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L.D, 750

DATE ; ‘/-5'00 le p 3Filing No. B-)0G2
EFORT

BANKING AND INSURANCE

Reproduced and distributed under the direction of the Clerk of
the House.

STATE OF MAINE
HOUSE OF REPRESENTATIVES
119TH LEGISLATURE
SECOND REGULAR SESSION

COMMITTEE AMENDMENT "é;" to H.P. 543, L.D. 750, Bill, "An
Act to Establish a Patient's Bill of Rights"”

Amend the bill by striking out everything after the enacting
clause and before the summary and inserting in its place the
following:

‘Sec. 1. 24-A MRSA §4301, as amended by PL 1999, c. 256, Pt.
A, §1, is repealed.

Sec. 2. 24-A MRSA §4301-A is enacted to read:

§4301-A. Definitions

u i hi cha r unl h n herwis
indi the followin rms_hav he following meanings.

1 Adverse health care trea nt cision. "Adver health
care treatment decision'" means a health care treatment decision
made by or on behalf of a carrier offering a health plan denying
in whole or in part payment for or provision of otherwise covered
services requested by or on behalf of an enrollee.

2 A iz repr n . "Authorize representative"
means:

A, A person to whom an enrollee has given express written
consent to represent the enrollee in an external review;

B. A rson authorized by law to provi consen 0 _request
an_external review for an enrollee; or
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COMMITTEE AMENDMENT'!?T to H.P. 543, L.D. 750

A family member of an enrollee or an enrcollee’ r in
1th r rovi when th nroll is unable to provide
nsen r st an external review.
; rrier "Carrier" means:
A An insurance company licensed in cordan with thi
Titl rovi health insurance:
A health maintenance organization licens r nt
h er :
. A referre rovider rrangemen ini r
registere r nt t ha r 32;
D. A fr rnal nefi i as fin ion 4101;

E. A nonprofit hospital or medical service organization ox

health plan licensed pursuant to Title 24;

F. A multiple-employer welfare arrangement licensed
ur n o ch r : or

G. A self-insured employer subject to state regulation as

descri in section 2848-A.

An _empl r exem d from the icabili f this chapter under

the federal Empl Retirement Incom ri A £ 1974, 29

United States Code, Sections 1001 to 1461 (1988) is mnot
nsidered rrier

4. Clinical peer. "Clinical peer" means a physician or
her licensed heal ar titioner wh 1 nonr ri
licen in a t £f th ni s in the e imilar
ial h ical i x r
or tr ga;mgn; under review, or other physician or hga;;h care

r ioner with monstyr rti r review
case.

Enroll "Enrollee" m individual _who
nrell i health plan or m r lan

6. Health care treatment decision, "Hgalth care treatment
'on mean decision r rdi diagn r tr men
when m 1 rvi re j health lan r
nefi ision involvin i of medical i
reexistin ndition determination n eterminations regardin
xperimental or investigational servi
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COMMITTEE AMENDMENT :&" to H.P. 543, L.D. 750

7 . "Health lan' mean lan £ r
ini T rrier vi for the financin r
i rvice r in th
h han lan rovi n i 1l inj ifi
h ital indemni Medicar lemen i ili
incom long-term re or her limi fi ver
In ndent review or i i "Ind ndent review
rganization" mean n enti h n in n t ex nal

reviews of adverse health care treatment decisions.

r "Mana r " lan
ffer r administere rrier ha i for h
financing or delivery of health care services to persons enrolled
in the plan through:
A, Arrangements with selected providers to furnish health

care services: and

B. Financial incentives for persons enrolled im the plan to

use the participating providers and procedures provided for
h lan.

A return to work program developed for the management of workers'

compensation claims may not be considered a managed care plan.

1 dical n ity. "Medi n ity" means health

rvi r 1i n indivi roll in m r
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COMMITTEE AMENDMENT "&' to H.P. 543, L.D. 750

1 Pl nsor "Plan or" means an emplover,
iation 1i nc r_an her i rovidin h h

cial ndition "Special ition" _means
condition or disease that is life-threatening, degenerative or
disabling and requires specialized medical care over a prolonged
ri f tim
7 iali "Specialist" mean n r
icen r ntial health re provi with ializ
ini lini xper
1 r referen i " ndar referen

ndia'" means:

A Th ni P i D r ion T
information published by its successor organization: or

B. _The American Hospital Formulary Service Drug Information
r information i i r organi i

Sec. 3. 24-A MRSA §4302, sub-§1, YYH and I, as enacted by PL
1995, c¢. 673, Pt. C, §1 and affected by §2, are amended to read:

H. Procedures an enrollee must follow to obtain drugs and
medicines that are subject to a plan list or plan formulary,
if any; a description of the formulary; and a description of
the extent to which an enrollee will be reimbursed for the
cost of a drug that is not on a plan 1list or plan
formulary. Enrollees may request additional information
related to specific drugs that are not on the drug
formulary; and
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COMMITTEE AMENDMENT ‘;b' to H.P. 543, L.D. 750

I. Information on where and in what manner health care
services may be obtained«:;

Sec. 4. 24-A MRSA §4302, sub-§1, 9] and K are enacted to

read:

Jds A ripti he in n 1l review

procedures and the circumstances under which an enrollee is

n i in nden xternal review requir hi
h r; an

K. A description of the requirements for enrollees to obtain
coverage of routine costs of ¢linical trials and information
on the manner in which enrollees not eligible to participate
in ¢linical trials may gqualify for the compassionate use

rogr £ the federal F nd Drug Administration for use
of investigational drugs pur n 21 f F ral
Regulations, Section 312,34, as amended.

Sec. 5. 24-A MRSA §4303, sub-§1, as enacted by PL 1995, c.
673, Pt. C, §1 and affected by §2, is amended to read:

1. Demonstration of adequate access to providers. A
carrier offering a managed care plan shall provide to its members
reasonable access to health care services in accordance with
standards developed by rule by the superintendent befere-January

1,--1997. These standards must consider the geographical and
transportational problems in rural areas. All managed care plans
covering residents of this State must provide reasonable access
t rovi nsi ith th -to-servi iremen

f a 1i 1 ure rul

Sec. 6. 24-A MRSA §4303, sub-§3-B is enacted to read:

3-B. Prohibition on financial incentives. A __carrier
offering a managed care plan may not offer or pay any type of
material inducement, bonus or other financial incentive to a

participating provider to deny, reduce, withhold, limit or delay
specific medically necessary and appropriate health care services

re nder th lan t n_enroll Thi i ma ot
be construed to prohibit contracts that contain incentive plans
that involve general payments such as capitation payments or
risk-sharing agreements that are made with respect to providers
or groups of providers or that are made with respect to groups of
enrollees,

Sec. 7. 24-A MRSA §4303, sub-§4, A, as enacted by PL 1995, c.
673, Pt. C, §1 and affected by §2, is amended to read:
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COMMITTEE AMENDMENT :&' to H.P., 543, L.D. 750

A. The grievance procedure must include, at a minimum, the
following:

(1) Notice to the enrollee promptly of any claim
denial or other matter by which enrollees are likely to
be aggrieved, stating the basis for the decision, the
right to file a grievance, the procedure for doing so
and the time period in which the grievance must be

filed:

(2) Timelines within which grievances must be
processed, including expedited processing for exigent
circumstances. Timelines must be sufficiently

expeditious to resolve grievances promptly:

(3) Procedures for the submission of relevant
information and enrollee participation;

(4) Provision to the aggrieved party of a written
statement upon the conclusion of any grievance process,
setting forth the reasons for any decision. The
statement must include notice to the aggrieved party of
any subsequent appeal or exterpal review rights within
the-pian, the procedure and time limitations for taking
sueh--an--appeal, exercising those rights and notice of
the right to file a complaint with the Bureau of
Insurance and the toll-free telephone number of the
bureau; and

(5) Decision-making by one or more individuals not
previously involved in making the decision subject to
the grievance.

Sec. 8. 24-A MRSA §4303, sub-§4, §C is enacted to read:

n 1l un i n r r rrier
shall provide _auxiliary telecommunications devices or
gualified interpreter services by a person proficient in
American Sign Language when requested by an enrollee who is

£ r__hard-of- rin T inte m rial in n
ibl rm including Braill 1 -prin rial
r di i r r n
by an enrollee who is visually impaired to allow _the
nrollee xercise the enrollee's righ n eal under
thi u ction

Sec. 9. 24-A MRSA §4303, sub-§§6 and 7 are enacted to read:

ng referrals to speciali A rrier shall
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COMMITTEE AMENDMENT :&' to H.P. 543, L.D. 750

lish and maintain re t llow roll with
ecial ndition requiring ongoin re from iali
r i nding referral iali rtici ing in
carrier' network for treatmen f _th ial ndition £
h rrier r h nrollee’ rimar rovider in
n i with the carrier' edical dir r rmi h
nding referral is appropria the carrier shall ensur h
r recei such referral __specialigt. If a
iali i o _tr the enrollee'’ ecial ndition
not participate in the ggrrlgr s network, then the carrier shall
nsur h h nroll ives standin referral
nonpartici ing specialis A nding referral t
pursuan ; to a treatment plan approved by the ggrglgr s medical
ire in n ul ation with h nroll rimar r
Drov1der. Aft ndin T 1_JL_jﬁkh_ljﬁLjﬁ&ﬁg&ﬂgﬁL__ﬁ
authorized r vi e lth re servi nroll
manner h nrollee's prim rovider

the terms of the treatment plan,

7 ntinui f re. If a contr etween a carrier an
a provider i rminat r benefi cover rovi
provider is terminated because of a change in the terms of
rovider rticipation in he h lan n nroll i
undergoing a course of treatment from the provider at the time of
rmination h rrier hall rovid ntinui £ T in
accordance with the requirements in paragraphs A to C,. This
ion not apply t rovider rmination m from th
requirements of subsection 3-A,
If a managed care contract for the provision of health insurance
ra ween lan nsor an rrier i 1 d within
h meanin £ ion 284 with iffer man r
ontra an health r rovider h h n rovidin
health care services to an enrollee is not in the replacement
rrier’ networ h repl men rri 11 rovid
continuity of care in accordance with the requirements in
paragraphs A to C in the same manner as if the provider had been
erminated from the replacemen rrier's network £
h i repl men ly with r £i h

are covered under the replacement contract.

A. Th rrier shall noti an _enroll £f th rmination
f the provider's ntract in £
h ate of termination. When circum n rel to th

rmination render such notice impossibl h rrier shal

provide affected enrollees as much notice as is reasonably
possible. The notice given to the gw

i r ion n ini an _altern x m
ffer the carrier’ istance with o inin n altern
rovi nd nsurin ha r i n in ropri
isr ion in the enrollee's ongoin r ment .,
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COMMITTEE AMENDMENT :5' to H.P. 543, L.D. 750

B The carrier shall rmi h nroll ntin r
covered, with re t to th rse of treatment with the
rovider, for transitional ri £ 1 from
the date of notice to the enrollee of the provider's
rmination p:4 that if an nroll i in he 2n
rimester £ regnan a h i f rovider'
rmination and the provider i reatin he enroll in
the pregnancy., the transitional period must extend through
he rovision of tpartum re directl rel h
pregnancy.
C. carrier mgg ke coverage of continued treatm gn; by a
r r under raph B conditional n th ider'
ggrgging to the fgllow1ng terms and conditions.
(1) The provider agrees to accgpt reimbursement from
h rrier by licabl rior h r
the transitional period as payment in full and not to
im ost-sharing with ¢ c nroll in an
amount that would exceed the cost-sharing that could
have n_impo if th ntra tween th rrier
n he provider had n n termin d.
(2) The provider agrees adhere t h 1i
assuranc andar £ h rrier r nsibl for
ent an rovi h rrier n medical
information related to the care provided.
(3) The rovider re ~herwi her he
rrier’ lici n r in in r r
r rdin referral n rior horizati n
rovidin rvice T n r men lan
roved h arrier.

Sec. 10. 24-A MRSA §4304, first §, as enacted by PL 1995, c.
673, Pt. C, §1 and affected by §2, is amended to read:

The following requirements apply to health plans doing
business in this State that require prior authorization by the
plan of health care services or otherwise subject payment of
health care services to review for clinical necessity.,
appropriateness, efficacy or efficiency. A carrier offering a
health plan subject to this section that contracts with other
entities to perform utilization review on the carrier's behalf is
responsible for ensuring compliance with this section and chapter
34.

Sec. 11. 24-A MRSA §4304, sub-§2, as enacted by PL 1995, c.
673, Pt. C, §1 and affected by §2, is amended to read:
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COMMITTEE AMENDMENT "l’" to H.P. 543, L.D. 750

2. Prior authorization of nonemergency services. Requests
by a provider for prior authorization of a nonemergency service
must be answered by a carrier within 2 business days. Both the
provider and 1 wh hal h rization w

m notifi he carri fi erminati

If the information submitted is insufficient to make a decision,
the carrier shall notify the provider within 2 business days of
the additional information necessary to render a decision. If
the carrier determines that outside consultation is necessary,
the carrier shall notify the provider and the enrollee for whom
the service was requested within 2 business days. The carrier
shall make a good faith estimate of when the final determination
will be made and contact the enrollee and the provider as soon as
practicable. Notification requirements under this subsection are
satisfied by written notification postmarked within the time
limit specified.

Sec. 12. 24-A MRSA §4304, sub-§5 is enacted to read:

rgen ervices. When ndu in ilization review
or making a beneflt determination for emergen y services,
rrier 11 i nefi £ mer rvi nsist
with the requiremen f an licabl reau rul

Sec. 13. 24-A MRSA §4305, first §, as enacted by PL 1995, c.
673, Pt. C, §1 and affected by §2, is amended to read:

A carrier offering a health plan that subjects payment of

nefi for herwise cov rvic to review for clinical
necessity, appropriateness, efficacy or efficiency must meet the

following requirements relating to quality of care.

Sec. 14. 24-A MRSA §4306, as amended by PL 1999, c. 396, §6
and affected by §7, is further amended to read:

§4306. Enrollee choice of primary care provider

A carrier offering a managed care plan shall allow enrollees
to choose their own primary care providers, as allowed under the
managed care plan's rules, from among the panel of participating
providers made available to enrollees under the managed care
plan's rules. A carrier shall allow physicians, and certified
nurse practitioners who have been approved by the State Board of
Nursing to practice advanced practice registered nursing without
the supervision of a physician pursuant to Title 32, section
2102, subsection 2-A, to serve as primary care providers for
managed care plans. A carrier is not required to contract with
certified nurse practitioners or physicians as primary care
providers in any manner that exceeds the access and provider
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COMMITTEE AMENDMENT "\@" to H.P. 543, L.D. 750

network standards required in this chapter or chapter 66-A 56, or

any rules adopted pursuant to those chapters. A managed--eare
ptar carrier must allow enrollees in_a managed care plan to

change primary care providers without good cause at least once
annually and to change with good cause as necessary. When an
enrollee fails to choose a primary care provider, the managed
eare-plan carrier may assign the enrollee a primary care provider
located in the same geographic area in which the enrollee resides.

Sec. 15. 24-A MRSA §4307, sub-§§2 and 3, as enacted by PL 1995,
c. 673, Pt. C, §1 and affected by §2, are amended to read:

2. Additional benefits. Prohibit any plan sponsor from
providing additional coverage for benefits, rights or protections
not set out in this chapter; esx

3. Provider participation. Require a carrier to admit to a
managed care plan a provider willing to abide by the terms and
conditions of the managed care plan~; or

Sec. 16. 24-A MRSA §4307, sub-§4 is enacted to read:

1 ilize medicall ligibili a by
riteri i cidi rovider u f reliqgi

nonmedical provider

2 medi rof i 1 i i i
enrollee access to religious nonmedical providers:
(3) Utilize medical professionals or criteria in
making decisions in internal or external _appeals
regarding coverage for care by religious nonmedical
rovid : or
(4) Compel an enrollee to undergo a medical
xaminati r ndition T ivin
r for tmen b religi nmedical
rovi :
C. Reguir a arrier xcl religi nonmedical
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COMMITTEE AMENDMENT "\6‘ to H.P. 543, L.D. 750

rovi h rovider n i ical or
other required data, if such data is inconsistent with the
religi i r men r n in i
the provider,

Sec. 17. 24-A MRSA §4308, as enacted by PL 1995, c. 673, Pt.
C, §1 and affected by §2, is repealed and the following enacted
in its place:

Sec. 18. 24-A MRSA §§4310to 4312 are enacted to read:

§4310. Access to clinical trials

1 1ifi roll An _enroll i ligible for
coverage for participation in an approved clinical trial if the
enrollee meets the following conditions:

A, The enrollee has a life-threatening illness for which no

. »

ndar r ment 21 £ ive;

B ] roll . 1igib] rticipat 1 €1
clinical trial protocol with respect to treatment of such
illness:

c. The enrollee's participation inm the trial offers
m i 1 nti £ ignifj ini fi h
enrolliee; and

D n lee'’ by rrin h ian h ncl a
h nrol ! ici ion 1 woul e
X i upo isf i h nditions in
r B and C
r rrier m not 1ifi nrollee
r ion by 1ini 1 n lim x
im itional ition n _th r £ in ient
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COMMITTEE AMENDMENT "& to H.P. 543, L.D. 750

f item rvi furni in nn ion wi

P A _carrier shall vi r r ine
patient ¢ i ir item
rvi h r 1 X t i £ he
r v linical trial I h 4a
item n rvi h rrier shall rtici in rovider
at the agreed upon rate and pay nonparticipating providers at the
same rate the carrier would pay for comparable services performed
ici in rovider

4 A v lini rial For h T £ hi
, - inical 1n . h
clini in i ion n h
f ral D rtmen f 1 nd Human Services, National
Institutes of Health or a cooperative group or center of the

National Institutes of Health.
§4311 2 : ipti 3
1, Formulary. If a health plan provides coverage for

prescription drugs but the coverage limits such benefits to drugs
included_in a formulary, a carrier shall:
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COMMITTEE AMENDMENT "ﬁ' to H.P. 543, L.D. 750

An 11 h he righ n _in n rnal review

r nroll from exercisin h nrollee’ igh

for review An 11 r h

enrollee's authorized representative shall make a written request
for external review of an mmmuuwmw
r . X rovi in 2 n roll
r for external review i n 1
exhausted all levels of a carrier's nternal grievance
procedure, A request for external review mgs; be made within ]2
months of the date an enrollee haﬁ__r_es&LmL_a._il_il__éﬁ_Yﬁ_ﬁ_e
health care treatment decision ungg a carrier's internal
ri n An roll n r i

filing fee as a condition of procg§§ing a_request for external
review,

2. Expedited reguest for exterrmal review. An enrollee or an
g_ml__l._es_i_w_qui.r_ga_eﬁm:_m_;ﬁ not required to exhaust
g]l !gyglg Q a ggrrlgr S LQ Ql g_ M&L&M

£ilj for n iew

h i i mak igi n internal

B Th rr n nroll m 11 r
nternal n r :
Th 13 r health nr i i eri
Jjeopardy: or
D, The enrollee has died.
i roll A rri 1 i n _enroll
£ th nroll righ T review in 1
Ww_gwww
w noti f an health r men i h
noti m incl :

%M@Wﬂm

r for m n iew:?
B A m informi n w r

i n in £ili T r external review from
carrier;

Page 13-LR0213(4)
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n rmi n enrol
h nal revi mi n i rting m rial
rel verse health r r men igi n
A4 £ repr £
\'4 i : an

D A ment informin n_enroll he righ k

istan x il m nt wi n

-fr h r .

conflict of interest relatin rrier nrol by ll
QQ;_I_}QE Qd IQQ gggg;gtlvg or hgal_;l; care 2 oVl QQI l;l!Ql!QQ ;l;g
rnal r W

5. Independent external review decision; timelines. An
gx;g__gl__JELJL__ﬁgg_iuul__n§L_JxL__gQg_;L__ggggzdﬁngg,ﬁ_i;__khg

win i
2 I leri n : ] i e jecision €]
i n review organization m i nsideration

r i rvi

All relevan ini r n idelin
www
reli h ri r r'
utilization review gg;i;g,

B n r review writin

m rrier

and the enrollee or the enrollee's  authorized
r 1 m

rel n r 1 by T n i nder
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COMMITTEE AMENDMENT '\b' to H.P. 543, L.D. 750

review, atten he external review, ask guestions of any
by ntati f th rrier esent he external review
a i i durin he review pr
nrollee'’ wn expense.
C Ex t as provided in ragraph D n e rnal review
ision m ren in nden review
rganization within s f receipt of compl
requ for external review from th ure
D. An external review ision m made as
X itiou n rollee’ ic ondition ¢ ir
but in no event more than 72 hours after receipt of a
mpl r for external review if e time fr r
review required under paragraph C would seriously jeopardize
h if r he h of th nroll would j iz h
enrgllee's ability to regain maximum function.
E. The rrier shall provi auxiliar el mmunication

devices or gqualified interpreter services by a person
proficient in American Sign Language when reqguested by an
enrollee who is deaf or hard-of-hearing or _ printed

materials in an accessibl form includin Braill
large-print materials, computer diskette, audio cassette or
reader when r d b n nrol wh i isual
impaired to allow the enrollee to exercise the enrcpllee's
ri t n _external review under thi ection
Bindi n r £ ision An extern review decision
i indj n h rrier, An nroll r h nrollee's

authorized representative may not file a request for a subsequent
external review involving the same adverse health care treatment
decision for which the enrollee has already received an external

review decision pursuant to this section. An external review
decision made under this section is not considered final agency
action pursuant to Title 5, chapter 375, subchapter II.

7 ing. A rrier inst which request for rnal
review has been filed shall pay the cost of the independent

external review to the bureau.

8. Rules. The bureau may adopt rules necessary to carry
out the requirements of this section, including, without

imitation, criteri for determining when multiple denials £

efi h nroll for the r similar r n T
considered the s ver health ar reatmen cision.
Notwith ndin he requirement f s i u ed
pursuant to this section are r in chnical rule fine
in Title 5 h r 375 ch r TI-A,
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COMMITTEE AMENDMENT Cf%) to H.P. 543, L.D. 750

Ri « Thi ion m n construed to remove or

limi ny 1 1 rights or remedi f an enrol or her n

under state or f ral law, including the righ o fi judicial
ction nfor rights.

1 Applicability. Decisions relati h followin
health r rvices ar ubj review n her
review processe rovi by a i le federal or state law an

(o} e review T o) is section:

Health r rvices rovide hrough icai

Medicare, Title XXI of the Social Security Act or services
provided under these programs through contracted health care

roviders:
B. ~Health c¢are services provided to inmates by the
Department of Correctionsg: or
c Health re_ servi rovided rsuan lth plan
not subject to regulation by the State.

Sec. 19. Rules. Notwithstanding the Maine Revised Statutes,
Title 24-A, section 4309, any rules adopted by the Superintendent
of Insurance to amend Bureau of Insurance Rule Chapter 850,
Health Plan Accountability to make that rule consistent with the
requirements of this Act are routine technical rules as defined
in Title 5, chapter 375, subchapter II-A.

Sec. 20. Application. Those sections of this Act that enact
the Maine Revised Statutes, Title 24-A, sections 4310 and 4311
apply to all policies, contracts and certificates executed,
delivered, issued for delivery, continued or renewed in this
State on or after January 1, 2001. For purposes of this Act, all
contracts are deemed to be renewed no later than the next yearly
anniversary of the contract date.

Sec. 21. Allocation. The following funds are allocated from
Other Special Revenue funds to carry out the purposes of this Act.

2000-01

PROFESSIONAL AND FINANCIAL
REGULATION, DEPARTMENT OF

Bureau of Insurance

Page 16-LR0213(4)

COMMITTIEE AMENDMENT



10
12
14
16
18
20
22
24
26
28
30
32
34
36
38
40
42
44
46
48

50

COMMITTEE AMENDMENT "[ ) to H.P. 543, L.D. 750

All Other $15,000

Provides for the allocation of funds to
contract with approved independent review
organizations to conduct an external review
of adverse health care treatment decisions
and render external review decisions.’

Further amend the bill by inserting at the end before the
summary the following:

'FISCAL NOTE
2000-01
APPROPRIATIONS/ALLOCATIONS
Other Funds $15,000

This bill includes an Other Special Revenue funds allocation
of $15,000 beginning in fiscal year 2000-01 for the Bureau of
Insurance within the Department of Professional and Financial
Regulation to contract with  approved independent review
organizations to conduct an external review of adverse health
care treatment decisions and render an external review decision.

Providing enrollees in a health plan or managed care plan
access to prescription drugs and clinical trials for qualified
members, standing referrals to specialists for enrollees with
special conditions, and continuity of care to enrollees
undergoing a course of treatment when the enrollees’' provider is
terminated or their coverage changes to another carrier. These
provisions are addressed at varying levels within the State's
employee health insurance program and, therefore, are not
expected to appreciably affect the costs of the state employee
health insurance program or the State's share of retired
teachers' health insurance.

The additional costs associated with legal work can be

absorbed by the Department of the Attorney General utilizing
existing budgeted resources.'

SUMMARY

This amendment is a minority report of the committee and
replaces the bill. The amendment is the same as the majority
report except that it does not contain a right-to-sue provision.
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