WEST virginia legislature
2025 regular session
Introduced
Senate Bill 433
By Senators Chapman and Roberts
[Introduced February 13, 2025; referred
 to the Committee on Banking and Insurance]
A BILL to amend the Code of West Virginia, 1931, as amended, by adding a new article, designated §33-64-1, §33-64-2, §33-64-3, §33-64-4, §33-64-5, §33-64-6, and §33-64-7, relating to dental health care service plans; providing for transparency of expenditures of patient premiums; requiring carriers to file annual reports; authorizing methods of payment; authorizing third-party network contracts; requiring annual rebates in the form of premium reductions if funds spent for patient care is less than a certain percentage of premium funds; and providing for legislative and emergency rulemaking.
 		     
[Type here]	[Type here]
Intr SB 433		2025R2933

Be it enacted by the Legislature of West Virginia:
2

1
ARTICLE 64. MEDICAL LOSS RATIOS FOR DENTAL HEALTH CARE SERVICES PLANS.

[bookmark: _Hlk188358122]§33-64-1. Short title.
This article shall be known as the "Dental Insurance Transparency Act".
§33-64-2. Definitions

For purposes of this article:
(a) "Commissioner" means the Insurance Commissioner of this state.
(b) "Provider" means a dentist licensed to provide dental services in this state.
(c) "Dental carrier" or "carrier" means a dental insurance company, dental service corporation, dental plan organization authorized to provide dental benefits, or a health benefits plan that includes coverage for dental services.
(d) "Dental health care service plan" or "plan" means any plan that provides coverage for dental health care services to enrollees in exchange for premiums and does not include plans under Medicaid or CHIP.
(e) "Large group plan" means any group dental health care service plan that provides coverage for 51 or more enrollees. 
(f) "Material modification" includes, but is not limited to, changes to the terms or conditions of a contract that alter:
(1) Reimbursement rates paid to dental care providers;
(2) Fee schedules for dental care providers;
(3) Dental benefits or covered procedures under a plan for which a dental care provider is a network provider;
(4) A dental plan's rules, guidelines, policies, or procedures concerning payment for dental services;
(5) The general policies of the dental plan that affect a reimbursement paid to providers; or
(6) The manner by which a dental plan adjudicates and pays a claim for services.
(g) "Medical loss ratio" or "MLR" means the minimum percentage of all premium funds collected by a carrier or insurer for dental insurance plans each year that must be spent on actual patient care rather than overhead costs, administration, and other expenses, as compared to the total revenue collected from that plan's premiums.
(h) "Small group plan" means any group dental health care service plan that provides coverage for between two and 50 enrollees.
(i) "Provider network contract" means a contract entered into between a dental care provider and a dental carrier for the provision of services to enrollees in plans offered by the dental carrier.
(j) "Third party" means an entity that enters into a third party network contract with a dental carrier.
(k) "Third party network contract" means a contract entered into between a dental carrier and a third party carrier or insurer to gain access to the dental care services and discounted rates of a dental care provider under the dental carrier's provider network contract with the dental care provider.
§33-64-3.  Transparency of patient premium expenditures.

(a) Any carrier that issues, sells, renews, or offers a specialized dental health care service plan contract shall file a medical loss ratio (MLR) annual report with the commissioner that is organized by market and product type and contains the same information required in the 2013 federal Medical Loss Ratio (MLR) Annual Reporting Form (CMS-10418).  
(b) The MLR annual report shall include the information required by subsection (a) of this section for the most recent three years during which dental coverage is provided by the plan. All terms used in the MLR annual report shall have the same meaning as used in the federal Public Health Service Act (42 U.S.C. § 300gg-18) and Part 158 (commencing with 158.101) of Title 45 of the Code of Federal Regulations.
(c) The MLR annual reports shall provide the number of enrollees, the plan cost sharing, deductible amounts, the annual maximum coverage limit, and the number of enrollees who meet or exceed the annual coverage limit.
(d) If data verification of the carrier's representations in the MLR annual report is deemed necessary, the commissioner shall provide the carrier with a notification 30 days before the commencement of the financial examination.
(e) The carrier shall have 30 days from the date of notification to submit to the commissioner all requested data. The commissioner may extend the time for a health care service plan to comply with this subsection upon a finding of good cause.
(f) The commissioner shall make available to the public all data provided to the commissioner pursuant to this section in a yearly summarized chart.
§33-64-4.  Methods of payment.

(a) A dental carrier may pay a claim for reimbursement made by a dental care provider using a credit card or electronic funds transfer or any other form of payment method that imposes on the provider a fee or similar charge to process the payment if:
(1) The dental carrier notifies the provider, in advance, of the potential fees or other charges associated with the use of the credit card or electronic funds transfer payment method;
(2) The dental carrier offers the provider an alternative payment method that does not impose fees or similar charges on the provider; and
(3) The provider or a designee of the provider elects to accept a payment of the claim using the credit card or electronic funds transfer or any other form of payment method.
(b) If a dental carrier contracts with a vendor to process payments of dental providers' claims, the dental carrier shall require the vendor to comply with the provisions of subsection (a) of this section.
(c) If a health care provider opts out of a method of payment, that decision remains in effect until the health care provider opts for a different method of payment or a new contract is executed.
§33-64-5. Authorizing third party network contracts; carrier requirements.
(a) A dental carrier may enter into a third party network contract to provide access to the dental care services and discounted rates of a dental care provider under a provider network contract only if:
(1) The dental care provider in the network chooses to allow the third party to access the dental care provider's services and discounted rates:
(A) At the time the contract is entered into or renewed; and
(B) Whenever there is a material modification to the third party network contract;
(2) The dental carrier allows the dental care provider to contract directly with the third party instead of allowing the third party to access the dental care provider's services and discounted rates; and
(3) The third party network contract obligates the third party to comply with all applicable terms, limitations, and conditions of the provider network contract.
(b)  A dental carrier may not cancel or otherwise terminate a network provider's contract with a dental care provider on the grounds that the dental care provider refuses to allow access by a third party to the dental care services and discounted rates of the dental care provider.
(c)  A dental carrier that contracts with a third party to provide access to the services and discounted rates of a dental care provider under a provider network contract shall:
(1) At the time a provider network contract is entered into, renewed or extended, give to the provider, in writing or electronically, a list of all third parties known by the dental carrier to which the dental carrier has or will provide access to the dental care services and discounted rates of the provider under the provider network contract;
(2) Maintain an Internet website through which the provider may obtain a list, updated at least every 90 days, of all third parties that have access to the provider's dental care services and discounted rates under the provider network contract;
(3) Require a third party to identify on each remittance or explanation of payment sent to a provider the source of any contractual discount in rates taken by the third party under the provider network contract;
(4) Notify the provider no less than 30 days prior to the effective date of a new third party network contract;
(5) Notify each third party of the termination of the provider network contract no later than 30 days prior to the effective date of the termination; and
(6) Make available to a provider within 30 days of the provider's request a copy of the provider network contract currently in force that was relied upon by the dental carrier in the adjudication of the provider's claim.
(d) The notice required under subdivisions (4) and (5) of subsection (c) of this section may be provided by any reasonable means, including but not limited to written notice, electronic communication, or an update to an electronic database.
(e) Subject to any applicable continuity of care requirements, agreements, or contractual provisions, a third party's right to access a dental care provider's services and discounted rates under a provider network contract shall terminate on the date the provider network contract is terminated. 
(f) The requirements of this section may not be waived by agreement. Any contract provision that purports to waive the requirements of this section or that conflicts with the requirements of this section is null and void.
(g) This section does not apply to:
(1) Provider network contracts granted to a dental carrier or an entity operating in accordance with the same brand licensee program as the contracting entity or to an entity that is an affiliate of the contracting entity. A list of the contracting entity's affiliates shall be made available to a provider on the contracting entity's website;
(2) The state medical assistance program; or
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§33-64-6. Excess revenue; patient rebate; medical loss ratios based on number of enrollees.

(a) A carrier that issues, sells, renews, or offers a plan shall provide an annual rebate to each enrollee under that coverage, on a pro rata basis, if the ratio of the amount of premium revenue expended by the carrier on the costs for reimbursement for services provided to enrollees under that coverage and for activities that improve dental care quality to the total amount of premium revenue, excluding federal and state taxes and licensing or regulatory fees, is less than that plan's applicable minimum medical loss ratio (MLR) established by subsection (d) of this section.
(b) The total amount of an annual rebate required under this section shall be calculated in an amount equal to the product of the amount by which the percentage described in subsection (d) of this section exceeds the carrier's reported ratio described in subsection (a) of this section multiplied by the total amount of premium revenue, excluding federal and state taxes and licensing or regulatory fees.
(c) A carrier shall provide any rebate owing to an enrollee in the form of a plan premium reduction for which the ratio described in subsection (a) of this section was calculated.
(d) The minimum MLR for each plan shall be based on a plan's number of enrollees and shall be as follows:
(1) The minimum MLR for any large group plan shall be 85 percent; and
(2) The minimum MLR for any individual plan or any small group plan shall be 80 percent.
§33-64-7.  Rulemaking.

(a) The commissioner shall propose rules for legislative approval in accordance with the provisions of §29A-3-1 et seq. of this code to effectuate the provisions of this article.
(b) The commissioner may promulgate emergency rules pursuant to the provisions of §29A-3-15 of this code to effectuate the provisions of this article.

NOTE: The purpose of this bill is to require transparency of dental health care insurance products. The bill requires annual reporting of the medical loss ratio with the Insurance Commissioner. The bill sets forth standards for the methods by which a dental carrier may pay a dental provider. The bill authorizes third party networks and sets standards for such networks. The bill requires an annual rebate to be paid in the form of a premium reduction when the MLR is not met. The bill provides for rulemaking.
Strike-throughs indicate language that would be stricken from a heading or the present law and underscoring indicates new language that would be added.
