
  

 

 

 

 

 

 

AMENDMENTS TO SENATE BILL 773  

(Third Reading File Bill)  

 

AMENDMENT NO. 1 

 On page 1, strike beginning with “requiring” in line 4 down through “actions;” in 

line 16 and substitute “requiring certain insurers, nonprofit health service plans, and 

health maintenance organizations to include certain discounts, financial assistance 

payments, product vouchers, and other out–of–pocket expenses made by or on behalf of 

an insured or enrollee when calculating certain cost–sharing contributions for certain 

prescription drugs; requiring certain persons that provide certain discounts, financial 

assistance payments, product vouchers, or other out–of–pocket expenses to notify an 

insured or enrollee of certain information and to provide the discount, financial 

assistance payment, product voucher, or other out–of–pocket expense for a certain 

period of time; prohibiting certain insurers, nonprofit health service plans, and health 

maintenance organizations from setting, altering, implementing, or conditioning the 

terms of certain coverage based on the availability or amount of financial or product 

assistance available for a prescription drug; providing that a violation of a certain 

provision of this Act is considered a violation of the Consumer Protection Act;”; and in 

line 20, strike “and 15–1611.3”. 

 

AMENDMENT NO. 2 

 On pages 1 and 2, strike in their entirety the lines beginning with line 23 on page 

1 through line 34 on page 2, inclusive. 

 

 On page 3, after line 2, insert: 

 

 “(A) (1) THIS SECTION APPLIES TO: 

 

   (I) INSURERS AND NONPROFIT HEALTH SERVICE PLANS 

THAT PROVIDE HOSPITAL, MEDICAL, OR SURGICAL BENEFITS TO INDIVIDUALS OR 
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GROUPS ON AN EXPENSE–INCURRED BASIS UNDER HEALTH INSURANCE 

POLICIES OR CONTRACTS THAT ARE ISSUED OR DELIVERED IN THE STATE; AND 

 

   (II) HEALTH MAINTENANCE ORGANIZATIONS THAT PROVIDE 

HOSPITAL, MEDICAL, OR SURGICAL BENEFITS TO INDIVIDUALS OR GROUPS 

UNDER CONTRACTS THAT ARE ISSUED OR DELIVERED IN THE STATE. 

 

  (2) AN INSURER, A NONPROFIT HEALTH SERVICE PLAN, OR A 

HEALTH MAINTENANCE ORGANIZATION THAT PROVIDES COVERAGE FOR 

PRESCRIPTION DRUGS THROUGH A PHARMACY BENEFITS MANAGER IS SUBJECT 

TO THE REQUIREMENTS OF THIS SECTION. 

 

 (B) (1) SUBJECT TO PARAGRAPH (2) OF THIS SUBSECTION, WHEN 

CALCULATING AN INSURED’S OR ENROLLEE’S CONTRIBUTION TO THE INSURED’S 

OR ENROLLEE’S COINSURANCE, COPAYMENT, DEDUCTIBLE, OR OUT–OF–POCKET 

MAXIMUM UNDER THE INSURED’S OR ENROLLEE’S HEALTH BENEFIT PLAN, AN 

ENTITY SUBJECT TO THIS SECTION SHALL INCLUDE ANY DISCOUNT, FINANCIAL 

ASSISTANCE PAYMENT, PRODUCT VOUCHER, OR OTHER OUT–OF–POCKET 

EXPENSE MADE BY OR ON BEHALF OF THE INSURED OR ENROLLEE FOR A 

PRESCRIPTION DRUG: 

 

   (I) THAT IS COVERED UNDER THE INSURED’S OR 

ENROLLEE’S HEALTH BENEFIT PLAN; AND 

 

   (II) 1. THAT DOES NOT HAVE AN AB–RATED GENERIC 

EQUIVALENT DRUG OR AN INTERCHANGEABLE BIOLOGICAL PRODUCT 

PREFERRED UNDER THE HEALTH BENEFIT PLAN’S FORMULARY; OR 
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(Over) 

 

    2. A. THAT HAS AN AB–RATED GENERIC 

EQUIVALENT DRUG OR AN INTERCHANGEABLE BIOLOGICAL PRODUCT 

PREFERRED UNDER THE HEALTH BENEFIT PLAN’S FORMULARY; AND 

 

    B. FOR WHICH THE INSURED OR ENROLLEE 

ORIGINALLY OBTAINED COVERAGE THROUGH PRIOR AUTHORIZATION, A STEP 

THERAPY PROTOCOL, OR THE EXCEPTION OR APPEAL PROCESS OF THE ENTITY 

SUBJECT TO THIS SECTION. 

 

  (2) IF AN INSURED OR ENROLLEE IS COVERED UNDER A  

HIGH–DEDUCTIBLE HEALTH PLAN, AS DEFINED IN 26 U.S.C. § 223, THIS 

SUBSECTION DOES NOT APPLY TO THE DEDUCTIBLE REQUIREMENT OF THE  

HIGH–DEDUCTIBLE HEALTH PLAN. 

 

 (C) (1) EXCEPT AS PROVIDED IN PARAGRAPH (3) OF THIS 

SUBSECTION, A PERSON THAT PROVIDES A DISCOUNT, FINANCIAL ASSISTANCE 

PAYMENT, PRODUCT VOUCHER, OR OTHER OUT–OF–POCKET EXPENSE MADE BY 

OR ON BEHALF OF THE INSURED OR ENROLLEE THAT IS USED IN THE 

CALCULATION OF THE INSURED’S OR ENROLLEE’S CONTRIBUTION TO THE 

INSURED’S OR ENROLLEE’S COINSURANCE, COPAYMENT, DEDUCTIBLE, OR OUT–

OF–POCKET MAXIMUM SHALL: 

 

   (I) WITHIN 7 DAYS AFTER THE ACCEPTANCE OF THE 

DISCOUNT, FINANCIAL ASSISTANCE PAYMENT, PRODUCT VOUCHER, OR OTHER  

OUT–OF–POCKET EXPENSE, NOTIFY THE INSURED OR ENROLLEE OF: 

 

    1. THE MAXIMUM DOLLAR AMOUNT OF THE 

DISCOUNT, FINANCIAL ASSISTANCE PAYMENT, PRODUCT VOUCHER, OR OTHER  

OUT–OF–POCKET EXPENSE; AND 
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    2. THE EXPIRATION DATE FOR THE DISCOUNT, 

FINANCIAL ASSISTANCE PAYMENT, PRODUCT VOUCHER, OR OTHER  

OUT–OF–POCKET EXPENSE; AND 

 

   (II) PROVIDE THE DISCOUNT, FINANCIAL ASSISTANCE 

PAYMENT, PRODUCT VOUCHER, OR OTHER OUT–OF–POCKET EXPENSE FOR THE 

DURATION OF THE PLAN YEAR. 

 

  (2) A VIOLATION OF PARAGRAPH (1) OF THIS SUBSECTION IS A 

VIOLATION OF THE CONSUMER PROTECTION ACT. 

 

  (3) THIS SUBSECTION DOES NOT APPLY TO A CHARITABLE 

ORGANIZATION THAT PROVIDES A DISCOUNT, FINANCIAL ASSISTANCE PAYMENT, 

PRODUCT VOUCHER, OR OTHER OUT–OF–POCKET EXPENSE TO AN INSURED OR 

ENROLLEE. 

 

 (D) (1) SUBJECT TO PARAGRAPH (2) OF THIS SUBSECTION, AN ENTITY 

SUBJECT TO THIS SECTION MAY NOT DIRECTLY OR INDIRECTLY SET, ALTER, 

IMPLEMENT, OR CONDITION THE TERMS OF HEALTH BENEFIT PLAN COVERAGE, 

INCLUDING THE BENEFIT DESIGN, BASED IN WHOLE OR IN PART ON 

INFORMATION ABOUT THE AVAILABILITY OR AMOUNT OF FINANCIAL OR 

PRODUCT ASSISTANCE AVAILABLE FOR A PRESCRIPTION DRUG. 

 

  (2) PARAGRAPH (1) OF THIS SUBSECTION MAY NOT BE 

CONSTRUED TO PROHIBIT AN ENTITY SUBJECT TO THIS SECTION FROM USING 

REBATES IN THE DESIGN OF PRESCRIPTION DRUG COVERAGE OR BENEFITS.”. 

 

 On pages 3 through 6, strike in their entirety the lines beginning with line 3 on 

page 3 through line 17 on page 6, inclusive. 




