiary enrolled in
a prescription drug discount card program
offered by such entity under this part at the
time of enrollment and at least annually
thereafter, the information described in sec-
tion 1852(c)(1) relating to such prescription
drug coverage.

““(if) SPECIFIC INFORMATION.—In addition to
the information described in clause (i), each
eligible entity with a contract under this
part shall disclose the following:

“(1) How enrollees will have access to cov-
ered drugs, including access to such drugs
through pharmacy networks.

“(I1) How any formulary used by the eligi-
ble entity functions.

“(11) Information on grievance and ap-
peals procedures.

“(1V) Information on enrollment fees and
prices charged to the enrollee for covered
drugs.

“(V) Any other information that the Sec-
retary determines is necessary to promote
informed choices by eligible beneficiaries
among eligible entities.

““(B) DISCLOSURE UPON REQUEST OF GENERAL
COVERAGE, UTILIZATION, AND GRIEVANCE IN-
FORMATION.—Upon request of an eligible ben-
eficiary, the eligible entity shall provide the
information described in paragraph (3) to
such beneficiary.

“(C) RESPONSE TO BENEFICIARY QUES-
TIONS.—Each eligible entity offering a pre-
scription drug discount card plan under this
part shall have a mechanism for providing
specific information to enrollees upon re-
quest. The entity shall make available,
through an Internet website and, upon re-
quest, in writing, information on specific
changes in its formulary.

““(3) GRIEVANCE MECHANISM, COVERAGE DE-
TERMINATIONS, AND RECONSIDERATIONS.—

“(A) IN GENERAL.—With respect to the ben-
efit under this part, each eligible entity of-
fering a prescription drug discount card plan
shall provide meaningful procedures for
hearing and resolving grievances between
the organization (including any entity or in-
dividual through which the eligible entity
provides covered benefits) and enrollees with
prescription drug card plans of the eligible
entity under this part in accordance with
section 1852(f).

““(B) APPLICATION OF COVERAGE DETERMINA-
TION AND RECONSIDERATION PROVISIONS.—Each
eligible entity shall meet the requirements
of paragraphs (1) through (3) of section
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1852(g) with respect to covered benefits under
the prescription drug card plan it offers
under this part in the same manner as such
requirements apply to a Medicare+Choice or-
ganization with respect to benefits it offers
under a Medicare+Choice plan under part C.

““(C) REQUEST FOR REVIEW OF TIERED FOR-
MULARY DETERMINATIONS.—In the case of a
prescription drug card plan offered by an eli-
gible entity that provides for tiered cost-
sharing for drugs included within a for-
mulary and provides lower cost-sharing for
preferred drugs included within the for-
mulary, an individual who is enrolled in the
plan may request coverage of a nonpreferred
drug under the terms applicable for preferred
drugs if the prescribing physician determines
that the preferred drug for treatment of the
same condition is not as effective for the in-
dividual or has adverse effects for the indi-
vidual.

““(4) APPEALS.—

““(A) IN GENERAL.—Subject to subparagraph
(B), each eligible entity offering a prescrip-
tion drug card plan shall meet the require-
ments of paragraphs (4) and (5) of section
1852(g) with respect to drugs not included on
any formulary in the same manner as such
requirements apply to a Medicare+Choice or-
ganization with respect to benefits it offers
under a Medicare+Choice plan under part C.

‘“(B) FORMULARY DETERMINATIONS.—AnN in-
dividual who is enrolled in a prescription
drug card plan offered by an eligible entity
may appeal to obtain coverage under this
part for a covered drug that is not on a for-
mulary of the eligible entity if the pre-
scribing physician determines that the for-
mulary drug for treatment of the same con-
dition is not as effective for the individual or
has adverse effects for the individual.

*“(5) CONFIDENTIALITY AND ACCURACY OF EN-
ROLLEE RECORDS.—Each eligible entity offer-
ing a prescription drug discount card plan
shall meet the requirements of the Health
Insurance Portability and Accountability
Act of 1996.

““(b) ELIGIBLE ENTITIES OFFERING A Dis-
COUNT CARD PROGRAM.—If an eligible entity
offers a discount card program under this
part, in addition to the requirements under
subsection (a), the entity shall meet the fol-
lowing requirements:

‘(1) ACCESS TO COVERED BENEFITS.—

““(A) ASSURING PHARMACY ACCESS.—

““(i) IN GENERAL.—The eligible entity offer-
ing the prescription drug discount card plan
shall secure the participation in its network
of a sufficient number of pharmacies that
dispense (other than by mail order) drugs di-
rectly to patients to ensure convenient ac-
cess (as determined by the Secretary and in-
cluding adequate emergency access) for en-
rolled beneficiaries, in accordance with
standards established under section
1860D(a)(3) that ensure such convenient ac-
cess.

‘“(if) USE OF POINT-OF-SERVICE SYSTEM.—
Each eligible entity offering a prescription
drug discount card plan shall establish an
optional point-of-service method of oper-
ation under which—

“(1) the plan provides access to any or all
pharmacies that are not participating phar-
macies in its network; and

“(I1) discounts under the plan may not be
available.

The additional copayments so charged shall
not be counted as out-of-pocket expenses for
purposes of section 1860F(b).

““(B) USE OF STANDARDIZED TECHNOLOGY.—

“(i) IN GENERAL.—Each eligible entity of-
fering a prescription drug discount card plan
shall issue (and reissue, as appropriate) such
a card (or other technology) that may be
used by an enrolled beneficiary to assure ac-
cess to negotiated prices under section
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1860F(a) for the purchase of prescription
drugs for which coverage is not otherwise
provided under the prescription drug dis-
count card plan.

“(ii) STANDARDS.—The Secretary shall pro-
vide for the development of national stand-
ards relating to a standardized format for
the card or other technology referred to in
clause (i). Such standards shall be compat-
ible with standards established under part C
of title XI.

“(C) REQUIREMENTS ON DEVELOPMENT AND
APPLICATION OF FORMULARIES.—If an eligible
entity that offers a prescription drug dis-
count card plan uses a formulary, the fol-
lowing requirements must be met:

““(i) PHARMACY AND THERAPEUTIC (P&T) COM-
MITTEE.—The eligible entity must establish a
pharmacy and therapeutic committee that
develops and reviews the formulary. Such
committee shall include at least 1 physician
and at least 1 pharmacist both with expertise
in the care of elderly or disabled persons and
a majority of its members shall consist of in-
dividuals who are a physician or a practicing
pharmacist (or both).

““(ii) FORMULARY DEVELOPMENT.—In devel-
oping and reviewing the formulary, the com-
mittee shall base clinical decisions on the
strength of scientific evidence and standards
of practice, including assessing peer-re-
viewed medical literature, such as random-
ized clinical trials, pharmacoeconomic stud-
ies, outcomes research data, and such other
information as the committee determines to
be appropriate.

“(iif) INCLUSION OF DRUGS IN ALL THERA-
PEUTIC CATEGORIES.—The formulary must in-
clude drugs within each therapeutic category
and class of covered drugs (although not nec-
essarily for all drugs within such categories
and classes).

“(iv) PROVIDER EDUCATION.—The com-
mittee shall establish policies and proce-
dures to educate and inform health care pro-
viders concerning the formulary.

““(v) NOTICE BEFORE REMOVING DRUGS FROM
FORMULARY.—ANy removal of a drug from a
formulary shall take effect only after appro-
priate notice is made available to bene-
ficiaries and physicians.

““(vi) GRIEVANCES AND APPEALS RELATING TO
APPLICATION OF FORMULARIES.—For provi-
sions relating to grievances and appeals of
coverage, see paragraphs (3) and (4) of sec-
tion 1860D(a).

““(2) CoST AND UTILIZATION MANAGEMENT;
QUALITY ASSURANCE; MEDICATION THERAPY
MANAGEMENT PROGRAM.—

“(A) IN GENERAL.—Each eligible entity of-
fering a prescription drug discount card plan
shall have in place with respect to covered
drugs—

“(i) an effective cost and drug utilization
management program, including medically
appropriate incentives to use generic drugs
and therapeutic interchange, when appro-
priate;

“(ii) quality assurance measures and sys-
tems to reduce medical errors and adverse
drug interactions, including a medication
therapy management program described in
subparagraph (B); and

“(iii) a program to control fraud, abuse,
and waste.

Nothing in this section shall be construed as
impairing an eligible entity from applying
cost management tools (including differen-
tial payments) under all methods of oper-
ation.

‘“(B) MEDICATION THERAPY MANAGEMENT
PROGRAM.—

“(i) IN GENERAL.—A medication therapy
management program described in this para-
graph is a program of drug therapy manage-
ment and medication administration that is
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designed to ensure, with respect to bene-
ficiaries with chronic diseases (such as dia-
betes, asthma, hypertension, and congestive
heart failure) or multiple prescriptions, that
covered drugs under the prescription drug
discount card plan are appropriately used to
achieve therapeutic goals and reduce the
risk of adverse events, including adverse
drug interactions.

“(ii) ELEMENTS.—Such program may in-
clude—

“(1) enhanced beneficiary understanding of
such appropriate use through beneficiary
education, counseling, and other appropriate
means;

“(I1) increased beneficiary adherence with
prescription medication regimens through
medication refill reminders, special pack-
aging, and other appropriate means; and

“(111) detection of patterns of overuse and
underuse of prescription drugs.

“(iif) DEVELOPMENT OF PROGRAM IN CO-
OPERATION WITH LICENSED PHARMACISTS.—The
program shall be developed in cooperation
with licensed pharmacists and physicians.

““(iv) CONSIDERATIONS IN PHARMACY FEES.—
Each eligible entity offering a prescription
drug discount card plan shall take into ac-
count, in establishing fees for pharmacists
and others providing services under the
medication therapy management program,
the resources and time used in implementing
the program.

“(C) TREATMENT OF ACCREDITATION.—Sec-
tion 1852(e)(4) (relating to treatment of ac-
creditation) shall apply to prescription drug
discount card plans under this part with re-
spect to the following requirements, in the
same manner as they apply to
Medicare+Choice plans under part C with re-
spect to the requirements described in a
clause of section 1852(e)(4)(B):

‘(i) Paragraph (1) (including quality assur-
ance), including any medication therapy
management program under paragraph (2).

““(ii) Subsection (c)(1) (relating to access to
covered benefits).

“(iif) Subsection (g) (relating to confiden-
tiality and accuracy of enrollee records).

‘(D) PUBLIC DISCLOSURE OF PHARMA-
CEUTICAL PRICES FOR EQUIVALENT DRUGS.—
Each eligible entity offering a prescription
drug discount card plan shall provide that
each pharmacy or other dispenser that ar-
ranges for the dispensing of a covered drug
shall inform the beneficiary at the time of
purchase of the drug of any differential be-
tween the price of the prescribed drug to the
enrollee and the price of the lowest cost drug
covered under the plan that is therapeuti-
cally equivalent and bioequivalent.

““ANNUAL ENROLLMENT FEE

““SEC. 1860E. (a) AMOUNT.—

“(1) IN GENERAL.—Except as provided in
subsection (c), enrollment under the program
under this part is conditioned upon payment
of an annual enrollment fee of $25.

““(2) ANNUAL PERCENTAGE INCREASE.—

“(A) IN GENERAL.—INn the case of any cal-
endar year beginning after 2006, the dollar
amount in paragraph (1) shall be increased
by an amount equal to—

““(i) such dollar amount; multiplied by

““(ii) the inflation adjustment.

““(B) INFLATION ADJUSTMENT.—For purposes
of subparagraph (A)(ii), the inflation adjust-
ment for any calendar year is the percentage
(if any) by which—

‘(i) the average per capita aggregate ex-
penditures for covered drugs in the United
States for medicare beneficiaries, as deter-
mined by the Secretary for the 12-month pe-
riod ending in July of the previous year; ex-
ceeds

“(if) such aggregate expenditures for the
12-month period ending with July 2005.

“(C) ROUNDING.—If any increase deter-
mined under clause (ii) is not a multiple of
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$1, such increase shall be rounded to the
nearest multiple of $1.

““(b) COLLECTION OF ANNUAL ENROLLMENT
FEE.—

““(1) IN GENERAL.—Unless the eligible bene-
ficiary makes an election under paragraph
(2), the annual enrollment fee described in
subsection (a) shall be collected and credited
to the Federal Supplementary Medical Insur-
ance Trust Fund in the same manner as the
monthly premium determined under section
1839 is collected and credited to such Trust
Fund under section 1840.

‘“(2) DIRECT PAYMENT.—AnN eligible bene-
ficiary may elect to pay the annual enroll-
ment fee directly or in any other manner ap-
proved by the Secretary. The Secretary shall
establish procedures for making such an
election.

““(c) WAIVER.—The Secretary shall waive
the enrollment fee described in subsection
(@) in the case of an eligible beneficiary
whose income is below 200 percent of the pov-
erty line.

‘“BENEFITS UNDER THE PROGRAM

““SEC. 1860F. (a) ACCESS TO NEGOTIATED
PRICES.—

‘(1) NEGOTIATED PRICES.—

““(A) IN GENERAL.—Subject to subparagraph
(B), each prescription drug card plan offering
a discount card program by an eligible entity
with a contract under this part shall provide
each eligible beneficiary enrolled in such
plan with access to negotiated prices (includ-
ing applicable discounts) for such prescrip-
tion drugs as the eligible entity determines
appropriate. Such discounts may include dis-
counts for nonformulary drugs. If such a ben-
eficiary becomes eligible for the catastrophic
benefit under subsection (b), the negotiated
prices (including applicable discounts) shall
continue to be available to the beneficiary
for those prescription drugs for which pay-
ment may not be made under section
1860H(b). For purposes of this subparagraph,
the term ‘prescription drugs’ is not limited
to covered drugs, but does not include any
over-the-counter drug that is not a covered
drug.

““(B) LIMITATIONS.—

‘(i) FORMULARY RESTRICTIONS.—Insofar as
an eligible entity with a contract under this
part uses a formulary, the negotiated prices
(including applicable discounts) for nonfor-
mulary drugs may differ.

‘““(if) AVOIDANCE OF DUPLICATE COVERAGE.—
The negotiated prices (including applicable
discounts) for prescription drugs shall not be
available for any drug prescribed for an eligi-
ble beneficiary if payment for the drug is
available under part A or B (but such nego-
tiated prices shall be available if payment
under part A or B is not available because
the beneficiary has not met the deductible or
has exhausted benefits under part A or B).

‘“(2) DISCOUNT CARD.—The Secretary shall
develop a uniform standard card format to be
issued by each eligible entity offering a pre-
scription drug discount card plan that shall
be used by an enrolled beneficiary to ensure
the access of such beneficiary to negotiated
prices under paragraph (1).

‘“(3) ENSURING DISCOUNTS IN ALL AREAS.—
The Secretary shall develop procedures that
ensure that each eligible beneficiary that re-
sides in an area where no prescription drug
discount card plans are available is provided
with access to negotiated prices for prescrip-
tion drugs (including applicable discounts).

“‘(b) CATASTROPHIC BENEFIT.—

““(1) TEN PERCENT COST-SHARING.—Subject
to any formulary used by the prescription
drug discount card program in which the eli-
gible beneficiary is enrolled, the cata-
strophic benefit shall provide benefits with
cost-sharing that is equal to 10 percent of
the negotiated price (taking into account
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any applicable discounts) of each drug dis-
pensed to such beneficiary after the bene-
ficiary has incurred costs (as described in
paragraph (3)) for covered drugs in a year
equal to the applicable annual out-of-pocket
limit specified in paragraph (2).

““(2) ANNUAL OUT-OF-POCKET LIMITS.—For
purposes of this part, the annual out-of-
pocket limits specified in this paragraph are
as follows:

““(A) BENEFICIARIES WITH ANNUAL INCOMES
BELOW 200 PERCENT OF THE POVERTY LINE.—In
the case of an eligible beneficiary whose in-
come (as determined under section 1860l) is
below 200 percent of the poverty line, the an-
nual out-of-pocket limit is equal to $1,500.

““(B) BENEFICIARIES WITH ANNUAL INCOMES
BETWEEN 200 AND 400 PERCENT OF THE POVERTY
LINE.—In the case of an eligible beneficiary
whose income (as so determined) equals or
exceeds 200 percent, but does not exceed 400
percent, of the poverty line, the annual out-
of-pocket limit is equal to $3,500.

““(C) BENEFICIARIES WITH ANNUAL INCOMES
BETWEEN 400 AND 600 PERCENT OF THE POVERTY
LINE.—In the case of an eligible beneficiary
whose income (as so determined) equals or
exceeds 400 percent, but does not exceed 600
percent, of the poverty line, the annual out-
of-pocket limit is equal to $5,500.

‘“(D) BENEFICIARIES WITH ANNUAL INCOMES
THAT EXCEED 600 PERCENT OF THE POVERTY
LINE.—In the case of an eligible beneficiary
whose income (as so determined) equals or
exceeds 600 percent of the poverty line, the
annual out-of-pocket limit is an amount
equal to 20 percent of that beneficiary’s in-
come for that year (rounded to the nearest
multiple of $1).

“(3) APPLICATION.—In applying paragraph
(2), incurred costs shall only include those
expenses for covered drugs that are incurred
by the eligible beneficiary using a card ap-
proved by the Secretary under this part that
are paid by that beneficiary and for which
the beneficiary is not reimbursed (through
insurance or otherwise) by another person.

““(4) ANNUAL PERCENTAGE INCREASE.—

“(A) IN GENERAL.—IN the case of any cal-
endar year after 2006, the dollar amounts in
subparagraphs (A), (B), and (C) of paragraph
(2) shall be increased by an amount equal
to—

““(i) such dollar amount; multiplied by

“(ii) the inflation adjustment determined
under section 1860E(a)(2)(B) for such calendar
year.

“(B) ROUNDING.—If any increase deter-
mined under subparagraph (A) is not a mul-
tiple of $1, such increase shall be rounded to
the nearest multiple of $1.

““(5) ELIGIBLE ENTITY NOT AT FINANCIAL RISK
FOR CATASTROPHIC BENEFIT.—

“(A) IN GENERAL.—The Secretary, and not
the eligible entity, shall be at financial risk
for the provision of the catastrophic benefit
under this subsection.

““(B) PROVISIONS RELATING TO PAYMENTS TO
ELIGIBLE ENTITIES.—For provisions relating
to payments to eligible entities for admin-
istering the catastrophic benefit under this
subsection, see section 1860H.

‘“(6) ENSURING CATASTROPHIC BENEFIT IN
ALL AREAS.—The Secretary shall develop pro-
cedures for the provision of the catastrophic
benefit under this subsection to each eligible
beneficiary that resides in an area where
there are no prescription drug discount card
plans offered that have been awarded a con-
tract under this part.

““REQUIREMENTS FOR ENTITIES TO PROVIDE

PRESCRIPTION DRUG COVERAGE

““‘SEC. 1860G. (a) ESTABLISHMENT OF BIDDING
PROCESS.—The Secretary shall establish a
process under which the Secretary accepts
bids from eligible entities and awards con-
tracts to the entities to provide the benefits
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under this part to eligible beneficiaries in an
area.

“‘(b) SuBMISSION OF BiDs.—Each eligible en-
tity desiring to enter into a contract under
this part shall submit a bid to the Secretary
at such time, in such manner, and accom-
panied by such information as the Secretary
may require.

‘‘(c) ADMINISTRATIVE FEE BID.—

““(1) SuBMIssION.—For the bid described in
subsection (b), each entity shall submit to
the Secretary information regarding admin-
istration of the discount card and cata-
strophic benefit under this part.

‘“(2) BID SUBMISSION REQUIREMENTS.—

““(A) ADMINISTRATIVE FEE BID SUBMISSION.—
In submitting bids, the entities shall include
separate costs for administering the discount
card component, if applicable, and the cata-
strophic benefit. The entity shall submit the
administrative fee bid in a form and manner
specified by the Secretary, and shall include
a statement of projected enrollment and a
separate statement of the projected adminis-
trative costs for at least the following func-
tions:

“(i) Enrollment, including
bility determination.

““(ii) Claims processing.

“(iii) Quality assurance,
utilization review.

“(iv) Beneficiary and pharmacy customer
service.

““(v) Coordination of benefits.

““(vi) Fraud and abuse prevention.

““(B) NEGOTIATED ADMINISTRATIVE FEE BID
AMOUNTS.—The Secretary has the authority
to negotiate regarding the bid amounts sub-
mitted. The Secretary may reject a bid if the
Secretary determines it is not supported by
the administrative cost information pro-
vided in the bid as specified in subparagraph
(A).

““(C) PAYMENT TO PLANS BASED ON ADMINIS-
TRATIVE FEE BID AMOUNTS.—The Secretary
shall use the bid amounts to calculate a
benchmark amount consisting of the enroll-
ment-weighted average of all bids for each
function and each class of entity. The class
of entity is either a regional or national en-
tity, or such other classes as the Secretary
may determine to be appropriate. The func-
tions are the discount card and catastrophic
components. If an eligible entity’s combined
bid for both functions is above the combined
benchmark within the entity’s class for the
functions, the eligible entity shall collect
additional necessary revenue through 1 or
both of the following:

‘(i) Additional fees charged to the bene-
ficiary, not to exceed $25 annually.

““(ii) Use of rebate amounts from drug man-
ufacturers to defray administrative costs.

“‘(d) AWARDING OF CONTRACTS.—

““(1) IN GENERAL.—The Secretary shall, con-
sistent with the requirements of this part
and the goal of containing medicare program
costs, award at least 2 contracts in each
area, unless only 1 bidding entity meets the
terms and conditions specified by the Sec-
retary under paragraph (2).

““(2) TERMS AND CONDITIONS.—The Sec-
retary shall not award a contract to an eligi-
ble entity under this section unless the Sec-
retary finds that the eligible entity is in
compliance with such terms and conditions
as the Secretary shall specify.

““(3) REQUIREMENTS FOR ELIGIBLE ENTITIES
PROVIDING DISCOUNT CARD PROGRAM.—EXxcept
as provided in subsection (e), in determining
which of the eligible entities that submitted
bids that meet the terms and conditions
specified by the Secretary under paragraph
(2) to award a contract, the Secretary shall
consider whether the bid submitted by the
entity meets at least the following require-
ments:

income eligi-

including drug
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““(A) LEVEL OF SAVINGS TO MEDICARE BENE-
FICIARIES.—The program passes on to medi-
care beneficiaries who enroll in the program
discounts on prescription drugs, including
discounts negotiated with manufacturers.

‘“(B) PROHIBITION ON APPLICATION ONLY TO
MAIL ORDER.—The program applies to drugs
that are available other than solely through
mail order and provides convenient access to
retail pharmacies.

““(C) LEVEL OF BENEFICIARY SERVICES.—The
program provides pharmaceutical support
services, such as education and services to
prevent adverse drug interactions.

‘(D) ADEQUACY OF INFORMATION.—The pro-
gram makes available to medicare bene-
ficiaries through the Internet and otherwise
information, including information on en-
rollment fees, prices charged to bene-
ficiaries, and services offered under the pro-
gram, that the Secretary identifies as being
necessary to provide for informed choice by
beneficiaries among endorsed programs.

‘““(E) EXTENT OF DEMONSTRATED EXPERI-
ENCE.—The entity operating the program has
demonstrated experience and expertise in op-
erating such a program or a similar program.

“(F) EXTENT OF QUALITY ASSURANCE.—The
entity has in place adequate procedures for
assuring quality service under the program.

““(G) OPERATION OF ASSISTANCE PROGRAM.—
The entity meets such requirements relating
to solvency, compliance with financial re-
porting requirements, audit compliance, and
contractual guarantees as specified by the
Secretary.

““(H) PRIVACY COMPLIANCE.—The entity im-
plements policies and procedures to safe-
guard the use and disclosure of program
beneficiaries’ individually identifiable
health information in a manner consistent
with the Federal regulations (concerning the
privacy of individually identifiable health
information) promulgated under section
264(c) of the Health Insurance Portability
and Accountability Act of 1996.

“() ADDITIONAL BENEFICIARY PROTEC-
TIONS.—The program meets such additional
requirements as the Secretary identifies to
protect and promote the interest of medicare
beneficiaries, including requirements that
ensure that beneficiaries are not charged
more than the lower of the negotiated retail
price or the usual and customary price.

The prices negotiated by a prescription drug
discount card program endorsed under this
section shall (notwithstanding any other
provision of law) not be taken into account
for the purposes of establishing the best
price under section 1927(c)(1)(C).

‘“(4) BENEFICIARY ACCESS TO SAVINGS AND
REBATES.—The Secretary shall require eligi-
ble entities offering a discount card program
to pass on savings and rebates negotiated
with manufacturers to eligible beneficiaries
enrolled with the entity.

““(5) NEGOTIATED AGREEMENTS WITH EM-
PLOYER-SPONSORED PLANS.—Notwithstanding
any other provision of this part, the Sec-
retary may negotiate agreements with em-
ployer-sponsored plans under which eligible
beneficiaries are provided with a benefit for
prescription drug coverage that is more gen-
erous than the benefit that would otherwise
have been available under this part if such
an agreement results in cost savings to the
Federal Government.

‘“(e) REQUIREMENTS FOR OTHER ELIGIBLE
ENTITIES.—AnN eligible entity that is licensed
under State law to provide the health insur-
ance benefits under this section shall be re-
quired to meet the requirements of sub-
section (d)(3). If an eligible entity offers a
national plan, such entity shall not be re-
quired to meet the requirements of sub-
section (d)(3), but shall meet the require-
ments of Employee Retirement Income Secu-
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rity Act of 1974 that apply with respect to
such plan.
““PAYMENTS TO ELIGIBLE ENTITIES FOR
ADMINISTERING THE CATASTROPHIC BENEFIT

““SEC. 1860H. (a) IN GENERAL.—The Sec-
retary may establish procedures for making
payments to an eligible entity under a con-
tract entered into under this part for—

““(1) the costs of providing covered drugs to
beneficiaries eligible for the benefit under
this part in accordance with subsection (b)
minus the amount of any cost-sharing col-
lected by the eligible entity under section
1860F(b); and

““(2) costs incurred by the entity in admin-
istering the catastrophic benefit in accord-
ance with section 1860G.

““(b) PAYMENT FOR COVERED DRUGS.—

“(1) IN GENERAL.—Except as provided in
subsection (c) and subject to paragraph (2),
the Secretary may only pay an eligible enti-
ty for covered drugs furnished by the eligible
entity to an eligible beneficiary enrolled
with such entity under this part that is eligi-
ble for the catastrophic benefit under section
1860F(b).

“(2) LIMITATIONS.—

““(A) FORMULARY RESTRICTIONS.—Insofar as
an eligible entity with a contract under this
part uses a formulary, the Secretary may
not make any payment for a covered drug
that is not included in such formulary, ex-
cept to the extent provided under section
1860D(a)(4)(B).

““(B) NEGOTIATED PRICES.—The Secretary
may not pay an amount for a covered drug
furnished to an eligible beneficiary that ex-
ceeds the negotiated price (including appli-
cable discounts) that the beneficiary would
have been responsible for under section
1860F(a) or the price negotiated for insurance
coverage under the Medicare+Choice pro-
gram under part C, a medicare supplemental
policy, employer-sponsored coverage, or a
State plan.

““(C) COST-SHARING LIMITATIONS.—AN eligi-
ble entity may not charge an individual en-
rolled with such entity who is eligible for the
catastrophic benefit under this part any co-
payment, tiered copayment, coinsurance, or
other cost-sharing that exceeds 10 percent of
the cost of the drug that is dispensed to the
individual.

““(3) PAYMENT IN COMPETITIVE AREAS.—In a
geographic area in which 2 or more eligible
entities offer a plan under this part, the Sec-
retary may negotiate an agreement with the
entity to reimburse the entity for costs in-
curred in providing the benefit under this
part on a capitated basis.

““(c) SECONDARY PAYER PROVISIONS.—The
provisions of section 1862(b) shall apply to
the benefits provided under this part.

““DETERMINATION OF INCOME LEVELS

““SEC. 18601. (a) DETERMINATION OF INCOME
LEVELS.—

““(1) IN GENERAL.—The Secretary shall es-
tablish procedures under which each eligible
entity awarded a contract under this part de-
termines the income levels of eligible bene-
ficiaries enrolled in a prescription drug card
plan offered by that entity at least annually
for purposes of sections 1860E(c) and 1860F(b).

““(2) PROCEDURES.—The procedures estab-
lished under paragraph (1) shall require each
eligible beneficiary to submit such informa-
tion as the eligible entity requires to make
the determination described in paragraph (1).

““(b) ENFORCEMENT OF INCOME DETERMINA-
TIONS.—The Secretary shall—

““(1) establish procedures that ensure that
eligible beneficiaries comply with sections
1860E(c) and 1860F(b); and

“(2) require, if the Secretary determines
that payments were made under this part to
which an eligible beneficiary was not enti-
tled, the repayment of any excess payments
with interest and a penalty.
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““(c) QUALITY CONTROL SYSTEM.—

‘(1) ESTABLISHMENT.—The Secretary shall
establish a quality control system to mon-
itor income determinations made by eligible
entities under this section and to produce
appropriate and comprehensive measures of
error rates.

““(2) PERIODIC AUDITS.—The Inspector Gen-
eral of the Department of Health and Human
Services shall conduct periodic audits to en-
sure that the system established under para-
graph (1) is functioning appropriately.

““APPROPRIATIONS

““SEC. 1860J. There are authorized to be ap-
propriated from time to time, out of any
moneys in the Treasury not otherwise appro-
priated, to the Federal Supplementary Med-
ical Insurance Trust Fund established under
section 1841, an amount equal to the amount
by which the benefits and administrative
costs of providing the benefits under this
part exceed the enrollment fees collected
under section 1860E.

‘“MEDICARE COMPETITION AND PRESCRIPTION

DRUG ADVISORY BOARD

“SEC. 1860K. (a) ESTABLISHMENT OF
BoARD.—There is established a Medicare Pre-
scription Drug Advisory Board (in this sec-
tion referred to as the ‘Board’).

“‘(b) ADVICE ON POLICIES; REPORTS.—

‘(1) ADVICE ON PoOLICIES.—The Board shall
advise the Secretary on policies relating to
the Voluntary Medicare Prescription Drug
Discount and Security Program under this
part.

““(2) REPORTS.—

“(A) IN GENERAL.—With respect to matters
of the administration of the program under
this part, the Board shall submit to Congress
and to the Secretary such reports as the
Board determines appropriate. Each such re-
port may contain such recommendations as
the Board determines appropriate for legisla-
tive or administrative changes to improve
the administration of the program under this
part. Each such report shall be published in
the Federal Register.

“(B) MAINTAINING INDEPENDENCE ~ OF
BOARD.—The Board shall directly submit to
Congress reports required under subpara-
graph (A). No officer or agency of the United
States may require the Board to submit to
any officer or agency of the United States
for approval, comments, or review, prior to
the submission to Congress of such reports.

‘() STRUCTURE AND MEMBERSHIP OF THE
BOARD.—

““(1) MEMBERSHIP.—The Board shall be com-
posed of 7 members who shall be appointed as
follows:

““(A) PRESIDENTIAL APPOINTMENTS.—

“(i) IN GENERAL.—Three members shall be
appointed by the President, by and with the
advice and consent of the Senate.

“(if) LIMITATION.—Not more than 2 such
members may be from the same political
party.

“(B) SENATORIAL  APPOINTMENTS.—TwoO
members (each member from a different po-
litical party) shall be appointed by the Presi-
dent pro tempore of the Senate with the ad-
vice of the Chairman and the Ranking Mi-
nority Member of the Committee on Finance
of the Senate.

““(C) CONGRESSIONAL APPOINTMENTS.—Two
members (each member from a different po-
litical party) shall be appointed by the
Speaker of the House of Representatives,
with the advice of the Chairman and the
Ranking Minority Member of the Committee
on Ways and Means of the House of Rep-
resentatives.

““(2) QUALIFICATIONS.—The members shall
be chosen on the basis of their integrity, im-
partiality, and good judgment, and shall be
individuals who are, by reason of their edu-
cation, experience, and attainments, excep-
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tionally qualified to perform the duties of
members of the Board.

““(3) ComPOSITION.—Of the members ap-
pointed under paragraph (1)—

“(A) at least 1 shall represent the pharma-
ceutical industry;

‘“(B) at least 1 shall represent physicians;

“(C) at least 1 shall represent medicare
beneficiaries;

‘(D) at least 1 shall represent practicing
pharmacists; and

“(E) at least 1 shall represent eligible enti-
ties.

““(d) TERMS OF APPOINTMENT.—

““(1) IN GENERAL.—Subject to paragraph (2),
each member of the Board shall serve for a
term of 6 years.

““(2) CONTINUANCE IN OFFICE AND STAGGERED
TERMS.—

‘“(A) CONTINUANCE IN OFFICE.—A member
appointed to a term of office after the com-
mencement of such term may serve under
such appointment only for the remainder of
such term.

‘“(B) STAGGERED TERMS.—The terms of
service of the members initially appointed
under this section shall begin on January 1,
2006, and expire as follows:

‘(i) PRESIDENTIAL  APPOINTMENTS.—The
terms of service of the members initially ap-
pointed by the President shall expire as des-
ignated by the President at the time of nom-
ination, 1 each at the end of—

“(1) 2 years;
“(I1) 4 years; and
“(111) 6 years.

(i) SENATORIAL  APPOINTMENTS.—The
terms of service of members initially ap-
pointed by the President pro tempore of the
Senate shall expire as designated by the
President pro tempore of the Senate at the
time of nomination, 1 each at the end of—

“(1) 3 years; and

““(I1) 6 years.

““(iii) CONGRESSIONAL APPOINTMENTS.—The
terms of service of members initially ap-
pointed by the Speaker of the House of Rep-
resentatives shall expire as designated by
the Speaker of the House of Representatives
at the time of nomination, 1 each at the end
of—

“(1) 4 years; and

“(I1) 5 years.

“(C) REAPPOINTMENTS.—ANy person ap-
pointed as a member of the Board may not
serve for more than 8 years.

‘(D) VACANCIES.—ANny member appointed
to fill a vacancy occurring before the expira-
tion of the term for which the member’s
predecessor was appointed shall be appointed
only for the remainder of that term. A mem-
ber may serve after the expiration of that
member’s term until a successor has taken
office. A vacancy in the Board shall be filled
in the manner in which the original appoint-
ment was made.

‘‘(e) CHAIRPERSON.—A member of the Board
shall be designated by the President to serve
as Chairperson for a term of 4 years or, if the
remainder of such member’s term is less
than 4 years, for such remainder.

““(f) EXPENSES AND PER DIEM.—Members of
the Board shall serve without compensation,
except that, while serving on business of the
Board away from their homes or regular
places of business, members may be allowed
travel expenses, including per diem in lieu of
subsistence, as authorized by section 5703 of
title 5, United States Code, for persons in the
Government employed intermittently.

““(g9) MEETINGS.—

““(1) IN GENERAL.—The Board shall meet at
the call of the Chairperson (in consultation
with the other members of the Board) not
less than 4 times each year to consider a spe-
cific agenda of issues, as determined by the
Chairperson in consultation with the other
members of the Board.
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““(2) QUORUM.—Four members of the Board
(not more than 3 of whom may be of the
same political party) shall constitute a
quorum for purposes of conducting business.

‘‘(h) FEDERAL ADVISORY COMMITTEE ACT.—
The Board shall be exempt from the provi-
sions of the Federal Advisory Committee Act
(5 U.S.C. App.).

“‘(i) PERSONNEL.—

““(1) STAFF DIRECTOR.—The Board shall,
without regard to the provisions of title 5,
United States Code, relating to the competi-
tive service, appoint a Staff Director who
shall be paid at a rate equivalent to a rate
established for the Senior Executive Service
under section 5382 of title 5, United States
Code.

“(2) STAFF.—

“(A) IN GENERAL.—The Board may employ,
without regard to chapter 31 of title 5,
United States Code, such officers and em-
ployees as are necessary to administer the
activities to be carried out by the Board.

“(B) FLEXIBILITY WITH RESPECT TO CIVIL
SERVICE LAWS.—

“(i) IN GENERAL.—The staff of the Board
shall be appointed without regard to the pro-
visions of title 5, United States Code, gov-
erning appointments in the competitive
service, and, subject to clause (ii), shall be
paid without regard to the provisions of
chapters 51 and 53 of such title (relating to
classification and schedule pay rates).

“(if) MAXIMUM RATE.—In no case may the
rate of compensation determined under
clause (i) exceed the rate of basic pay pay-
able for level IV of the Executive Schedule
under section 5315 of title 5, United States
Code.

“(J) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated, out
of the Federal Supplemental Medical Insur-
ance Trust Fund established under section
1841, and the general fund of the Treasury,
such sums as are necessary to carry out the
purposes of this section.”.

(b) CONFORMING REFERENCES TO PREVIOUS
PART D.—

(1) IN GENERAL.—AnNYy reference in law (in
effect before the date of enactment of this
Act) to part D of title XVIII of the Social Se-
curity Act is deemed a reference to part E of
such title (as in effect after such date).

(2) SECRETARIAL SUBMISSION OF LEGISLATIVE
PROPOSAL.—Not later than 6 months after
the date of enactment of this section, the
Secretary of Health and Human Services
shall submit to the appropriate committees
of Congress a legislative proposal providing
for such technical and conforming amend-
ments in the law as are required by the pro-
visions of this section.

(c) EFFECTIVE DATE.—

(1) IN GENERAL.—The amendment made by
subsection (a) shall take effect on the date of
enactment of this Act.

(2) IMPLEMENTATION.—Notwithstanding any
provision of part D of title XVIII of the So-
cial Security Act (as added by subsection
(a)), the Secretary of Health and Human
Services shall implement the Voluntary
Medicare Prescription Drug Discount and Se-
curity Program established under such part
in a manner such that—

(A) benefits under such part for eligible
beneficiaries (as defined in section 1860 of
such Act, as added by such subsection) with
annual incomes below 200 percent of the pov-
erty line (as defined in such section) are
available to such beneficiaries not later than
the date that is 6 months after the date of
enactment of this Act; and

(B) benefits under such part for other eligi-
ble beneficiaries are available to such bene-
ficiaries not later than the date that is 1
year after the date of enactment of this Act.
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SEC. 102. ADMINISTRATION OF VOLUNTARY
MEDICARE PRESCRIPTION DRUG
DISCOUNT AND SECURITY PRO-
GRAM.

(a) ESTABLISHMENT OF CENTER FOR MEDI-
CARE PRESCRIPTION DRUGS.—There is estab-
lished, within the Centers for Medicare &
Medicaid Services of the Department of
Health and Human Services, a Center for
Medicare Prescription Drugs. Such Center
shall be separate from the Center for Bene-
ficiary Choices, the Center for Medicare
Management, and the Center for Medicaid
and State Operations.

(b) DuTiES.—It shall be the duty of the
Center for Medicare Prescription Drugs to
administer the Voluntary Medicare Prescrip-
tion Drug Discount and Security Program
established under part D of title XVIII of the
Social Security Act (as added by section 101).

(c) DIRECTOR.—

(1) APPOINTMENT.—There shall be in the
Center for Medicare Prescription Drugs a Di-
rector of Medicare Prescription Drugs, who
shall be appointed by the President, by and
with the advice and consent of the Senate.

(2) RESPONSIBILITIES.—The Director shall
be responsible for the exercise of all powers
and the discharge of all duties of the Center
for Medicare Prescription Drugs and shall
have authority and control over all per-
sonnel and activities thereof.

(d) PERSONNEL.—The Director of the Center
for Medicare Prescription Drugs may appoint
and terminate such personnel as may be nec-
essary to enable the Center for Medicare Pre-
scription Drugs to perform its duties.

SEC. 103. EXCLUSION OF PART D COSTS FROM
DETERMINATION OF PART B
MONTHLY PREMIUM.

Section 1839(g) of the Social Security Act
(42 U.S.C. 1395r(g)) is amended—

(1) by striking ‘“‘attributable to the appli-
cation of section” and inserting ‘‘attrib-
utable to—

““(1) the application of section’’;

(2) by striking the period and inserting “‘;
and’’; and

(3) by adding at the end the following new
paragraph:

““(2) the Voluntary Medicare Prescription
Drug Discount and Security Program under
part D.”.

SEC. 104. MEDIGAP REVISIONS.

Section 1882 of the Social Security Act (42
U.S.C. 1395ss) is amended by adding at the
end the following new subsection:

““(v) MODERNIZATION OF MEDICARE SUPPLE-
MENTAL POLICIES.—

‘(1) PROMULGATION OF MODEL REGULA-
TION.—

““(A) NAIC MODEL REGULATION.—If, within 9
months after the date of enactment of the
Prescription Drug and Medicare Improve-
ment Act of 2003, the National Association of
Insurance Commissioners (in this subsection
referred to as the ‘NAIC’) changes the 1991
NAIC Model Regulation (described in sub-
section (p)) to revise the benefit package
classified as ‘J’ under the standards estab-
lished by subsection (p)(2) (including the
benefit package classified as ‘J’ with a high
deductible feature, as described in subsection
(p)(11)) so that—

“(i) the coverage for prescription drugs
available under such benefit package is re-
placed with coverage for prescription drugs
that complements but does not duplicate the
benefits for prescription drugs that bene-
ficiaries are otherwise entitled to under this
title;

“(ii) a uniform format is used in the policy
with respect to such revised benefits; and

“(iii) such revised standards meet any ad-
ditional requirements imposed by the Pre-
scription Drug and Medicare Improvement
Act of 2003;

subsection (g)(2)(A) shall be applied in each
State, effective for policies issued to policy
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holders on and after January 1, 2006, as if the
reference to the Model Regulation adopted
on June 6, 1979, were a reference to the 1991
NAIC Model Regulation as changed under
this subparagraph (such changed regulation
referred to in this section as the ‘2006 NAIC
Model Regulation’).

‘“(B) REGULATION BY THE SECRETARY.—If
the NAIC does not make the changes in the
1991 NAIC Model Regulation within the 9-
month period specified in subparagraph (A),
the Secretary shall promulgate, not later
than 9 months after the end of such period,
a regulation and subsection (g)(2)(A) shall be
applied in each State, effective for policies
issued to policy holders on and after January
1, 2006, as if the reference to the Model Regu-
lation adopted on June 6, 1979, were a ref-
erence to the 1991 NAIC Model Regulation as
changed by the Secretary under this sub-
paragraph (such changed regulation referred
to in this section as the ‘2006 Federal Regula-
tion’).

““(C) CONSULTATION WITH WORKING GROUP.—
In promulgating standards under this para-
graph, the NAIC or Secretary shall consult
with a working group similar to the working
group described in subsection (p)(1)(D).

‘(D) MODIFICATION OF STANDARDS IF MEDI-
CARE BENEFITS CHANGE.—If benefits under
part D of this title are changed and the Sec-
retary determines, in consultation with the
NAIC, that changes in the 2006 NAIC Model
Regulation or 2006 Federal Regulation are
needed to reflect such changes, the preceding
provisions of this paragraph shall apply to
the modification of standards previously es-
tablished in the same manner as they applied
to the original establishment of such stand-
ards.

‘“(2) CONSTRUCTION OF BENEFITS IN OTHER
MEDICARE SUPPLEMENTAL POLICIES.—Nothing
in the benefit packages classified as ‘A’
through ‘I’ under the standards established
by subsection (p)(2) (including the benefit
package classified as ‘F’ with a high deduct-
ible feature, as described in subsection
(p)(11)) shall be construed as providing cov-
erage for benefits for which payment may be
made under part D.

““(3) APPLICATION OF PROVISIONS AND CON-
FORMING REFERENCES.—

““(A) APPLICATION OF PROVISIONS.—The pro-
visions of paragraphs (4) through (10) of sub-
section (p) shall apply under this section, ex-
cept that—

‘(i) any reference to the model regulation
applicable under that subsection shall be
deemed to be a reference to the applicable
2006 NAIC Model Regulation or 2006 Federal
Regulation; and

“(ii) any reference to a date under such
paragraphs of subsection (p) shall be deemed
to be a reference to the appropriate date
under this subsection.

‘“(B) OTHER REFERENCES.—AnNYy reference to
a provision of subsection (p) or a date appli-
cable under such subsection shall also be
considered to be a reference to the appro-
priate provision or date under this sub-
section.”.

SA 1027. Ms. SNOWE submitted an
amendment intended to be proposed by
her to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the end of title VI, insert the following:
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. SENSE OF THE SENATE REGARDING IM-
PLEMENTATION OF THE PRESCRIP-
TION DRUG AND MEDICARE IM-
PROVEMENT ACT OF 2003.

(a) IN GENERAL.—It is the sense of the Sen-
ate that the Committee on Finance of the
Senate should hold not less than 4 hearings
to monitor implementation of the Prescrip-
tion Drug and Medicare Improvement Act of
2003 (hereinafter in this section referred to as
the “Act’’) during which the Secretary or his
designee should testify before the Com-
mittee.

(b) INITIAL HEARING.—It is the sense of the
Senate that the first hearing described in
subsection (a) should be held not later than
60 days after the date of the enactment the
Act. At the hearing, the Secretary or his des-
ignee should submit written testimony and
testify before the Committee on Finance of
the Senate on the following issues:

(1) The progress toward implementation of
the prescription drug discount card under
section 111 of the Act.

(2) Development of the blueprint that will
direct the implementation of the provisions
of the Act, including the implementation of
title | (Medicare Prescription Drug Benefit),
title 1l (MedicareAdvantage), and title 111
(Center for Medicare Choices) of the Act.

(3) Any problems that will impede the
timely implementation of the Act.

(4) The overall progress toward implemen-
tation of the Act.

(C) SUBSEQUENT HEARINGS.—It is the sense
of the Senate that the additional hearings
described in subsection (a) should be held in
each of May 2004, October 2004, and May 2005.
At each hearing, the Secretary or his des-
ignee should submit written testimony and
testify before the Committee on Finance of
the Senate on the following issues:

(1) Progress on implementation of title |
(Medicare Prescription Drug Benefit), title 11
(MedicareAdvantage), and title 1ll (Center
for Medicare Choices) of the Act.

(2) Any problems that will impede timely
implementation of the Act.

SA 1028. Mr. CRAIG submitted an
amendment intended to be proposed by
him to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the end of subtitle A of title Il, add the
following:
SEC.

SEC.

. ESTABLISHMENT OF
MEDICAREADVANTAGE CONSUMER-
DRIVEN HEALTH PLAN OPTION.

(a) PROGRAM SPECIFICATIONS.—Part C of
title XVIII (42 U.S.C. 139%5w-21 et seq.),
amended by section 205, is amended by in-
serting after section 1858A the following new
section:

‘“CONSUMER-DRIVEN HEALTH PLAN OPTION

““SEC. 1858B. (a) ESTABLISHMENT OF PRO-
GRAM.—

““(1) IN GENERAL.—Beginning on January 1,
2006, there is established a consumer-driven
health plan program under which consumer-
driven health plans offered by consumer-
driven health plan sponsors are offered to
MedicareAdvantage eligible individuals in
preferred provider regions.

““(2) DEFINITIONS.—

““(A) CONSUMER-DRIVEN HEALTH PLAN SPON-
SOR.—The term ‘consumer-driven health plan
sponsor’ means an entity with a contract
under section 1857 that meets the require-
ments of this section applicable with respect
to consumer-driven health plan sponsors.

““(B) CONSUMER-DRIVEN HEALTH PLAN.—The
term ‘consumer-driven health plan’ means a
MedicareAdvantage plan that—
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““(i) provides 100 percent coverage for pre-
ventive benefits (as defined by the Sec-
retary);

““(ii) includes a personal care account from
which enrollees must pay out-of-pocket costs
until the deductible is met; and

“(iii) has a high deductible (as determined
by the Secretary).

“(C) PREFERRED PROVIDER REGION.—The
term ‘preferred provider region’ has the
meaning given that term under section
1858(a)(2)(C).

“(b) ELIGIBILITY, ELECTION, AND ENROLL-
MENT; BENEFITS AND BENEFICIARY PROTEC-
TIONS.—

““(1) IN GENERAL.—EXxcept as provided in the
succeeding provisions of this subsection, the
provisions of sections 1851 and 1852 that
apply with respect to coordinated care plans
shall apply to consumer-driven health plans
offered by a consumer-driven health plan
sponsor.

““(2) SERVICE AREA.—The service area of a
consumer-driven health plan shall be a pre-
ferred provider region.

“(3) AvAILABILITY.—Each consumer-driven
health plan must be offered to each
MedicareAdvantage eligible individual who
resides in the service area of the plan.

““(4) AUTHORITY TO PROHIBIT RISK SELEC-
TION.—The provisions of section 1852(a)(6)
shall apply to preferred provider organiza-
tion plans.

““(5) ASSURING ACCESS TO SERVICES IN CON-
SUMER-DRIVEN HEALTH PLANS.—The require-
ments of section 1858(a)(5) shall apply to con-
sumer-driven health plans.

““(6) PERSONAL CARE ACCOUNTS.—

“(A) ESTABLISHMENT.—Each consumer-
driven health plan shall establish a personal
care account on behalf of each enrollee from
which such enrollee shall be required to pay
out-of-pockets costs until the deductible de-
scribed in subsection (a)(2)(B)(iii) is met.

““(B) ROLLOVER.—Subject to subparagraph
(C), any amounts remaining in a personal
care account at the end of a year shall be
credited to such an account for the subse-
quent year.

““(C) CHANGES OF ELECTION.—If, after elect-
ing a consumer-driven health plan, a bene-
ficiary elects a plan under this part that is
not a consumer-driven health plan during a
subsequent year or elects to receive benefits
under the original medicare fee-for-service
program option (whether or not as a result of
circumstances described in section
1851(e)(4)), any amounts remaining in the ac-
count as of the date of such election shall be
credited to the Federal Hospital Insurance
Trust Fund under section 1817 and the Fed-
eral Supplementary Medical Insurance Trust
Fund under section 1841 in such proportion
as the Secretary determines is appropriate.

“(c) PAYMENTS TO CONSUMER-DRIVEN
HEALTH PLAN SPONSORS.—

““(1) PAYMENTS TO ORGANIZATIONS.—

““(A) MONTHLY PAYMENTS.—

“(i) IN GENERAL.—Under a contract under
section 1857 and subject to paragraph (5),
subsections (e) and (i), and section 1859(e)(4),
the Secretary shall make, to each consumer-
driven health plan sponsor, with respect to
coverage of an individual for a month under
this part in a preferred provider region, sepa-
rate monthly payments with respect to—

“(1) benefits under the original medicare
fee-for-service program under parts A and B
in accordance with paragraph (4); and

“(I1) benefits under the voluntary prescrip-
tion drug program under part D in accord-
ance with section 1858A and the other provi-
sions of this part.

““(il) SPECIAL RULE FOR END-STAGE RENAL
DISEASE.—The Secretary shall establish sepa-
rate rates of payment applicable with re-
spect to classes of individuals determined to
have end-stage renal disease and enrolled in
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a consumer-driven health plan under this
clause that are similar to the separate rates
of payment described in section 1853(a)(1)(B).

‘“(B) ADJUSTMENT TO REFLECT NUMBER OF
ENROLLEES.—The Secretary may retro-
actively adjust the amount of payment
under this paragraph in a manner that is
similar to the manner in which payment
amounts may be retroactively adjusted
under section 1853(a)(2).

““(C) COMPREHENSIVE RISK ADJUSTMENT
METHODOLOGY.—The Secretary shall apply
the comprehensive risk adjustment method-
ology described in section 1853(a)(3)(B) to 100
percent of the amount of payments to plans
under paragraph (4)(D)(ii).

‘(D) ADJUSTMENT FOR SPENDING VARIATIONS
WITHIN A REGION.—The Secretary shall estab-
lish a methodology for adjusting the amount
of payments to plans under paragraph
(4)(D)(ii) that achieves the same objective as
the adjustment described in paragraph
1853(a)(2)(C).

““(2) APPLICATION OF PREFERRED PROVIDER
BENCHMARKS.—The benchmark amounts cal-
culated under section 1858(c)(2) shall apply
with respect to consumer-driven health
plans.

‘“(3) APPLICATION OF PREFERRED PROVIDER
PAYMENT FACTORS.—The provisions of section
1858(c)(3) shall apply with respect to con-
sumer driven health plans.

‘“(4) SECRETARY’S DETERMINATION OF PAY-
MENT AMOUNT FOR BENEFITS UNDER THE ORIGI-
NAL MEDICARE FEE-FOR-SERVICE PROGRAM.—
The Secretary shall determine the payment
amount for plans as follows:

““(A) REVIEW OF PLAN BIDS.—The Secretary
shall review each plan bid submitted under
subsection (d)(1) for the coverage of benefits
under the original medicare fee-for-service
program option to ensure that such bids are
consistent with the requirements under this
part and are based on the assumptions de-
scribed in section 1854(a)(2)(A)(iii).

‘“(B) DETERMINATION OF PREFERRED PRO-
VIDER REGIONAL BENCHMARK AMOUNTS.—The
preferred provider regional benchmark cal-
culated under section 1858(c)(4)(B) shall
apply with respect to consumer-drive health
plans amount for that plan for the benefits
under the original medicare fee-for-service
program option for each plan equal to the re-
gional benchmark adjusted by using the as-
sumptions described in section
1854(a)(2)(A)(iii).

““(C) COMPARISON TO BENCHMARK.—The Sec-
retary shall determine the difference be-
tween each plan bid (as adjusted under sub-
paragraph (A)) and the preferred provider re-
gional benchmark amount (as determined
under subparagraph (B)) for purposes of de-
termining—

‘(i) the payment amount under subpara-
graph (D); and

‘“(ii) the additional benefits required and
MedicareAdvantage monthly basic bene-
ficiary premiums.

(D) DETERMINATION OF
AMOUNT.—

‘(i) IN GENERAL.—Subject to clause (ii), the
Secretary shall determine the payment
amount to a consumer-driven health plan
sponsor for a consumer-driven health plan as
follows:

““(1) BIDS THAT EQUAL OR EXCEED THE BENCH-
MARK.—In the case of a plan bid that equals
or exceeds the preferred provider regional
benchmark amount, the amount of each
monthly payment to the organization with
respect to each individual enrolled in a plan
shall be the preferred provider regional
benchmark amount.

“(I1) BIDS BELOW THE BENCHMARK.—In the
case of a plan bid that is less than the pre-
ferred provider regional benchmark amount,
the amount of each monthly payment to the
organization with respect to each individual
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enrolled in a plan shall be the preferred pro-
vider regional benchmark amount reduced
by the amount of any premium reduction
elected by the plan under section
1854(d)(1)(A)(i).

““(ii) APPLICATION OF ADJUSTMENT METH-
ODOLOGIES.—The Secretary shall adjust the
amounts determined under subparagraph (A)
using the factors described in section
1858(c)(3)(A)(ii).

“(E) FACTORS USED IN ADJUSTING BIDS AND
BENCHMARKS FOR CONSUMER-DRIVEN HEALTH
PLAN SPONSORS AND IN DETERMINING EN-
ROLLEE PREMIUMS.—Subject to subparagraph
(F), in addition to the factors used to adjust
payments to plans described in section
1853(d)(6), the Secretary shall use the adjust-
ment for geographic variation within the re-
gion established under paragraph (1)(D).

“(F) ADJUSTMENT FOR NATIONAL COVERAGE
DETERMINATIONS AND LEGISLATIVE CHANGES IN
BENEFITS.—The Secretary shall provide for
adjustments for national coverage deter-
minations and legislative changes in benefits
applicable with respect to consumer-driven
health plan sponsors in the same manner as
the Secretary provides for adjustments
under section 1853(d)(7).

“(5) PAYMENTS FROM TRUST FUND.—The
payment to a consumer-driven health plan
sponsor under this section shall be made
from the Federal Hospital Insurance Trust
Fund and the Federal Supplementary Med-
ical Insurance Trust Fund in a manner simi-
lar to the manner described in section
1853(g).

‘“(6) SPECIAL RULE FOR CERTAIN INPATIENT
HOSPITAL STAYS.—Rules similar to the rules
applicable under section 1853(h) shall apply
with respect consumer-driven health plan
sponsors.

“(7) SPECIAL RULE FOR HOSPICE CARE.—
Rules similar to the rules applicable under
section 1853(i) shall apply with respect to
consumer-driven health plan sponsors.

““(d) SuBMISSION OF BIDS BY CONSUMER-
DRIVEN HEALTH PLANS; PREMIUMS.—

““(1) SUBMISSION OF BIDS BY CONSUMER-DRIV-
EN HEALTH PLAN SPONSORS.—

“(A) IN GENERAL.—For the requirements on
submissions by consumer-driven health
plans, see section 1854(a)(1).

““(B) UNIFORM PREMIUMS.—Each bid amount
submitted under subparagraph (A) for a con-
sumer-driven health plan in a preferred pro-
vider region may not vary among
MedicareAdvantage eligible individuals re-
siding in such preferred provider region.

““(C) APPLICATION OF FEHBP STANDARD; PRO-
HIBITION ON PRICE GOUGING.—Each bid
amount submitted under subparagraph (A)
for a consumer-driven health plan must rea-
sonably and equitably reflect the cost of ben-
efits provided under that plan.

“(D) ReviEw.—The Secretary shall review
the adjusted community rates (as defined in
section 1854(g)(3)), the amounts of the
MedicareAdvantage monthly basic premium
and the MedicareAdvantage monthly bene-
ficiary premium for enhanced medical bene-
fits filed under this paragraph and shall ap-
prove or disapprove such rates and amounts
so submitted. The Secretary shall review the
actuarial assumptions and data used by the
consumer-driven health plan sponsor with
respect to such rates and amounts so sub-
mitted to determine the appropriateness of
such assumptions and data.

““(E) NO LIMIT ON NUMBER OF PLANS IN A RE-
GION.—The Secretary may not limit the
number of consumer-driven health plans of-
fered in a preferred provider region.

“(2) MONTHLY PREMIUMS CHARGED.—The
amount of the monthly premium charged to
an individual enrolled in a consumer-driven
health plan offered by a consumer-driven
health plan sponsor shall be equal to the sum
of the following:
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“(A) The MedicareAdvantage monthly
basic beneficiary premium, as defined in sec-
tion 1854(b)(2)(A) (if any).

““(B) The MedicareAdvantage monthly ben-
eficiary premium for enhanced medical bene-
fits, as defined in section 1854(b)(2)(C) (if
any).

““(C) The MedicareAdvantage monthly obli-
gation for qualified prescription drug cov-
erage, as defined in section 1854(b)(2)(B) (if
any).

‘“(3) DETERMINATION OF PREMIUM REDUC-
TIONS, REDUCED COST-SHARING, ADDITIONAL
BENEFITS, AND BENEFICIARY PREMIUMS.—The
rules for determining premium reductions,
reduced cost-sharing, additional benefits,
and beneficiary premiums under section
1854(d) shall apply with respect to consumer-
driven health plan sponsors.

““(4) PROHIBITION OF SEGMENTING PREFERRED
PROVIDER REGIONS.—The Secretary may not
permit a consumer-driven health plan spon-
sor to elect to apply the provisions of this
section uniformly to separate segments of a
preferred provider region (rather than uni-
formly to an entire preferred provider re-
gion).

‘“(e) PORTION OF TOTAL PAYMENTS TO AN
ORGANIZATION SUBJECT TO RISK FOR 2
YEARS.—

““(1) NOTIFICATION OF SPENDING UNDER THE
PLAN.—

“(A) IN GENERAL.—For 2007 and 2008, the
consumer-driven health plan sponsor offer-
ing a consumer-driven health plan shall no-
tify the Secretary of the total amount of
costs that the organization incurred in pro-
viding benefits covered under parts A and B
of the original medicare fee-for-service pro-
gram for all enrollees under the plan in the
previous year.

““(B) CERTAIN EXPENSES NOT INCLUDED.—The
total amount of costs specified in subpara-
graph (A) may not include—

““(i) subject to subparagraph (C), adminis-
trative expenses incurred in providing the
benefits described in such subparagraph; or

“(ii) amounts expended on providing en-
hanced medical benefits under section
1852(a)(3)(D).

““(C) ESTABLISHMENT OF ALLOWABLE ADMIN-
ISTRATIVE EXPENSES.—For purposes of apply-
ing subparagraph (B)(i), the administrative
expenses incurred in providing benefits de-
scribed in subparagraph (A) under a con-
sumer-driven health plan may not exceed an
amount determined appropriate by the Ad-
ministrator.

““(2) ADJUSTMENT OF PAYMENT.—

““(A) NO ADJUSTMENT IF COSTS WITHIN RISK
CORRIDOR.—If the total amount of costs spec-
ified in paragraph (1)(A) for the plan for the
year are not more than the first threshold
upper limit of the risk corridor (specified in
paragraph (3)(A)(iii)) and are not less than
the first threshold lower limit of the risk
corridor (specified in paragraph (3)(A)(i)) for
the plan for the year, then no additional pay-
ments shall be made by the Secretary and no
reduced payments shall be made to the con-
sumer-driven health plan sponsor offering
the plan.

““(B) INCREASE IN PAYMENT IF COSTS ABOVE
UPPER LIMIT OF RISK CORRIDOR.—

“(i) IN GENERAL.—If the total amount of
costs specified in paragraph (1)(A) for the
plan for the year are more than the first
threshold upper limit of the risk corridor for
the plan for the year, then the Secretary
shall increase the total of the monthly pay-
ments made to the consumer-driven health
plan sponsor offering the plan for the year
under subsection (c)(1)(A) by an amount
equal to the sum of—

“(1) 50 percent of the amount of such total
costs which are more than such first thresh-
old upper limit of the risk corridor and not
more than the second threshold upper limit
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of the risk corridor for the plan for the year
(as specified under paragraph (3)(A)(iv)); and

““(11) 10 percent of the amount of such total
costs which are more than such second
threshold upper limit of the risk corridor.

““(C) REDUCTION IN PAYMENT IF COSTS BELOW
LOWER LIMIT OF RISK CORRIDOR.—If the total
amount of costs specified in paragraph (1)(A)
for the plan for the year are less than the
first threshold lower limit of the risk cor-
ridor for the plan for the year, then the Sec-
retary shall reduce the total of the monthly
payments made to the consumer-driven
health plan sponsor offering the plan for the
year under subsection (c)(1)(A) by an amount
(or otherwise recover from the plan an
amount) equal to—

‘(i) 50 percent of the amount of such total
costs which are less than such first threshold
lower limit of the risk corridor and not less
than the second threshold lower limit of the
risk corridor for the plan for the year (as
specified under paragraph (3)(A)(ii)); and

‘“(ii) 10 percent of the amount of such total
costs which are less than such second thresh-
old lower limit of the risk corridor.

*“(3) ESTABLISHMENT OF RISK CORRIDORS.—

“(A) IN GENERAL.—For 2006 and 2007, the
Secretary shall establish a risk corridor for
each consumer-driven health plan. The risk
corridor for a plan for a year shall be equal
to a range as follows:

“(i) FIRST THRESHOLD LOWER LIMIT.—The
first threshold lower limit of such corridor
shall be equal to—

“(l) the target amount described in sub-
paragraph (B) for the plan; minus

“(11) an amount equal to 5 percent of such
target amount.

““(ii) SECOND THRESHOLD LOWER LIMIT.—The
second threshold lower limit of such corridor
shall be equal to—

“(1) the target amount described in sub-
paragraph (B) for the plan; minus

“(11) an amount equal to 10 percent of such
target amount.

““(iii) FIRST THRESHOLD UPPER LIMIT.—The
first threshold upper limit of such corridor
shall be equal to the sum of—

“(1) such target amount; and

“(11) the amount described in clause (i)(Il).

““(iv) SECOND THRESHOLD UPPER LIMIT.—The
second threshold upper limit of such corridor
shall be equal to the sum of—

“(1) such target amount; and

“(I)y the amount described
().

‘“(B) TARGET AMOUNT DESCRIBED.—The tar-
get amount described in this paragraph is,
with respect to a consumer-driven health
plan offered by a consumer-driven health
plan sponsor in a year, an amount equal to
the sum of—

“(i) the total monthly payments made to
the organization for enrollees in the plan for
the year under subsection (c)(1)(A); and

in clause

“(if) the total MedicareAdvantage basic
beneficiary premiums collected for such en-
rollees for the year under subsection
@M.

‘“(4) PLANS AT RISK FOR ENTIRE AMOUNT OF
ENHANCED MEDICAL BENEFITS.—A consumer-
driven health plan sponsor that offers a con-
sumer-driven health plan that provides en-
hanced medial benefits wunder section
1852(a)(3)(D) shall be at full financial risk for
the provision of such benefits.

““(5) NO EFFECT ON ELIGIBLE BENE-
FICIARIES.—NoO change in payments made by
reason of this subsection shall affect the
amount of the MedicareAdvantage basic ben-
eficiary premium that a beneficiary is other-
wise required to pay under the plan for the
year under subsection (d)(2)(A).

“(6) DISCLOSURE OF INFORMATION.—The pro-
visions of section 1860D-16(b)(7), including
subparagraph (B) of such section, shall apply
to a consumer-driven health plan sponsor
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and a consumer-driven health plan in the
same manner as such provisions apply to an
eligible entity and a Medicare Prescription
Drug plan under part D.

“(f) ORGANIZATIONAL AND FINANCIAL RE-
QUIREMENTS FOR CONSUMER-DRIVEN HEALTH
PLAN SPONSORS.—A consumer-driven health
plan sponsor shall be organized and licensed
under State law as a risk-bearing entity eli-
gible to offer health insurance or health ben-
efits coverage in each State within the pre-
ferred provider region in which it offers a
consumer-driven health plan.

“(g) INAPPLICABILITY OF PROVIDER-SPON-
SORED ORGANIZATION SOLVENCY STANDARDS.—
The requirements of section 1856 shall not
apply with respect to consumer-driven
health plan sponsors.

“(h) CONTRACTS WITH CONSUMER-DRIVEN
HEALTH PLAN SPONSORS.—The provisions of
section 1857 shall apply to a consumer-driven
health plan offered by a consumer-driven
health plan sponsor under this section.

(1) BUDGET NEUTRALITY.—Notwith-
standing any other provision of this section,
in conducting the program under this sec-
tion, the Secretary shall ensure that the ag-
gregate payments made by the Secretary
under this title do not exceed the amount
the Secretary would have paid if this section
had not been enacted.”’.

(b) CONSUMER-DRIVEN HEALTH PLAN TERMI-
NOLOGY DEFINED.—Section 1859(a) (42 U.S.C.
1395w-29(a)), as amended by section 211(b), is
amended by adding at the end the following
new paragraph:

““(4) CONSUMER-DRIVEN HEALTH PLAN SPON-
SOR; CONSUMER-DRIVEN HEALTH PLAN.—The
terms ‘consumer-driven health plan sponsor’
and ‘consumer-driven health plan’ have the
meaning given such terms in section
1858B(a)(2).”.

SA 1029. Mr. SANTORUM submitted
an amendment intended to be proposed
by him to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the end of title VI, insert the following:
SEC. . MEDICARE COVERAGE OF CRITICAL

ACCESS HEALTH CENTER SERVICES.

(a) IN GENERAL.—

(1) CoVvERAGE.—Section 1861(s)(2)(E)
U.S.C. 1395x(s)(2)(E)) is amended—

(A) by striking ‘“‘services and’” and insert-
ing “‘services,”’; and

(B) by striking ‘“‘center services’” and in-
serting ‘‘center services, and critical access
health center services”.

(2) DEFINITIONS.—Section 1861(aa) (42 U.S.C.
1395x(aa)) is amended—

(A) in the heading—

(i) by striking ‘“‘Services and’” and insert-
ing ‘““Services,”’; and

(ii) by striking ‘““‘Center Services’ and in-
serting ‘“‘Center Services, and Critical Access
Health Center Services’’;

(B) in paragraph (1)(B), by striking ‘‘para-
graph (5)”” and inserting ‘‘paragraph (7)”’;

(C) by redesignating paragraphs (5), (6), and
(7) as paragraphs (7), (8), and (9), respec-
tively; and

(D) by inserting after paragraph (4) the fol-
lowing:

““(5) The term ‘critical access health center
services’ means—

“(A) services of the type described in sub-
paragraphs (A) through (C) of paragraph (1);
and

““(B) preventive primary health services of
the type that a health center is required to
provide under section 330 of the Public
Health Service Act,

(2
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when furnished to an individual who is an
outpatient of a critical access health center
and, for this purpose, any reference to a
rural health clinic or a physician described
in paragraph (2)(B) is deemed a reference to
a critical access health center or a physician
at the center, respectively.

““(6) The term ‘critical access health cen-
ter’ means an entity that—

“(A) is sponsored by a private, nonprofit
entity with a religious affiliation; and

““(B) based on the recommendation of the
Centers for Medicare and Medicaid Services,
is determined by the Secretary to meet the
requirements for receiving a grant under sec-
tion 330 of the Public Health Service Act
(other than the requirement of subsection
(N)(B)(H)(i) of such section).”.

(3) PAYMENTS.—

(A) ScoPE OF BENEFITS.—Section 1832(a) (42
U.S.C.1395k(a)) is amended—

(i) in paragraph (1), by striking ‘‘subpara-
graphs (B) and (D)’ and inserting ‘‘subpara-
graphs (B), (D), and (K)’’; and

(ii) in paragraph (2)—

(1) by striking ‘“‘and’ at the end of subpara-
graph (1);

(I1) by striking the period at the end of
subparagraph (J) and inserting *‘; and’’; and

(111) by adding at the end the following:

“(K) critical access health center serv-
ices.”.

(B) PAYMENT OF BENEFITS.—Section 1833(a)
(42 U.S.C.1395l(a)) is amended—

(i) in the matter preceding subparagraph
(A) of paragraph (2), by striking “and (I)”
and inserting ““(1), and (K)*’; and

(ii) in paragraph (3), by inserting ‘“‘or sec-
tion 1832(a)(2)(K)”’ after ‘‘section
1832(a)(2)(D)™".

(C) PART B DEDUCTIBLE NOT APPLICABLE.—
The first sentence of section 1833(b) (42
U.S.C. 1395I(b)) is amended by inserting ‘‘or
critical access health center services’ after
“‘Federally qualified health center services’.

(D) EXCEPTION TO EXCLUSIONS FROM COV-
ERAGE.—Section 1862(a) of such Act (42 U.S.C.
1395y(a)) is amended—

(i) in paragraph (2), by inserting ‘‘or crit-
ical access health center services (as defined
in section 1861(aa)(5))”’ after ‘‘Federally
qualified health center services’’;

(i) in paragraph (3), by inserting “in the
case of critical access health center services
(as defined in section 1861(aa)(5)),”” after
‘‘section 1880(e),”’; and

(iii) in the second sentence, by inserting
“‘or critical access health center services de-
scribed in section 1861(aa)(5)(B)” after ‘‘sec-
tion 1861 (aa)(3)(B)™.

(E) EXCEPTION TO ANTI-KICKBACK LAW FOR
WAIVER OF COINSURANCE.—Section
1128B(b)(3)(D) (42 U.S.C. 13206-7b(b)(3)(D)) is
amended—

(i) by inserting “‘(i)”” before ‘““a waiver’’;

(if) by inserting ‘“‘and’’ after ‘“*Act;”’; and

(iii) by adding at the end the following:

“(ii) a waiver of—

“(I) any coinsurance under part B of title
XVIII by a critical access health center with
respect to an individual who qualifies for
subsidized services under a provision of sec-
tion 330 of the Public Health Service Act (as
made applicable to such centers by section
1861(aa)(6)); and

“(I1) the deductible and any coinsurance
under such part by any provider of services,
physician, or supplier to which such an indi-
vidual is referred by a critical access health
center for the provision of services that are
not critical access health center services;”.

(F) CONFORMING AMENDMENTS.—

(i) Section 1842(b)(18)(C)(1) (42 U.S.C.
1395u(b)(18)(C)(1)) is amended by striking
“‘section 1861(aa)(5)’”” and inserting ‘‘section
1861(aa)(7)”".

(ii) Section 1861(s)(2) (42 U.S.C. 1395x(s)(2))
is amended in subparagraph (H)(i), by strik-

CONGRESSIONAL RECORD — SENATE

ing ‘“‘subsection (aa)(5)”’ and inserting ‘‘sub-
section (aa)(7)”.

(iii) Section 1861(s)(2) (42 U.S.C. 1395x(s)(2))
is amended in subparagraph (K)—

() by striking ‘“‘subsection (aa)(5)”” each
place it appears and inserting ‘‘subsection
(aa)(7)’; and

(1) by striking ‘“‘subsection (aa)(6)’” and in-
serting ‘‘subsection (aa)(8)”".

(b) EFFECTIVE DATE.—The amendments
made this section shall apply to items and
services furnished on or after October 1, 2004.
SEC. . DEMONSTRATION TO IMPROVE AC-

CESS AND CONTINUITY OF CARE
FOR LOW-INCOME BENEFICIARIES.

(a) IN GENERAL.—The Secretary shall—

(1) conduct a demonstration project to test
the use of alternative payment methodolo-
gies to health care providers to improve ac-
cess to ambulatory health care services and
continuity of care for vulnerable populations
such as low-income beneficiaries under title
XVII1; and

(2) waive any provisions of the Social Secu-
rity Act that are necessary to implement
such demonstration.

(b) DURATION.—The demonstration project
conducted pursuant to subsection (a) shall be
for a term of at least 3 years and shall begin
operation not later than 1 year after the date
of the enactment of this Act.

(c) REPORTS.—

(1) INTERIM AND FINAL REPORTS REQUIRED.—
The Secretary shall submit interim and final
reports on the demonstration project con-
ducted pursuant to subsection (a) to the
Committee on Finance of the Senate and the
Committee on Ways and Means and the Com-
mittee on Commerce of the House of Rep-
resentatives. Such reports shall describe—

(A) the alternative payment methodologies
in use under the demonstration;

(B) the provisions of law waived by the
Secretary in order to conduct the dem-
onstration; and

(C) the extent to which the demonstration
has achieved the objectives described in sub-
section (a).

(2) TIMING OF REPORTS.—The Secretary
shall submit the interim report required by
paragraph (1) not later than 2 years after the
commencement of the demonstration and
the final report not later than 6 months after
the termination the demonstration.

SA 1030. Mr. ENZI submitted an
amendment intended to be proposed by
him to the bill S. 1, to amend title
XVIIlI of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

On page 356, strike lines 8 through 11, and
insert the following:

““(C) CONSTRUCTION.—Subparagraph (B)
shall not be construed as restricting—

(i) the persons from whom enrollees under
such plan may obtain covered benefits; or

““(ii) the categories of licensed health pro-
fessionals or providers from whom enrollees
under such a plan may obtain covered bene-
fits if the covered services are provided to
enrollees in a State where 25 percent or more
of the population resides in health profes-
sional shortage areas designated pursuant to

section 332 of the Public Health Service
Act.”’

SA 1031. Mr. CARPER submitted an
amendment intended to be proposed by
him to the bill S. 1, to amend title
XVIIlI of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
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coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the end of subtitle B of title 1V, add the
following:

SEC. . INCREASING TYPES OF ORIGINATING
TELEHEALTH SITES AND FACILI-
TATING THE PROVISION OF TELE-
HEALTH SERVICES ACROSS STATE
LINES.

(@) INCREASING TYPES OF ORIGINATING
SITES.—Section 1834(m)(4)(C)(ii) (42 U.S.C.
1395m(m)(4)(C)(ii)) is amended by adding at
the end the following new subclauses:

“(VI) A skilled nursing facility (as defined
in section 1819(a)).

“(VIl) An assisted-living facility (as de-
fined by the Secretary).

“(VIHI) A board-and-care home (as defined
by the Secretary).

“(1X) A county of community health clinic
(as defined by the Secretary).

“(X) A community mental health center
(as described in section 1861(ff)(2)(B)).

“(XI1) A long-term care facility (as defined
by the Secretary).

“(XIl) A facility operated by the Indian
Health Service or by an Indian tribe, tribal
organization, or an urban Indian organiza-
tion (as such terms are defined in section 4 of
the Indian Health Care Improvement Act (25
U.S.C. 1603)) directly, or under contract or
other arrangement.”.

(b) FACILITATING THE PROVISION OF TELE-
HEALTH SERVICES ACROSS STATE LINES.—

(1) IN GENERAL.—For purposes of expediting
the provision of telehealth services for which
payment is made under the medicare pro-
gram under section 1834(m) of the Social Se-
curity Act (42 U.S.C. 1395m(m)), across State
lines, the Secretary shall, in consultation
with representatives of States, physicians,
health care practitioners, and patient advo-
cates, encourage and facilitate the adoption
of State provisions allowing for multistate
practitioner licensure across State lines.

(2) DEFINITIONS.—In this subsection:

(A) TELEHEALTH SERVICE.—The term ‘‘tele-
health service’” has the meaning given that
term in subparagraph (F)(i) of section
1834(m)(4) of the Social Security Act (42
U.S.C. 1395m(m)(4)).

(B) PHYSICIAN, PRACTITIONER.—The terms
“physician” and ‘“‘practitioner’” have the
meaning given those terms in subparagraphs
(D) and (E), respectively, of such section.

(C) MEDICARE PROGRAM.—The term ‘“‘medi-
care program’ means the program of health
insurance administered by the Secretary
under title XVIII of the Social Security Act
(42 U.S.C. 1395 et seq.).

SA 1032. Ms. MIKULSKI submitted
an amendment intended to be proposed
by her to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the end of subtitle A of title 1V, add the
following:

SEC. . PERMITTING DIRECT PAYMENT UNDER
THE MEDICARE PROGRAM FOR
CLINICAL SOCIAL WORKER SERV-
ICES PROVIDED TO RESIDENTS OF
SKILLED NURSING FACILITIES.

(a) IN GENERAL.—Section 1888(e)(2)(A)(ii)
(42 U.S.C. 1395yy(e)(2)(A)(ii)) is amended by
inserting ‘“‘clinical social worker services,”
after ‘‘qualified psychologist services,”.

(b) CONFORMING  AMENDMENT.—Section
1861(hh)(2) (42 U.S.C. 1395x(hh)(2)) is amended
by striking ‘‘and other than services fur-
nished to an inpatient of a skilled nursing fa-
cility which the facility is required to pro-
vide as a requirement for participation”.
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(c) EFFECTIVE DATE.—The amendments
made by this section shall apply to items
and services furnished on or after October 1,
2003.

SA 1033. Ms. MIKULSKI submitted
an amendment intended to be proposed
by her to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the end of title VI, add the following:
SEC. . EXTENSION OF MUNICIPAL HEALTH

SERVICE DEMONSTRATION
PROJECTS.

The last sentence of section 9215(a) of the
Consolidated Omnibus Budget Reconciliation
Act of 1985 (42 U.S.C. 1395b-1 note), as pre-
viously amended, is amended by striking
““December 31, 2004, but only with respect to”’
and all that follows and inserting ‘‘December
31, 2009, but only with respect to individuals
who reside in the city in which the project is
operated and so long as the total number of
individuals participating in the project does
not exceed the number of such individuals
participating as of January 1, 1996."".

SA 1034. Ms. MIKULSKI submitted
an amendment intended to be proposed
by her to the bill S. 1, to amend title
XVIIlI of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the end of subtitle B of title 1V, add the
following:

SEC. . EQUITABLE TREATMENT FOR CHIL-
DREN’S HOSPITALS.

(a) IN GENERAL.—Section 1833(t)(7)(D)(ii)
(42 U.S.C. 1395I(t)(7)(D)(ii)) is amended to
read as follows:

“(ii) PERMANENT TREATMENT FOR CANCER
HOSPITALS AND CHILDREN’S HOSPITALS.—

“(I) CANCER HOSPITALS.—In the case of a
hospital described in section 1886(d)(1)(B)(v),
for covered OPD services for which the PPS
amount is less than the pre-BBA amount, the
amount of payment under this subsection
shall be increased by the amount of such dif-
ference.

“(11) CHILDREN’S HOSPITALS.—In the case of
a hospital described in section
1886(d)(1)(B)(iii), for covered OPD services
furnished before October 1, 2003, and for
which the PPS amount is less than the pre-
BBA amount the amount of payment under
this subsection shall be increased by the
amount of such difference. In the case of
such a hospital, for such services furnished
on or after October 1, 2003, and for which the
PPS amount is less than the greater of the
pre-BBA amount or the reasonable operating
and capital costs without reductions in-
curred in furnishing such services, the
amount of payment under this subsection
shall be increased by the amount of such dif-
ference.”.

SA 1035. Ms. MIKULSKI submitted
an amendment intended to be proposed
by her to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the end of subtitle B of title 1V, add the
following:
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SEC. . EQUITABLE TREATMENT FOR CHIL-
DREN’S HOSPITALS.
(a) IN GENERAL.—Section 1833(t)(7)(D)(ii)

(42 U.S.C. 1395I(t)(7)(D)(ii))
read as follows:

““(ii) PERMANENT TREATMENT FOR CANCER
HOSPITALS AND CHILDREN’S HOSPITALS.—

“(1) IN GENERAL.—Subject to subclause (1),
in the case of a hospital described in clause
(iii) or (v) of section 1886(d)(1)(B), for covered
OPD services for which the PPS amount is
less than the pre-BBA amount, the amount
of payment under this subsection shall be in-
creased by the amount of such difference.

““(11) SPECIAL RULE FOR CERTAIN CHILDREN’S
HOSPITALS.—In the case of a hospital de-
scribed in section 1886(d)(1)(B)(iii) that is lo-
cated in a State with a reimbursement sys-
tem under section 1814(b)(3), but that is not
reimbursed under such system, for covered
OPD services furnished on or after October 1,
2003, and for which the PPS amount is less
than the greater of the pre-BBA amount or
the reasonable operating and capital costs
without reductions of the hospital in pro-
viding such services, the amount of payment
under this subsection shall be increased by
the amount of such difference.”.

SA 1036. Mr. REID (for Mrs. BOXER)
proposed an amendment to the bill S. 1,
to amend title XVIII of the Social Se-
curity Act to make improvements in
the medicare program, to provide pre-
scription drug coverage under the
medicare program, and for other pur-
poses; as follows:

On page 53, between line 8 and 9, insert the
following:

‘“(6) NO COVERAGE GAP FOR ELIGIBLE BENE-
FICIARIES WITH CANCER.—

“(A) IN GENERAL.—In the case of an eligible
beneficiary with cancer, the following rules
shall apply:

‘(i) Paragraph (2) shall be applied by sub-
stituting ‘up to the annual out-of-pocket
limit under paragraph (4)’ for ‘up to the ini-
tial coverage limit under paragraph (3)’.

“(if) The Administrator shall not apply
paragraph (3), subsection (d)(1)(C), or para-
graph (1)(D), (2)(D), or (3)(A)(iv) of section
1860D-19(a).

‘“(B) PROCEDURES.—The  Administrator
shall establish procedures to carry out this
paragraph. Such procedures shall provide for
the adjustment of payments to eligible enti-
ties under section 1860D-16 that are nec-
essary because of the rules under subpara-
graph (A).”

SA 1037. Mr. REID (for Mr. CORZINE)
proposed an amendment to the bill S. 1,
to amend title XVIII of the Social Se-
curity Act to make improvements in
the medicare program, to provide pre-
scription drug coverage under the
medicare program, and for other pur-
poses; as follows:

At the end of subtitle A of title I, add the
following:

SEC. . CONFORMING CHANGES REGARDING
FEDERALLY QUALIFIED HEALTH
CENTERS.

(a) PERMITTING FQHCs To FILL PRESCRIP-
TIONS.—Section 1861(aa)(3) (42 U.S.C.
1395x(aa)(3)) is amended—

(1) in subparagraph (A), by striking “and”’
after the comma at the end;

(2) in subparagraph (B), by inserting ‘““and”
after the comma at the end; and

(3) by adding at the end the following new
subparagraph:

““(C) drugs and biologicals for which pay-
ment may otherwise be made under this
title,”.

(b) ELIMINATION OF PER VISIT LIMIT.—Sec-
tion 1833(a)(3) (42 U.S.C. 1395l(a)(3)) is amend-
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ed by inserting *‘, except that such regula-
tions may not limit the per visit payment
amount with regard to drugs and biologicals
described in section 1861(aa)(3)(C)’’ after ‘‘the
Secretary may prescribe in regulations’.

SA 1038. Mr. REID (for Mr. JEFFORDS)
proposed an amendment to the bill S. 1,
to amend title XVIII of the Social Se-
curity Act to make improvements in
the medicare program, to provide pre-
scription drug coverage under the
medicare program, and for other pur-
poses; as follows:

At the end of section 405 add the following:

(g) ExcLusIiON oF CERTAIN BEDS FROM BED
COUNT AND REMOVAL OF BARRIERS TO ESTAB-
LISHMENT OF DISTINCT PART UNITS.—

(1) EXCLUSION OF CERTAIN BEDS FROM BED
COUNT.—Section 1820(c)(2) (42 U.S.C. 1395i-
4(c)(2)) is amended by adding at the end the
following:

““(E) EXCLUSION OF CERTAIN BEDS FROM BED
COUNT.—INn determining the number of beds
of a facility for purposes of applying the bed
limitations referred to in subparagraph
(B)(iii) and subsection (f), the Secretary
shall not take into account any bed of a dis-
tinct part psychiatric or rehabilitation unit
(described in the matter following clause (v)
of section 1886(d)(1)(B)) of the facility, except
that the total number of beds that are not
taken into account pursuant to this subpara-
graph with respect to a facility shall not ex-
ceed 25.”.

(2) REMOVING BARRIERS TO ESTABLISHMENT
OF DISTINCT PART UNITS BY CRITICAL ACCESS
HOSPITALS.—Section 1886(d)(1)(B) (42 U.S.C.
195ww(d)(1)(B)) is amended by striking ‘‘a
distinct part of the hospital (as defined by
the Secretary)” in the matter following
cause (v) and inserting ‘“‘a distinct part (as
defined by the Secretary) of the hospital or
of a critical access hospital’.

(3) EFFECTIVE DATE.—The amendments
made by this subsection shall apply to deter-
minations with respect to distinct part unit
status, and with respect to designations,
that are made on or after October 1, 2003.

SA 1039. Mr. REID (for Mr. INOUYE)
proposed an amendment to the bill S. 1,
to amend title XVIII of the Social Se-
curity Act to make improvements in
the medicare program, to provide pre-
scription drug coverage under the
medicare program, and for other pur-
poses; as follows:

At the appropriate place, insert the fol-
lowing:
SECTION 1. SHORT TITLE.

This Act may be cited as the ‘““Native Ha-
waiian Medicaid Coverage Act of 2003"".

SEC. 2. 100 PERCENT FMAP FOR MEDICAL ASSIST-
ANCE PROVIDED TO A NATIVE HA-
WAIIAN THROUGH A FEDERALLY-
QUALIFIED HEALTH CENTER OR A
NATIVE HAWAIIAN HEALTH CARE
SYSTEM UNDER THE MEDICAID PRO-
GRAM.

(a) MEDICAID.—Section 1905(b) of the Social
Security Act (42 U.S.C. 1396d(b)) is amended,
in the third sentence, by inserting ‘‘, and
with respect to medical assistance provided
to a Native Hawaiian (as defined in section
12 of the Native Hawaiian Health Care Im-
provement Act) through a Federally-quali-
fied health center or a Native Hawaiian
health care system (as so defined) whether
directly, by referral, or under contract or
other arrangement between a Federally-
qualified health center or a Native Hawaiian
health care system and another health care
provider’ before the period.
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(b) EFFECTIVE DATE.—The amendment
made by this section applies to medical as-
sistance provided on or after the date of en-
actment of this Act.

SA 1040. Mr. SCHUMER (for himself,
Mr. CORZINE, Mrs. CLINTON, and Mr.
LAUTENBERG) submitted an amendment
intended to be proposed by him to the
bill S. 1, to amend title XVIII of the
Social Security Act to make improve-
ments in the medicare program, to pro-
vide prescription drug coverage under
the medicare program, and for other
purposes; which was ordered to lie on
the table; as follows:

On page 294, line 6, strike “‘or (C)”” and in-
sert ““(C), or (D).

On page 294, line 21, insert ‘“‘(other than in
2004 and 2005)”" after “multiplied”.

On page 297, strike lines 5 through 9, and
insert the following:

“(iv) For 2002 and 2003, 102 percent of the
annual Medicare+Choice capitation rate
under this paragraph for the area for the pre-
vious year.

“(v) For 2004 and 2005, 103 percent of the
annual Medicare+Choice capitation rate
under this paragraph for the area for the pre-
vious year.

““(vi) For 2006 and each succeeding year, 102
percent of the annual Medicare+Choice capi-
tation rate under this paragraph for the area
for the previous year.

‘(D) ANNUAL FEE-FOR-SERVICE COSTS IN 2004
AND 2005.—For 2004 and 2005, the adjusted av-
erage per capita cost for the year, as deter-
mined under section 1876(a)(4) for the
Medicare+Choice payment area for items and
services covered under parts A and B for in-
dividuals entitled to benefits under part A
and enrolled under part B and not enrolled in
a Medicare+Choice plan under this part for
the year, except that such amount shall be
adjusted—

‘(i) to exclude costs attributable to pay-
ment adjustments described in subsection
(@ G)(B)(ii), and

“(if) to include an amount equal to the
Secretary’s estimate, on a per capita basis,
of the amount of additional payments that
would have been made in the area involved
under this title if individuals entitled to ben-
efits under this title had not received serv-
ices from facilities of the Department of De-
fense or the Department of Veterans Affairs.

On page 298, line 10, strike ‘‘subparagraph
(B)” and insert ‘“‘subparagraphs (B) and (E)”’.

On page 301, between lines 8 and 9, insert
the following:

““(E) INCLUSION OF COSTS OF DOD AND VA
MILITARY FACILITY SERVICES TO MEDICARE-ELI-
GIBLE BENEFICIARIES.—In determining the
area-specific Medicare+Choice capitation
rate under subparagraph (A) for 2004 and 2005,
the annual per capita rate of payment for
1997 determined under section 1876(a)(1)(C)
shall be adjusted to include in the rate the
Secretary’s estimate, on a per capita basis,
of the amount of additional payments that
would have been made in the area involved
under this title if individuals entitled to ben-
efits under this title had not received serv-
ices from facilities of the Department of De-
fense or the Department of Veterans Affairs.

On page 302, line 23, insert “‘(or, in the case
of calculations for payments for months be-
ginning on or after January 1, 2004, and be-
fore December 31, 2005, the average number
of medicare beneficiaries enrolled in a
Medicare+Choice plan that are)” after
““medicare beneficiaries”.

On page 303, line 9, insert ‘‘other than 2004
and 2005’ after ‘‘for each year”.

On page 349, between lines 4 and 5, insert
the following:
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(3) PAYMENT RATES BASED ON 100 PERCENT OF
FEE-FOR-SERVICE COSTS IN 2004 AND 2005.—

(A) CHANGE IN BUDGET NEUTRALITY.—Sec-
tion 1853(c) (42 U.S.C. 1395w-23(c)) is amend-
ed—

(i) in paragraph (1)(A), in the flush matter
following clause (ii), by inserting ‘““(other
than in 2004 and 2005)” after ‘“‘multiplied’;
and

(i) in paragraph (5), by inserting ‘“‘other
than 2004 and 2005’" after ‘‘for each year”.

(B) INCLUSION OF COSTS OF DOD AND VA MILI-
TARY FACILITY SERVICES TO MEDICARE-ELIGI-
BLE BENEFICIARIES.—Section 1853(c)(3) (42
U.S.C. 1395w-23(c)(3)) is amended—

(A) in subparagraph (A), by striking ‘“‘sub-
paragraph (B)’’ and inserting ‘‘subparagraphs
(B) and (E)”’; and

(B) by adding at the end the following new
subparagraph:

““(E) INCLUSION OF COSTS OF DOD AND VA
MILITARY FACILITY SERVICES TO MEDICARE-ELI-
GIBLE BENEFICIARIES.—In determining the
area-specific Medicare+Choice capitation
rate under subparagraph (A) for 2004 and 2005,
the annual per capita rate of payment for
1997 determined under section 1876(a)(1)(C)
shall be adjusted to include in the rate the
Secretary’s estimate, on a per capita basis,
of the amount of additional payments that
would have been made in the area involved
under this title if individuals entitled to ben-
efits under this title had not received serv-
ices from facilities of the Department of De-
fense or the Department of Veterans Af-
fairs.”.

(C) REVISION OF NATIONAL AVERAGE USED IN
CALCULATION OF BLEND.—Section
1853(c)(4)(B)(i)(11) 42 u.S.C. 1395w—
23(c)(4)(B)(i)(11)) is amended by inserting
‘““(or, in the case of calculations for payments
for months beginning on or after January 1,
2004, and before December 31, 2005, the aver-
age number of medicare beneficiaries en-
rolled in a Medicare+Choice plan that are)”
after “‘medicare beneficiaries’.

(D) UPDATE IN MINIMUM PERCENTAGE IN-
CREASE.—Section 1853(c)(1)(C) (42 U.S.C.
1395w-23(c)(1)(C)) is amended by striking
clause (iv) and inserting the following new
clauses:

“(iv) For 2002 and 2003, 102 percent of the
annual Medicare+Choice capitation rate
under this paragraph for the area for the pre-
vious year.

““(v) For 2004 and 2005, 103 percent of the
annual Medicare+Choice capitation rate
under this paragraph for the area for the pre-
vious year.

““(vi) For 2006 and each succeeding year, 102
percent of the annual Medicare+Choice capi-
tation rate under this paragraph for the area
for the previous year.”.

SA 1041. Ms. MURKOWSKI (for her-
self and Mr. STEVENS) submitted an
amendment intended to be proposed by
her to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

On page 529, between lines 8 and 9, insert
the following:

SEC. 455. FRONTIER EXTENDED STAY CLINIC
DEMONSTRATION PROJECT.

(a) AUTHORITY To CONDUCT DEMONSTRATION
PROJECT.—The Secretary shall waive such
provisions of the medicare program estab-
lished under title XVIII of the Social Secu-
rity Act (42 U.S.C. 1395 et seq.) as are nec-
essary to conduct a demonstration project
under which frontier extended stay clinics
described in subsection (b) in isolated rural
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areas of Alaska are treated as providers of
items and services under the medicare pro-
gram.

(b) CrINics DEescrRIBED.—A frontier ex-
tended stay clinic is described in this sub-
section if the clinic—

(1) is located in a community where the
closest short-term acute care hospital or
critical access hospital is at least 75 miles
away from the community or is inaccessible
by public road; and

(2) is designed to address the needs of—

(A) seriously or critically ill or injured pa-
tients who, due to adverse weather condi-
tions or other reasons, cannot be transferred
quickly to acute care referral centers; or

(B) patients who need monitoring and ob-
servation for a limited period of time.

(c) DEFINITIONS.—In this section, the terms
“hospital’”” and ‘‘critical access hospital”
have the meanings given such terms in sub-
sections (e) and (mm), respectively, of sec-
tion 1861 of the Social Security Act (42
U.S.C. 1395x).

SA 1042. Ms. MURKOWSKI (for her-
self and Mr. STEVENS) submitted an
amendment intended to be proposed by
her to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription drug
coverage under the medicare program,
and for other purposes; which was or-
dered to lie on the table; as follows:

At the end of subtitle B of title 1V, add the
following:

SEC. . TREATMENT OF PHYSICIANS’ SERVICES
FURNISHED IN ALASKA.

Section 1848(b) (42 U.S.C. 1395w-4(b)) is
amended—

(1) in paragraph (1), in the matter pre-
ceding subparagraph (A), by striking ‘‘para-
graph (2)”” and inserting ‘“‘paragraphs (2) and
(4)”; and

(2) by adding at the end the following new
paragraph:

““(4) TREATMENT OF PHYSICIANS’ SERVICES
FURNISHED IN ALASKA.—

“(A) IN GENERAL.—With respect to physi-
cians’ services furnished in Alaska on or
after January 1, 2004, and before January 1,
2014, the fee schedule for such services shall
be determined as follows:

“(i) Subject to clause (ii), the payment
amount for a service furnished in a year
shall be an amount equal to—

“(1) in the case of services furnished in cal-
endar year 2004, 90 percent of the VA Alaska
fee schedule amount for the service for fiscal
year 2001; and

“(IN) in the case of services furnished in
each of calendar years 2005 through 2013, the
amount determined under this clause for the
previous year, increased by the annual up-
date determined under subsection (d) for the
year involved.

“(ii) In the case of a service for which
there was no VA Alaska fee schedule amount
for fiscal year 2001, the payment amount
shall be an amount equal to the sum of—

“(1) the amount of payment for the service
that would otherwise apply under this sec-
tion; plus

“(I) an amount equal to the applicable
percent (as described in subparagraph (C)) of
the amount described in subclause (I).

“(B) VA ALASKA FEE SCHEDULE AMOUNT.—
For purposes of this paragraph, the term ‘VA
Alaska fee schedule amount’ means the
amount that was paid by the Department of
Veterans Affairs in Alaska in fiscal year 2001
for non-Department of Veterans Affairs phy-
sicians’ services associated with either out-
patient or inpatient care provided to individ-
uals eligible for hospital care or medical
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services under chapter 17 of title 38, United
States Code, at a non-Department facility
(as that term is defined in section 1701(4) of
such title 38.

““(C) APPLICABLE PERCENT.—For purposes of
this paragraph, the term ‘applicable percent’
means the weighted average percentage
(based on claims under this section) by
which the fiscal year 2001 VA Alaska fee
schedule amount for physicians’ services ex-
ceeded the amount of payment for such serv-
ices under this section that applied in Alas-
ka in 2001.”.

SA 1043. Mr. ALLARD submitted an
amendment intended to be proposed by
him to the bill S. 1, to amend title
XVIIl of the Social Security Act to
make improvements in the medicare
program, to provide prescription cov-
erage under the medicare program, and
for other purposes; which was ordered
to lie on the table; as follows:

On page 377, between lines 12 and 13, insert
the following:

“(1) Section 1851(d) (relating to the provi-
sion of information to promote informed
choice).

““(J) Section 1851(h) (relating to the ap-
proval of marketing material and applica-
tion forms).

“(K) Section 1852(e)(4) (relating to treat-
ment of accreditation).

“(L) Section 1857(i) (relating to
Medicare+Choice program compatibility
with employer or wunion group health
plans).”.

——

NOTICES OF HEARINGS/MEETINGS

COMMITTEE ON AGRICULTURE, NUTRITION, AND
FORESTRY

Mr. COCHRAN. Mr. President, | an-
nounce that the Committee on Agri-
culture, Nutrition, and Forestry will
conduct a hearing on June 26, 2003 in
SR-328A at 9 a.m. The purpose of this
meeting will be to review H.R. 1904,
The Healthy Forests Restoration Act
of 2003.

———

AUTHORITY FOR COMMITTEES TO
MEET

COMMITTEE ON BANKING, HOUSING, AND URBAN
AFFAIRS
Mr. SUNUNU. Mr. President, | ask
unanimous consent that the Com-
mittee on Banking, Housing, and
Urban Affairs be authorized to meet
during the session of the Senate on
June 24, 2003, at 10 a.m. to conduct a
hearing on ‘“‘Bus Rapid Transit and
Other Bus Service Innovations.”
The PRESIDING OFFICER. Without
objection, it is so ordered.
COMMITTEE ON COMMERCE, SCIENCE, AND
TRANSPORTATION
Mr. SUNUNU. Mr. President, | ask
unanimous consent that the Com-
mittee on Commerce, Science, and
Transportation be authorized to meet
on Tuesday, June 24, 2003, at 9:30 a.m.
on Reform of the USOC.
The PRESIDING OFFICER. Without
objection, it is so ordered.
COMMITTEE ON ENERGY AND NATURAL
RESOURCES
Mr. SUNUNU. Mr. President, | ask
unanimous consent that the Com-
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mittee on Energy and Natural Re-
sources be authorized to meet during
the session of the Senate on Tuesday,
June 24 at 10 a.m. in room SD-366. The
purpose of this oversight hearing is to
receive testimony on issues associated
with changes in the relationship be-
tween the U.S. Department of Energy
and the contractors operating its Na-
tional Laboratories, other laboratories
and sites.

The PRESIDING OFFICER. Without
objection, it is so ordered.

COMMITTEE ON FOREIGN RELATIONS

Mr. SUNUNU. Mr. President, | ask
unanimous consent that the Com-
mittee on Foreign Relations be author-
ized to meet during the session of the
Senate on Tuesday, June 24, 2003 at 2:30
p.m. to hold a hearing on U.S. Rela-
tions With A Changing Europe: Dif-
fering Views on Technology Issues.

The PRESIDING OFFICER. Without
objection, it is so ordered.

COMMITTEE ON GOVERNMENTAL AFFAIRS

Mr. SUNUNU. Mr. President, | ask
unanimous consent that the Com-
mittee on Governmental Affairs be au-
thorized to meet on Tuesday, June 24,
2003, at 10 a.m. for a hearing entitled
“Controlling the Costs of Federal
Health Programs by Curing Diabetes: A
Case Study.”

The PRESIDING OFFICER. Without
objection, it is so ordered.

COMMITTEE ON THE JUDICIARY

Mr. SUNUNU. Mr. President, | ask
unanimous consent that the Com-
mittee on the Judiciary be authorized
to meet to conduct a markup on Tues-
day, June 24, 2003, at 9:30 a.m. in SDG
50.

Agenda

1. Indexing All Awards for Future In-
flation: This amendment indexes claim
award values to inflation.

2. Removing Collateral Source Off-
sets: This amendment ensures that
more money will go to claimants by
striking all existing collateral source
offsets in the bill except for compensa-
tion from past settlements and judg-
ments for the same asbestos-related in-
jury.

3. Doubling the Statute of Limita-
tions: This amendment doubles the
statute of limitations from 2 to 4 years
to allow more claimants access to the
fund and to help alleviate the potential
backlog of claims at the beginning of
the Fund’s creation.

4. Coverage for Claimant Exposures
on U.S. Flag Ships or While Working
for U.S. Companies Abroad: This
amendment broadens eligibility to in-
clude claims made by U.S. citizens ex-
posed to asbestos while serving on any
U.S. flagged or owned ship or exposed
to asbestos while working for U.S.
companies overseas.

5. Strengthening Enforcement of
Contributions: This amendment
strengthens the Administrator’s cause
of action to enforce contributions by
permitting the assessment of punitive
damages for willful failure to pay.
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6. Recoupment Authority for the Ad-
ministrator: This amendment protects
the funds available to pay claimants by
permitting the Administrator to re-
cover any financial hardship or in-
equity adjustment in future years if a
company later becomes financially ca-
pable of paying its full allocation into
the fund.

7. Criminal Penalties for Fraud or
False Information: This amendment
protects the integrity of the claims ad-
ministration process by imposing
criminal penalties for fraud and false
statements made against the Fund.

8. Bankruptcy Certification: Requires
the bankruptcy court to certify wheth-
er or not asbestos liabilities were the
cause of the bankruptcy.

9. Congressional Oversight—Adminis-
trator Annual Reports: This amend-
ment provides appropriate Congres-
sional oversight by requiring the Ad-
ministrator of the Asbestos Fund to
submit an annual report on the func-
tioning of the Fund to Congress.

Technical Amendments

10. Hatch Technical Amendment:
Technical amendments to S. 1125.

Other Agreed Upon Amendments

11. Hatch Libby Amendment: Senator
BAucus has agreed to this Amendment,
which ensures that claimants from
Libby, Montana will be compensated
from this Fund and that their claims
will be evaluated by the exceptions
panel due to the unique nature of the
asbestos there.

12. Hatch Asbestos Ban: This amend-
ment prohibits the manufacture, dis-
tribution and importation of the con-
sumer products to which asbestos is de-
liberately or knowingly added. The
amendment also contains specific ex-
emptions and authorizes the Adminis-
trator to hear and grant exemptions on
a case by case basis.

13. Feinstein Second Degree to Hatch
Asbestos Ban: This amendment adds
certification requirements for the Gov-
ernment Use exemption, and authorizes
the Administrator of the EPA to re-
view the exemption for roofing ce-
ments and related products.

Medical Criteria Amendments

14. Hatch Medical Exceptions Panel
Amendment: This panel will review
claims which do not fit the criteria but
may have an exceptional case to merit
payment. Libby claims will automati-
cally go through this panel.

15. Hatch Striking Product ID
Amendment: (Leahy  co-sponsor)—
Drops requirements to identify par-
ticular asbestos product.

16. Hatch Latency Period Amend-
ment: (Leahy co-sponsor)—Clarifies the
10-year latency period for all claims.

17. Hatch Medical Monitoring
Amendment: Requires the adminis-
trator to notify qualifying claimants
about medical monitoring options.

18. Hatch Doctor Evaluation Amend-
ment: Requires physician to evaluate
smoking and exposure history before
making a diagnosis.
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