
  

New Legislation Effective 9/1/19: Health Insurance Highlights 
  

By TAHU Lobbyists: Shannon & Mike Meroney, Meroney Public Affairs 
 
Almost all of the new laws passed by the 86th Legislature concluded this past May will go into 
effect on September 1, 2019. Are you prepared to comply? Below is a list of bills that passed 
this session on health insurance that will impact your business most significantly.  
 

The Texas Legislature had one of its most successful on record in terms of bills passed and 
priorities issued addressed. TAHU’s Legislative Council and we as TAHU’s lobbyists worked 
very hard to be your voice at the Capitol. Overall, the Council met ten times over a five month 
period, often for multiple hours at a time. We reviewed 253 bills, monitored 190, prioritized 63, 
testified 4 different times, and registered as opposed or supporting 24 times. 12 bills we 
supported passed. 7 of the 8 we opposed failed. Overall, this is an exceptional success record. 
 

Some of those bills included sweeping reform addressing price gouging, disclosure and 
misrepresentation by freestanding emergency rooms, a ban on surprise medical billing for fully 
insured Texans in most cases, drug pricing visibility and better, more robust provider directories 
for health insurance consumers - your clients. We hope TAHU’s members will be very happy 
with these changes, and your customers will be even happier. 
 

We will be monitoring many of the bills that passed as they move into the rulemaking phase at 
the Texas Department of Insurance (TDI). Watch TAHU’s Facebook and Linked-In pages to 
stay up to date on these issues. 
 
Effective 9/1/19 (unless otherwise noted): NEW BILLS THAT PASSED 
 

GOAL: CONTAINING HEALTHCARE COSTS 
 
SB 1264 – BAN ON SURPRISE BILLING – applies to fully insured plans only (including HMO, 
EPO, PPO, ERS and TRS (no ERISA) claims for out-of network (OON) providers of emergency 
services, facility based services at a network hospital, and lab and diagnostic imaging services 
related to network services. The ban does not apply to elective non-emergency healthcare 
services when the patient has received advance written notice of the service and his or her 
estimated financial responsibility from each out of network provider associated with the service.  

● The plan must pay the “usual and customary” rate and the details about the dispute 
resolution process will be on the EOB. If the provider requests dispute resolution, TDI 
will take over and the consumer is no longer required to participate.  

● An informal settlement conference will be held - currently 95% of disputes settle there. 
Claims from OON facilities will go through mediation (appeals to SOAH have been 
removed from the process and will now go directly to court). Claims from OON non-
facility providers will be referred to a hi/low arbitration process.  

● both sides will present their side of the case to an arbitrator who will decide which 
proposed level of payment is closest to the “reasonable amount “for the services. 
Determination of that reasonable amount must take into a multitude of factors including 



the disparity of the fee billed and the fee paid, the providers training and education and 
usual build charges, the patient’s circumstances and complexity. In addition, TDI will 
create or contract with a separate entity to build a database of all billed charges and paid 
rates for services supplied in Texas. The arbitrator will take into account the 80th 
percentile of all billed charges for the same service in the same specialty and ZIP Code, 
and the 50th percentile of rates paid for the same service to participating providers in the 
same specialty and ZIP Code. The arbitrator will decide the winner based on which side 
was closest to the reasonable amount he determines . If a party is not satisfied with that 
decision, he or she may appeal to court . The commissioner of insurance and Texas 
Attorney General may bring civil actions to enforce this new provision. TDI will also 
conduct a study of the legislation‘s impact on Texas consumers and health coverage 
and taxes. That study will be presented to the legislature in 2021. 
 

*NOTE – SB 1264 applies only to claims made on services provided after 1/1/20. 
 
SB 1037 – CONSUMER CREDIT SURPRISE BILLING PROTECTION – this bill will protect 
consumers from long-term financial damage that can result from surprise balance bills. It 
prohibits credit reporting agencies from including medical debt information and consumer 
reports if that debt is incurred under a balance bill situation. This applies to consumers covered 
under any health benefit plan and is not limited to commercial plans. 
 
HB 1941 – PROHIBITS UNCONSCIONABLE PRICING (defined as more than 200% of the 
average of what regular ERs charge) by FSERs; creates new cause of action for the Attorney 
General to enforce and they can recover treble damages under the DTPA. 
 
HB 2174 – OPIOID DISPENSING RESTRICTIONS – this bill seeks to help combat the growing 
rate of prescription drug abuse in Texas by making changes to the Texas Controlled 
Substances Act. The bill sets a prescribing limit of a 10-day supply of an opioid for acute pain 
and exempts prescriptions for chronic pain and for cancer, palliative, and hospice patients. The 
prescribing limit does not apply to opioids prescribed for substance use disorder, and the bill 
prohibits prior authorization for medication assisted therapy treatment in Medicaid. The bill also 
develops standards for the electronic prescribing of opioids and grants exceptions to allow for 
written or telephonic prescriptions in certain circumstances. 
 

GOAL: IMPROVING ACCESS TO CARE 
 
HB 871 – TELEMEDICINE – enables facilities in a county with less than 30,000 people to 
receive a Level IV trauma designation requirement for doctors through use of telemedicine. 
 
HB 1757 – PATIENT’S CHOICE OF PHARMACIST – allows enrollees to select a pharmacist to 
provide covered services within their scope. 
 
HB 3911 – PPO NETWORK ADEQUACY REVIEW – these will now be required by TDI every 3 
years on PPO and EPO plan networks. 
 
SB 1056 – PHARMACIST DRUG THERAPY PROTOCOL AUTHORITY – Physician may 
delegate drug therapy protocol if follows diagnosis, assessment, and drugs ordered by MD. 



NEW COVERAGE MANDATES (applies to plans issued 1/1/20): 
● Stage 4 Metastatic breast cancer (HB 1584) – must cover drugs without step therapy 

requirements. 
● Diagnostic Mammograms coverage parity with screening mamm (HB 170). 
● Newborn Screening coverage parity – plans must cover kits, too (SB 747). 
● Telemedicine coverage parity – plans must cover the same for services allowed by 

Telemedicine. No separate annual or lifetime max separate for Telemedicine (HB 3345). 
● Chiro service parity – plans must pay chiro for covered service same as MD if within 

scope of practice (SB 1739). 
● Pharmacist coverage parity – plans, PBMs and TPAs must cover claims from 

pharmacist if within scope and would be covered for MD, PA HB 3441). 
 

GOAL: INCREASING TRANSPARENCY 
 
HB 1112 – REQUIRES IMMEDIATE SIGN REMOVAL for Freestanding Emergency Rooms 
(FSERs) that either close or lose their license. 
 
HB 2041 – PROHIBITION OF MISREPRESENTATION BY FSERS – According to a recent 
AARP investigation, 77% of independent Texas FReestanding Emergency Rooms (FSERs) use 
confusing language such as stating they “take” or “accept” insurance when they are out of 
network for any major health plan and 30% of FSER websites do not comply with state network 
transparency laws. HB 2041 protects Texas consumers and helps lower health care costs by 
requiring Texas FSERs, including those affiliated with hospitals, to be transparent about their 
prices and network status.  

● The bill requires these facilities to provide their prices to patients in a written disclosure 
at the time of service or on their website. The written disclosure must notify patients that 
the FSER charges facility and observation fees for medical treatment and must also 
include the facility’s median facility and observation fees, a range of possible facility and 
observation fees, and the facility and observation fees for each level of care the FSER 
provides. A facility that posts and appropriately updates its standard charges, including 
facility and observation fees, on its website in a manner that is easily accessible and 
readable will be in compliance with this requirement. 

● The bill also protects consumers from FSERs’ use of confusing language and deceptive 
advertising by prohibiting FSERs from using phrases like “we take” or “accept” all 
insurance and displaying a health plan’s name or logo unless they are in network with 
the health plan mentioned.  

 
HB 2536 – PRESCRIPTION DRUG TRANSPARENCY – this is a sweeping bill that is very 
detailed and technical. It won’t apply directly to TAHU members but will benefit our customers 
and be a valuable tool. This will require the filing of regular, detailed reports by every 
stakeholder: the drug manufacturer, the health plans, and the PBMs. The reported information 
will be specific: publication of the most common drugs’ wholesale pricing, amount of PBM 
markup, percent of savings for consumers, how that was reflected in premiums, and where the 
savings went. For more details on the bill’s requirements contact TAHU’s lobbyists directly.  
 



SB 1742 – PROVIDER DIRECTORY ENHANCEMENTS, PRIOR AUTHORIZATION 
TRANSPARENCY &  UTILIZATION REVIEW RESTRICTIONS – this bill grew legs at the end 
of the session and swallowed up two other bills in its wake. Thus it is a complex bill covering 
multiple subject matters. In sum, health plan provider directory requirements have increased 
with a focus on in-network facility-based providers practicing at in-network hospitals (this will 
help us manage the surprise billing problem earlier in the process). These provisions apply to 
commercial HMO, EPO, and PPO benefit plans. Several enhancements will be required: facility 
names must also list the specific in-network providers working there and which health plans 
cover them, directories must also list network facilities and specify the name, municipality, in-
network providers with specialties, and each health plan providing coverage. Prior 
Authorization processes must now be conspicuously posted on the plan’s public website with 
detailed information about the process, list of services that require preauth, supporting 
documentation required, screening criteria used including codes, statistics on approval and 
denial rates for the past year at each level of the process, and no changes are allowed with less 
than sixty days notice to policyholders. U/R must now use Texas licensed physicians to review 
all U/R plans and direct programs. The actual review can be done by a physician licensed 
somewhere else. Reviews by a physician in the same specialty must now be available upon 
request as part of an appeal instead of after the appeal is complete. A joint Interim Study 
Committee will also be created on prior auth and U/R review. This applies to HMO, EPO and 
PPO plans (not CHIP and Medicaid). 
 
HB 3496 – INDEPENDENT PHARMACY TRANSPARENCY – adds financial disclosure 
licensing requirements for independent pharmacists not wholly owned by grocery chain. 
 
HB 2050 – NURSING HOME CONSENT REQUIREMENTS, ANTIPSYCHOTICS – requires 
nursing home resident’s consent to receive antipsychotic medications. 
 
HB 3041 – PRIOR AUTHORIZATION RENEWALS must now be requested 60 days before the 
original expiration date (applies to ERS, TRS, CHIP, Medicaid, HMO, EPO, PPO). 
 
HB 29 – PT REFERRAL REQUIREMENTS – no referral required if PT has insurance, a license 
for one year min, and has a doctoral degree or 30 hours of diff diagnosis training (treatment 
allowed to 10 business days); PTs with a residency or fellowship can treat for up to 15 days; 
detailed disclosure required.  
 
 

GOAL: MARKET REFORM 
 
SB 1940 – HIGH RISK POOL AUTHORIZATION – this bill reauthorizes SB 2087 by Sen. 
Hancock, which was passed by the 85th Legislature, authorizing the insurance commissioner to 
apply for a federal State Innovation Waiver and to establish and administer a temporary health 
insurance “risk pool” with any available federal funds. The pool may not be used to require 
Texas to assume functions currently performed by federal agencies under the ACA, including 
establishing an exchange or administering premium tax credits. 
 
 



GOAL: VALUE OF THE AGENT 
 
SB 1852 – CONSUMER HEALTH PLANS and SHORT TERM LIMITED DURATION PLANS – 
This bill should make consumer choice plans (those that are not required to cover state based 
mandates over and above essential benefits) easier to sell. It removes the renewal signature 
requirement for the sale of Consumer Choice Health Plans.  
 

Additionally, the bill impacts SHORT TERM HEALTH PLANS by adding a disclosure 
requirement. It requires the commissioner of insurance to prescribe a statement to be included 
with each policy and application that includes: 

● Duration of the coverage. 
● Number of times the policy may be renewed. 
● Expiration of coverage is not a qualifying life event for purposes of special enrollment. 
● Policy may expire outside of open enrollment. 
● Dates of the next three open enrollment periods following the date the policy expires. 
● Any limitations or exclusions to pre-existing conditions.  
● Maximum dollar amount payable under the policy. 
● Deductibles under the policy and services to which they apply. 
● Whether prescription drug, mental health, substance abuse treatment, maternity care, 

hospitalization, surgery, emergency care, and preventive services are covered. 
● Any other information the commissioner determines is important for a purchaser of a 

policy. 
 

The bill also requires insurers to adopt procedures, according to Texas Department of Insurance 
(TDI) rule, to obtain a signed form from the enrollee acknowledging receipt of the disclosure 
statement, including electronic receipt. It requires insurers to retain the acknowledgment for five 
years and to make it available to TDI upon request. The final version of this bill comes close to 
mirroring the federal regulations already in place and is a far better approach than the original 
version which contain many more burdensome and duplicate us disclosure requirements.  

*NOTE: The consumer choice plan section is effective Sept. 1, 2019, and applies to 
plans renewed on or after that date. The short-term limited-duration plans section 
requires TDI to prescribe the disclosure form by Jan. 1, 2020, and applies to policies 
delivered, issued, or renewed after that date. 

 
 
 
PLEASE CONTACT US WITH ANY 
QUESTIONS OR FOR MORE DETAILS: 
(512) 499-8880 – office  
Shannon@MeroneyPublicAffairs.com 
Mike@MeroneyPublicAffairs.com 
 


