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Background on Evaluation Requests under Minn. Stat. § 62J.26  

Minn. Stat. §62J.26 requires the Minnesota Department of Commerce (Commerce)—in coordination 

with the Department of Health and the Department of Management and Budget—to evaluate 

mandated health benefit proposals for potential fiscal, economic, and public health impacts. Per statute, 

a mandated health benefit proposal is a proposal that would require health plan companies to (1) 

provide coverage or (2) increase the amount of coverage for treatment of certain conditions, diseases, 

or other health care needs.1 A mandated health benefit proposal also includes bills that (3) require 

coverage for care performed by a specific type of provider or (4) impose limitations on a contract 

between a provider and a health plan company.  

Evaluations of mandated health benefit proposals must consider the following: 

• the potential scientific or medical benefit of the proposal relative to any applicable 
alternatives;  

• the public health and fiscal impact of the proposal on both the health care system in 
general, and in Minnesota;  

• description of the extent to which the service/item in the proposal is used by a significant 
portion of the population;  

• the extent to which insurance already covers the services/items in the proposal, including 
a description of how the mandated health benefit proposal would apply to all categories of 
health insurance;  

• an analysis of how much the proposal would increase or decrease the cost of the 
applicable service/item; 

• the overall extent to which the proposal would increase or decrease enrollee premiums; 
and  

• the potential amount required by the state to defray costs associated with the proposal 
(for Affordable Care Act (ACA) benefit mandates). 

Commerce is directed by Minn. Stat. § 62J.26 to publish preliminary information on each proposed 

health benefit mandate to ensure that the final evaluation reports include input from those who may be 

impacted by the mandate, such as individuals, health care plans, and providers. Accordingly, Commerce 

seeks public comment on each of the proposed health benefit mandates.  

After reviewing public feedback received in response to this request for information (RFI), Commerce 

will produce an evaluation report for mandates determined to be feasible for evaluation based on topic 

and data availability (Appendix A) and will produce modified evaluation reports for the remaining 

mandates.  

 

1 In this case, “health care needs” may refer to general health care needs, or it may refer to specific health care 
services, items, or equipment. 

https://www.law.cornell.edu/cfr/text/45/155.170
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Table 1 (below) displays each proposed health benefit mandate’s bill number and title. The hyperlinks 

will direct the commenter to each proposed health benefit mandate’s description. The text for all 

proposed mandates is provided in Appendices C through K.  

Table 1. Proposed Health Benefit Mandates 

Bill Title  

HF3330 Coverage for Rapid Whole Genome Sequencing 

HF3339/ SF3351 Coverage for Orthotic and Prosthetic Devices 

HFXXXX/ SF2654 Dental Coverage for Cancer Patients 

HF2607 Gender-Affirming Care 

HFXXXX Coverage for Management and Treatment of Obesity 

SFXXXX Coverage for Prenatal, Maternity, and Postnatal Care 

SFXXXX Coverage for Intermittent Catheters 

HF2301 Coverage for Firefighters  

SFXXXX Coverage for Scalp Hair Prosthetics for Hair Loss Caused by Cancer Treatment 

Solicitation of Public Comment  

Obtaining feedback from the public is an important part of the evaluation process to understand the 

potential impact of each proposal. Commerce will accept and review public comments pertaining to any 

of the proposed health benefit mandates. Commerce may summarize comments received or may 

display some comments verbatim in each evaluation report to the legislature. Due to this, commenters 

should note whether information provided in their comments is confidential, private, nonpublic, and/or 

protected nonpublic.  

In developing public comments, Commerce encourages commenters to consider: 

• As it is written now, does this proposed health benefit mandate achieve its intended purpose as 

described in the Request for Information (RFI)? 

• Are all services or items that should be covered in this proposed health benefit mandate 

included? If not, what other items or services should be considered?  

• If the proposed health benefit mandate were signed into law, how would it impact individuals’ 

access to health care? In your response, please consider access under current coverage 

requirements, whether additional steps are required to access care (e.g., the need for prior 

authorization for a service or item), and if the change in coverage associated with the proposed 

mandate would impact certain populations more than others. 

• Are there any currently established health care policies related to this proposed health benefit 

mandate that Commerce should consider during their evaluation?  

• Based on the Data Availability and Sources (Appendix A) outlined in the RFI, are there other 

resources or considerations Commerce should assess during their evaluation of the proposed 

health benefit mandate (e.g., journal articles, databases, etc.)? 

• Would you expect there to be a difference in cost of services or items covered under the 

proposed health benefit mandate for patients, providers, and/or Payers/issuers? In your 
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response, please consider any impacts on health outcomes, such as the impact of increased 

coverage resulting in reduced hospitalizations.  

Directions for Submitting Comments  

To submit a public comment for a proposed health benefit mandate, please fill out the form at this link.2 

If you would like to provide public comments for multiple proposed health benefit mandates, please 

submit a separate response for each mandate. If you have already prepared a document with public 

comments for multiple proposed mandates, you can upload it with your submission or email it to Ashley 

Setala at Ashley.Setala@state.mn.us. To ensure Commerce has sufficient time to review suggested data 

sources and incorporate new information into the final reports, interested parties should submit 

comments by November 20, 2023. Commerce may follow up with RFI respondents to request additional 

information about their submissions as needed. 

 

2 https://redcap.link/rfi2023  

https://redcap.link/rfi2023
mailto:Ashley.Setala@state.mn.us
https://redcap.link/rfi2023


 

   

 

HF3330 – Coverage for Rapid Whole Genome Sequencing  

 
Author(s):  

• Rep. Hemmingsen-
Jaeger 

• Rep. Reyer 

• Rep. Bierman 

• Rep. Quam 
 
Legislative Session:  
93rd Legislature (2023-2024) 
 
Date Introduced:  
5/18/2023 
 
Bill Version:  
As Introduced 
 
Existing Statute:  
None  
 
New Statute:  
62A.3098 

 
Proposed Mandate Summary 

This proposed mandate would require a health carrier to provide health 

insurance coverage for rapid whole genome sequencing (rWGS). Required 

coverage would be based on medical necessity that may be based on the 

following criteria: a diagnosis would require multiple genetic tests in lieu of 

rWGS, timely identification of a diagnosis is needed to assist in clinical decision 

making, or the origin of the illness is unknown and includes at least one clinical 

sign or symptom identified in the bill language (see Appendix C). 

Example Relevant Clinical Indications:  

No specific conditions were identified by the bill language. Clinical symptoms for 

coverage include but are not limited to (full list available in Appendix C): 

• Abnormalities present since birth that involve at least two organ 

systems or complex or multiple anomalies present since birth that occur 

in one organ system  

• Specific organ malformations that are highly suggestive of a genetic 

cause  

• Abnormal laboratory tests or chemistry profiles suggesting the presence 

of a genetic disease, complex metabolic disorder, or genetic disorder 

that affects the body’s ability to process nutrients  

Key Terms:  

For the purposes of this mandate, “rapid whole genome sequencing” means 

mapping the entire human genome to identify disease-causing genetic changes. 

This includes whole genome sequencing of a patient and their biological 

parent(s) and gives preliminary positive results within 5 days and final results in 

14 days. 

Specific Population:  

Enrollees 21 years of age or younger with a complex or acute illness confirmed 

not to have been caused by environmental exposure, toxic ingestion, an 

infection with normal response to therapy, or trauma, and who is receiving 

inpatient hospital services in an intensive care unit or neonatal or high-acuity 

pediatric care unit. 

Applicable Plans:  

https://www.house.mn.gov/members/profile/15620
https://www.house.mn.gov/members/profile/15620
http://www.house.leg.state.mn.us/members/members.asp?leg_id=15549
http://www.house.leg.state.mn.us/members/members.asp?leg_id=15526
http://www.house.leg.state.mn.us/members/members.asp?leg_id=15366
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This proposed mandate would apply to fully insured small and large group 

commercial health plans and the State Employee Group Insurance Program 

(SEGIP). This would not apply to self-insured employer plans, grandfathered 

plans, Medicare and Medicare supplemental policies, and Minnesota public 

health insurance programs (e.g., Medical Assistance and MinnesotaCare). 

Summary of Research Focus and Evaluation Limitations: 

The evaluation will focus on what coverage currently exists for rWGS, and what 

health outcomes are associated with its use in clinical settings. The evaluation 

will also consider the cost-effectiveness of this testing, evaluating the 

downstream cost of care with and without this testing as part of the diagnostic 

plan. As there are many conditions and specific tests that require rWGS, and the 

mandate is not specific to a specific range of conditions, the actuarial analysis 

will require a focus on the most common conditions and uses of the test. 

Mandate-Specific Questions:  

In addition to the general questions above, Commerce also seeks feedback on 

the following mandate-specific questions:  

• What coverage barriers do patients and families currently face for 

rWGS?  

• What are the most common diagnoses for which rWGS tests might be 

necessary in the pediatric population? 

• Is rWGS used by most hospitals in Minnesota providing inpatient, 

pediatric care? Would a change in coverage impact the frequency of use 

in any way? 

 

HF3339/ SF3351 - Coverage for Orthotic and Prosthetic Devices 

 
Author(s):  
HF3339: 

• Rep. Koegel 

• Rep. Stephenson 

• Rep. Daniels 

• Rep. Edelson 

• Rep. Hassan 
SF3351: 

• Sen. Hoffman 

• Sen. Abeler 

• Sen. Klein 

• Sen. Morrison 

 
Proposed Mandate Summary 

This proposed mandate would require a health carrier to provide health 

insurance coverage for orthotic and prosthetic devices, supplies, and services. 

Medical necessity must be determined by a prescribing physician or licensed 

health care provider with the appropriate scope of practice in Minnesota for 

coverage. A health plan must cover orthoses and prostheses which are 

determined by the physician or provider to be the most appropriate model that 

meets the medical needs of the enrollee. Prior authorization may be required 

by a health plan for orthotic and prosthetic devices, supplies, and services in the 

same manner and to the same extent as required for any other covered benefit. 

http://www.house.leg.state.mn.us/members/members.asp?leg_id=15465
http://www.house.leg.state.mn.us/members/members.asp?leg_id=15507
http://www.house.leg.state.mn.us/members/members.asp?leg_id=15433
http://www.house.leg.state.mn.us/members/members.asp?leg_id=15516
http://www.house.leg.state.mn.us/members/members.asp?leg_id=15530
https://www.senate.mn/members/member_bio?leg_id=15381
https://www.senate.mn/members/member_bio?leg_id=10002
https://www.senate.mn/members/member_bio?leg_id=15486
https://www.senate.mn/members/member_bio?leg_id=15503
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• Sen. Housley 
 
Legislative Session:  
93rd Legislature (2023-2024) 
 
Date Introduced:  
HF3339: 5/21/2023 
SF3351: 5/20/2023 
 
Bill Version:  
As Introduced  
 
Existing Statute:  
None 
 
New Statute:  
62Q.665 

Associated Services/Treatments: 

Applicable orthosis and prosthesis services that must be covered by insurance 

include: 

• Evaluation, treatment, and consultation related to an orthosis or 

prosthesis 

• Assessing and designing orthosis or prosthesis to maximize function and 

provide support and alignment necessary to improve the safety and 

efficiency of mobility and locomotion 

• Clinical assessment of the requirements necessary to refine and 

mechanically fix various parts of the orthosis or prosthesis to maximize 

function, stability, and safety of the patient  

• Gait and postural analysis  

• Continuing patient care to assess the function and effects of an orthotic 

or prosthetic device on the patient 

Key Terms:  

For the purposes of this mandate:  

• "Orthosis" means an external medical device that is custom-fabricated 

or custom-fitted to a specific patient based on the patient's unique 

physical condition, applied to a part of the body to correct a deformity, 

provide support and protection, restrict motion, improve function, or 

relieve symptoms of a disease, syndrome, injury, or postoperative 

condition, and deemed medically necessary by a prescribing physician 

or licensed health care provider.  

• "Orthotics" means the science and practice of evaluating, measuring, 

designing, fabricating, assembling, fitting, adjusting, or servicing of an 

orthotic device as well as providing the initial patient training necessary 

to accomplish the fitting of an orthotic device for the support, 

correction, or alleviation of a neuromuscular or musculoskeletal 

dysfunction, disease, injury, or deformity.  

• "Prosthesis" means an external medical device that is used to replace or 

restore a missing limb, appendage, or other external human body part 

and deemed medically necessary by a prescribing physician or licensed 

health care provider. This also includes any provision, repair, or 

replacement of a device that is furnished or performed by a facility 

accredited in comprehensive prosthetic services or a health care 

provider licensed in Minnesota and operating within the provider's 

scope of practice.  

• "Prosthetics" means the science and practice of evaluating, measuring, 

designing, fabricating, assembling, fitting, aligning, adjusting, or 

servicing, as well as providing the initial training necessary to 

https://www.senate.mn/members/member_bio?leg_id=15382
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accomplish the fitting of, a prosthesis through the replacement of 

external parts of a human body lost due to amputation or congenital 

deformities or absences.  

Applicable Plans:  

This proposed mandate would apply to fully insured small and large group 

commercial health plans and the State Employee Group Insurance Program 

(SEGIP). This would not apply to self-insured employer plans, grandfathered 

plans, Medicare and Medicare supplemental policies, and Minnesota public 

health insurance programs (e.g., Medical Assistance and MinnesotaCare). 

Summary of Research Focus and Evaluation Limitations: 

This mandate does not identify any specific conditions associated with 

coverage. Due to the broad range of literature on the topic of prosthetics and 

orthotics related to the clinical need, health outcomes, as well as the impact of 

coverage for this equipment, the evaluation will focus on the most common 

prosthetic and orthotics equipment, services, and treatments.  While an 

actuarial analysis to assess the projected economic impact is feasible, it will 

require focusing on the most common treatment codes, conditions, and 

equipment.  

Mandate-Specific Questions:  

In addition to the general questions above, Commerce also seeks feedback on 

the following mandate-specific questions:  

• What are the current challenges for access to orthotic and prosthetic 

devices and associated supplies or services (repair, evaluation, etc.)?  

• Do the coverage requirements of the bill adequately address needs of 

the pediatric population? 

• Are there current differences between medical necessity 

determinations made by issuers in utilization management (prior 

authorization) and those supported by current clinical practice 

guidelines? 

 

HFXXXX/ SF2654 – Dental Coverage for Cancer Patients  

 
Author(s):  
SF2654: 
Sen. Boldon 
HFXXXX: 

 
Proposed Mandate Summary 

This proposed mandate would require a health carrier to provide health 

insurance coverage for medically necessary dental procedures that are a result 

https://www.senate.mn/members/member_bio?leg_id=15545
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Rep. Klevorn 
 
Legislative Session:  
93rd Legislature (2023-2024) 
 
Date Introduced:  
SF2654: 3/6/2023 
HFXXXX: N/A 
 
Bill Version:  
As Introduced 
 
Existing Statute:  
None 
 
New Statute:  
62Q.59 

of cancer treatment. Applicable cancer treatments identified in this proposed 

mandate include but are not limited to chemotherapy, biotherapy, and 

radiation therapy. 

It is unclear how this proposed mandate would impact coverage for dental 

procedures that are the direct result of cancer, and not the corresponding 

treatment. Additionally, there is no language in the proposed mandate 

specifying the length of time the coverage would apply after receiving cancer 

treatment (e.g., dental issues or problems that arise more than 6 months after 

treatment). 

Associated Services/Treatments: 

Applicable dental services that must be covered by insurance include 

evaluations/examinations, laboratory assessments, medications, and 

treatments associated with the dental procedure(s). 

Applicable dental treatments that may be needed due to cancer treatment 

include tooth extraction, dentures or implants, and oral hygiene protocols. 

Associated/Relevant Conditions:  

Associated health conditions include any type of cancer that requires cancer 

care treatment. Associated dental conditions include, but are not limited to, 

oral mucositis, tooth decay, gum disease, fungal and viral oral infections, or 

traumatic oral lesions. 

Applicable Plans:  

This proposed mandate would apply to fully insured small and large group 

commercial health plans and the State Employee Group Insurance Program 

(SEGIP). This would not apply to self-insured employer plans, grandfathered 

plans, Medicare and Medicare supplemental policies, and Minnesota public 

health insurance programs (e.g., Medical Assistance and MinnesotaCare). 

Summary of Research Focus and Evaluation Limitations: 

The analysis would consist of a review of applicable literature that focuses on 

the prevalence of dental procedures associated with cancer treatment and the 

health considerations resulting from receipt of dental services associated with 

cancer treatment. There is limited research that addresses dental complications 

and procedures associated directly with cancer diagnosis versus those 

associated with side effects of cancer treatment. Dental services that are 

covered outside of the medical benefit (e.g., through dental insurance) are not 

currently available through the Minnesota All Payer Claims Database (MN 

APCD). It is unknown to what degree the dental procedures currently covered 

https://www.house.mn.gov/members/profile/15512
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by the medical benefit would be sufficient or representative of the procedures 

that would be covered under the mandate.  

Mandate-Specific Questions:  

In addition to the general questions above, Commerce also seeks feedback on 

the following mandate-specific questions:  

• What is the prevalence of cancer patients who have dental outcomes as 

a result of cancer treatment? 

• How would health plans determine if a dental procedure is needed as a 

result of cancer treatment as part of this coverage requirement? 

• As written, does this mandate include coverage for delayed dental 

consequences resulting from cancer treatment? 

 

HF2607 – Gender-Affirming Care 

 
Author(s):  

• Rep. Finke 

• Rep. Kozlowski 

• Rep. Curran 

• Rep. Gomez 

• Rep. Pursell 

• Others 
 

Legislative Session:  
93rd Legislature (2023-2024) 
 
Date Introduced:  
3/6/2023 
 
Bill Version:  
As Introduced  
 
Existing Statute:  

 
Proposed Mandate Summary 

This proposed mandate would require a health carrier providing health 

insurance coverage for physical or mental health services to also provide 

coverage for gender-affirming care (GAC). This would amend Minnesota 

Statutes 2022, section 256B.0625, subdivision 3a by adding language stating 

that health insurance plans must cover gender-affirming care as medically 

necessary with regard to the procedures and criteria recognized within 

professional standards, guidelines, or practices in the appropriate field of 

medicine. The covered gender-affirming treatments must satisfy the definition 

of medically necessary care proposed in the bill. 

Associated Services/Treatments: 

Some examples of gender affirming treatment are 3, 4:   

• Feminizing vaginoplasty 

• Feminizing hormone therapy (e.g., anti-androgen therapy) 

 

3 Wylie C Hembree, Peggy T Cohen-Kettenis, Louis Gooren, Sabine E Hannema, Walter J Meyer, M Hassan Murad, Stephen M Rosenthal, Joshua D Safer, 

Vin Tangpricha, Guy G T’Sjoen, Endocrine Treatment of Gender-Dysphoric/Gender-Incongruent Persons: An Endocrine Society Clinical Practice 

Guideline, The Journal of Clinical Endocrinology & Metabolism, Volume 102, Issue 11, 1 November 2017, Pages 3869–3903, 

https://doi.org/10.1210/jc.2017-01658 

4 Tangpricha, V., & den Heijer, M. (2017). Oestrogen and anti-androgen therapy for transgender women. The lancet. Diabetes & endocrinology, 5(4), 291–
300. https://doi.org/10.1016/S2213-8587(16)30319-9 

http://www.house.leg.state.mn.us/members/members.asp?leg_id=15575
http://www.house.leg.state.mn.us/members/members.asp?leg_id=15595
http://www.house.leg.state.mn.us/members/members.asp?leg_id=15614
http://www.house.leg.state.mn.us/members/members.asp?leg_id=15531
http://www.house.leg.state.mn.us/members/members.asp?leg_id=15571
https://doi.org/10.1210/jc.2017-01658
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Minnesota Statutes 2022, 
section 256B.0625, subdivision 
3a 
 
New Statute:  
62Q.585 

• Masculinizing phalloplasty / scrotoplasty 

• Metoidioplasty (clitoral release/enlargement, may include urethral 

lengthening) 

• Reduction thyrochondroplasty (tracheal cartilage shave) 

• Transgender affirmative cognitive behavioral therapy 

Specific Population:  

This proposed mandate does not define a specific population or age range for 
which coverage would apply.  

Applicable Plans:  

This proposed mandate would apply to fully insured small and large group 

commercial health plans and Minnesota public health insurance programs (e.g., 

Medical Assistance and MinnesotaCare). This would not apply to self-insured 

employer plans, grandfathered plans, and Medicare and Medicare 

supplemental policies. 

Summary of Research Focus and Evaluation Limitations: 

The evaluation will be based on current clinical practice guidelines to determine 

which interventions will be selected for the focus of the analysis. The actuarial 

analysis will focus on the most prevalent GAC interventions in Minnesota. 

Existing literature to determine assumptions, appropriate diagnostic codes, 

interventions, and variables associated with cost and potential downstream 

health savings is somewhat limited by evolving, novel literature in this field with 

limited longitudinal data. 

Mandate-Specific Questions:  

In addition to the general questions above, Commerce also seeks feedback on 

the following mandate-specific questions:   

• Based on current clinical practice, what special considerations exist for 

individuals seeking gender-affirming care in specific age groups? 

• What percent of Minnesota residents seek gender-affirming care? What 

are the most common services or procedures requested by 

Minnesotans that seek gender-affirming care? 

• What are the current barriers to coverage for gender-affirming care in 

Minnesota? Are there any populations most impacted by these 

barriers? 
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HFXXXX – Coverage for the Management and Treatment of Obesity 

 
Author(s):  
Rep. Hortman 
 
Legislative Session:  
93rd Legislature (2023-2024) 
 
Date Introduced:  
N/A 
 
Bill Version:  
N/A 
 
Existing Statute:  
Minnesota Statutes 2022, 
section 256B.0625, by adding a 
subdivision 
 
New Statute:  
62Q.474 

 
Proposed Mandate Summary 

This proposed mandate would require a health carrier to provide health 

insurance coverage for the management and treatment of obesity. Additionally, 

this proposed mandate would amend Minnesota Statutes 2022, section 

256B.0625 by adding language that would require Minnesota Medicaid to cover 

the management and treatment of obesity in the same manner as is required of 

non-public health plan companies. 

Associated Services/Treatments: 

Under this proposed mandate, coverage would include evidence-based obesity 

treatments including, but not limited to, behavioral, dietary, and physical 

activity interventions, bariatric surgery, and medication approved by the U.S. 

Food and Drug Administration to treat obesity. 

Associated/Relevant Conditions:  

This mandate does not identify any related conditions/comorbidities associated 

with obesity. Health conditions that may be associated with obesity include but 

are not limited to: 

• Cardiovascular disease 

• Type II diabetes  

Applicable Plans:  

This proposed mandate would apply to fully insured small and large group 

commercial health plans and Minnesota public health insurance programs (e.g., 

Medical Assistance and MinnesotaCare). This would not apply to self-insured 

employer plans, grandfathered plans, and Medicare and Medicare 

supplemental policies. 

Summary of Research Focus and Evaluation Limitations: 

The literature and actuarial analysis will highlight examples from public health 

and economic-focused studies that include considerations for the potential 

impact of the proposed mandate. Given the breadth of interventions available 

for obesity, the analysis and data search will focus on the most prevalent 

obesity-related conditions and first-line and surgical interventions, their 

associated clinical outcomes, and downstream savings from improved health 

outcomes.  

https://www.house.mn.gov/members/profile/12266
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Mandate-Specific Questions:  

In addition to the general questions above, Commerce also seeks feedback on 

the following mandate-specific questions:  

• What are common behavioral, dietary, and physical activity 

interventions Commerce should consider in the evaluation of the 

proposed mandate? 

• Is a diagnosis of obesity required for coverage specific to this mandate? 

• What are the related health conditions associated with obesity (e.g., 

Type II diabetes) that Commerce should consider in this evaluation?   

 

SFXXXX – Coverage for Prenatal, Maternity, and Postnatal Care 

 
Author(s):  
Sen. Mann 
 
Legislative Session:  
93rd Legislature (2023-2024) 
 
Date Introduced:  
N/A 
 
Bill Version:  
N/A 
 
Existing Statute:  
Minnesota Statutes 2022, 
sections 62A.041, subdivision 1; 
62A.0411; 62A.047; 62Q.521; 
repealing Minnesota Statutes 
2022, section 62A.041, 
subdivision 2. 
 
New Statute:  
None 

 
Proposed Mandate Summary 

This proposed mandate would amend Minnesota Statutes 2022, sections 

62A.041, subdivision 1; 62A.0411; 62A.047; 62Q.521 to codify the services that 

must be covered in the prenatal, delivery, and postpartum periods for the 

mother and infant. This proposed mandate also extends the duration of 

postpartum care requirements for the mother and infant to a period of one 

year. For each of these required services, the proposed mandate also prohibits 

any cost-sharing during the defined periods.  

Associated Services/Treatments: 

Applicable maternal and infant care services that must be covered by insurance 

include relevant procedures, examinations, screenings, counseling, education, 

office visits, and inpatient care recommended by a health care provider within 

the prenatal and delivery periods, and for one year postpartum. 

Specific Population:  

Pregnant persons during the prenatal and delivery periods, and for one year 
postpartum. This mandate also includes coverage of an infant up to one year of 
age. 

Applicable Plans:  

This proposed mandate would apply to fully insured small and large group 

commercial health plans and the State Employee Group Insurance Program 

(SEGIP). This would not apply to self-insured employer plans, grandfathered 

https://www.senate.mn/members/member_bio.html?mem_id=1270
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plans, Medicare and Medicare supplemental policies, and Minnesota public 

health insurance programs (e.g., Medical Assistance and MinnesotaCare). 

Summary of Research Focus and Evaluation Limitations: 

The literature review for this proposed mandate would focus primarily on the 

public health impact associated with receiving prenatal and postpartum care 

and child outcomes as it relates to the cost of care, duration of coverage, etc. 

An evaluation of the cost-effectiveness of this coverage would address 

literature on patients’ out-of-pocket payments for prenatal and postpartum 

treatments, downstream costs, and savings associated with increased coverage 

requirements. The actuarial analysis would focus only on specific components 

of the mandate, given the multiple coverage requirements for different 

treatments, interventions, and populations (maternal and child health 

statistics). The broad range of interventions, treatments, time periods, and 

maternal and child outcomes makes an in-depth, robust clinical/medical review 

infeasible without narrowing the data to a smaller set of claims.   

Mandate-Specific Questions:  

In addition to the general questions above, Commerce also seeks feedback on 

the following mandate-specific questions:  

• How does the definition of “child supervision services” function in 

current health plan coverage requirements?  

• What are the gaps in coverage associated with outpatient delivery? 

• Does the duration and level of insurance coverage for infant and 

maternal services change clinical outcomes for maternal or child 

health? 

 

SFXXXX – Coverage for Intermittent Catheters  

 
Author(s):  
Sen. Hoffman 
 
Legislative Session:  
93rd Legislature (2023-2024) 
 
Date Introduced:  
N/A 
 
Bill Version:  
N/A 

 
Proposed Mandate Summary 

This proposed mandate would require a health carrier to provide health 

insurance coverage for intermittent urinary catheters and insertion supplies if 

catheterization is recommended by the enrollee’s health care provider. This 

coverage would include up to 180 short-term or daily-use catheters per month 

with insertion supplies unless a smaller amount is prescribed by the enrollee’s 

health care provider. 

This proposed mandate does not allow a health carrier to apply cost-sharing 

(e.g., co-payment, deductible, coinsurance) or other restrictions for intermittent 

https://www.senate.mn/members/member_bio.html?mem_id=1205
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Existing Statute:  
None 
 
New Statute:  
62Q.665 

catheters and insertion supplies unless the health insurance plan applies the 

same cost-sharing or restrictions on other medical equipment used at home. 

Associated/Relevant Conditions:  

Health conditions associated with the use of intermittent catheters include but 

are not limited to: 

• Incomplete bladder emptying 

• Urinary incontinence (leaking) 

Intermittent catheters may also be recommended after a medical procedure or 

surgery.  

Key Terms:  

For the purpose of this mandate, "intermittent catheterization" refers to the 

placement of a catheter, or tube, to drain the bladder several times a day. 

Individuals may use this process for the short-term or for life. 

Applicable Plans:  

This proposed mandate would apply to fully insured small and large group 

commercial health plans and the State Employee Group Insurance Program 

(SEGIP). This would not apply to self-insured employer plans, grandfathered 

plans, Medicare and Medicare supplemental policies, and Minnesota public 

health insurance programs (e.g., Medical Assistance and MinnesotaCare). 

Summary of Research Focus and Evaluation Limitations: 

The analysis would focus on the most prevalent conditions requiring 

intermittent catheterization, and clinical reasoning for the increased amount of 

equipment that would be covered under this proposed mandate. The literature 

is sufficient to describe the clinical outcomes and public health implications of 

the mandate, as well as potential health outcomes associated with reduced 

coverage. An actuarial analysis would rely on available claims from the most 

prevalent conditions and settings where intermittent catheterization is 

prescribed.  

Mandate-Specific Questions:  

In addition to the general questions above, Commerce also seeks feedback on 

the following mandate-specific questions:   

• What are the cost implications of coverage for up to 180 catheters per 

month? 
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• If a plan imposes different cost-sharing across different types of durable 

medical equipment (DMEs), what rule applies for the coverage 

requirements associated with intermittent catheters?  

• As written, would coverage requirements apply to all types of 

intermittent catheters and insertion supplies (including all branded and 

generic types)? 

 

HF2301 – Coverage for Firefighters 

 
Author(s):  

• Rep. Tabke 

• Rep. Olson, L. 
 

Legislative Session:  
93rd Legislature (2023-2024) 
 
Date Introduced:  
3/1/2023 
 
Bill Version:  
As Introduced 
 
Existing Statute:  
None 
 
New Statute:  
62Q.461 

 
Proposed Mandate Summary 

This proposed mandate would require a health carrier to provide health 

insurance coverage for certain preventative tests and procedures for full-time 

firefighters. These tests and procedures would be covered without cost-sharing, 

including but not limited to deductible, co-pay, or coinsurance.   

Associated Services/Treatments: 

Coverage would extend to tests and procedures recommended by the 

International Fire Chiefs Association. These may include but are not limited to5: 

• Physical examination tests  

• Exercise stress tests 

• Cancer screenings  

• Behavioral health screenings 

• Sleep studies 

• Chest x-rays and CT scans 

 

Associated/Relevant Conditions:  

Firefighters are at an increased risk of developing the following conditions8: 

• Cardiovascular disease 

• Cancer 

• Behavioral health disorders (e.g., PTSD) 

• Sleep disorders 

 

5 International Fire Chiefs Association, First Responder Center for Excellence, International Association of Fire 
Fighters, National Volunteer Fire Council. Healthcare Provider’s Guide to Firefighter Physicals. 
https://www.iafc.org/docs/default-source/1safehealthshs/healthcareprovidersguide.pdf 

http://www.house.leg.state.mn.us/members/members.asp?leg_id=15523
http://www.house.leg.state.mn.us/members/members.asp?leg_id=15469


   

 

19 

 

• Lung disease 

Specific Population:  

This coverage would apply to all full-time firefighters in Minnesota. 

Applicable Plans:  

This proposed mandate would apply to fully insured small and large group 

commercial health plans and the State Employee Group Insurance Program 

(SEGIP). This would not apply to self-insured employer plans, grandfathered 

plans, Medicare and Medicare supplemental policies, and Minnesota public 

health insurance programs (e.g., Medical Assistance and MinnesotaCare). 

Summary of Research Focus and Evaluation Limitations: 

Based on an initial assessment of available data, there is no known database 

that links health care claims and occupational data to identify the specific 

utilization claims for the proposed mandate’s target population. As a result, an 

evaluation of this mandate is determined not to be feasible.  

Mandate-Specific Questions:  

In addition to the general questions above, Commerce also seeks feedback on 

the following mandate-specific questions:  

• What are the current gaps in coverage for preventative services among 

full-time firefighters? 

• How is coverage for preventative tests and procedures provided today, 

and what cost-sharing responsibilities do firefighters currently have? 

• Do health plans have coverage specific to individual occupations? How 

would a health plan operationalize coverage for preventative tests and 

procedures for specific occupational groups?  

• What is the association between insurance coverage for physical 

examinations and associated tests and health outcomes for firefighters? 

 

SFXXXX – Coverage for Scalp Hair Prosthetics for Hair Loss Caused by Cancer Treatment 

 
Author(s):  
Sen. Dziedzic 
 
Legislative Session:  
93rd Legislature (2023-2024) 
 

 
Proposed Mandate Summary 

This proposed mandate would amend Minnesota Statutes 2022, section 62A.28, 

subdivision 2 by expanding coverage of scalp hair prostheses to include all 

equipment and accessories necessary for regular use of scalp hair prostheses 

worn for hair loss suffered as a result of alopecia areata or treatment for cancer. 

https://www.senate.mn/members/member_bio.html?mem_id=1193


   

 

20 

 

Date Introduced:  
N/A 
 
Bill Version:  
N/A 
 
Existing Statute:  
Minnesota Statutes 2022, 
section 62A.28, subdivision 2 
 
New Statute:  
None 
 

Additionally, this amendment would establish a limit of $1000 per benefit year 

for scalp hair prostheses, including all equipment and accessories necessary for 

regular use of scalp hair prostheses, worn for hair loss suffered as a result of 

treatment for cancer. 

Associated services/treatments: 

Cancer treatments known to cause hair loss include but are not limited to: 

• Chemotherapy 

• Radiation therapy 

Associated/relevant conditions:  

• Chemotherapy-induced alopecia  

Applicable plans:  

This proposed mandate would apply to fully insured small and large group 

commercial health plans and the State Employee Group Insurance Program 

(SEGIP). This would not apply to self-insured employer plans, grandfathered 

plans, Medicare and Medicare supplemental policies, and Minnesota public 

health insurance programs (e.g., Medical Assistance and MinnesotaCare). 

Summary of Research Focus and Evaluation Limitations: 

From an initial assessment of this mandate, there are limitations in the body of 

literature to address the potential public health and economic impact of 

coverage required by this proposed mandate. All components of the evaluation 

will look at temporary and permanent forms of alopecia. Actuarial analysis will 

rely on validation within the limited literature base to identify prevalence of hair 

loss resulting from cancer treatment to accompany claims data from MN APCD. 

Mandate-Specific Questions:  

In addition to the general questions above, Commerce also seeks feedback on 

the following mandate-specific questions:  

• Are the costs of scalp protheses and accessories, on average, less than, 
or greater than $1,000 per benefit year? 

• Do issuers distinguish in coverage between temporary and permanent 
forms of alopecia resulting from treatment of cancer? 
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Appendix A – Data Availability and Sources 

Literature Review Data Sources:  
  

• Peer-reviewed scientific literature database - PubMed  

• Peer-reviewed scientific literature database – MEDLINE  

• Google Scholar  
• The Minnesota All Payer Claims Database (MN APCD) 

• Grey literature including articles, opinion statements/pieces, news briefings, reports, working papers 
(i.e. those in National Bureau of Economic Research)*  
 

*All included literature must match the following inclusion criteria: (1) Published within the last 10 years, (2) 
Independent publication and primary data source (3) Based on data from the United States (4) relevant to the 
proposed mandate (5) and moderate to high quality of research, as guided by the Joanna Briggs Institute Clinical 
Appraisal Tools.  

  
Actuarial Analysis Sources:  
 

• Minnesota state population projections are from Long-Term Population Projections for Minnesota, 

published by the Minnesota State Demographic Center  
• Minnesota non-public health insurance coverage levels are from Minnesota Public Health Data 

Access.41   
• Trends and projection factors are derived from National Health Expenditure data compiled by the 

Centers for Medicare & Medicaid Services  
• Minnesota Department of Health tabulations of data from the Minnesota All Payer Claims Database (MN 

APCD) for 2019-2022   

 Appendix B - Common Terms and Definitions  

• Evidence-Based Practices – approaches to treatment that consider research to inform choices for 

effective courses of treatment.6 

• Health Plan– a plan that provides medical or other health care benefits, provided by an employer or 

union or can be purchased in the private market, and is provided on an individual or group basis.7 Health 

plans do not include coverage designed only to provide hearing, dental, or vision care.8 Specific health 

plans that will be impacted by the proposed mandate, if enacted, are identified in the individual 

proposed mandate section. 

 

6 Evidence-based practices. Minnesota Department of Human Services. 2017. https://mn.gov/dhs/partners-and-
providers/training-conferences/childrens-mental-health/evidence-based-practices.jsp#:~:text=Evidence-
based%20practices%20are%20approaches%20to%20treatment%20that%20consider,to%20inform%20choices%
20for%20effective%20courses%20of%20treatment.  
7 2022 Minnesota Statutes, 518A.41, subdivision 1. 
8 2022 Minnesota Statutes, 62A.011, subdivision 3 

https://mn.gov/dhs/partners-and-providers/training-conferences/childrens-mental-health/evidence-based-practices.jsp#:~:text=Evidence-based%20practices%20are%20approaches%20to%20treatment%20that%20consider,to%20inform%20choices%20for%20effective%20courses%20of%20treatment
https://mn.gov/dhs/partners-and-providers/training-conferences/childrens-mental-health/evidence-based-practices.jsp#:~:text=Evidence-based%20practices%20are%20approaches%20to%20treatment%20that%20consider,to%20inform%20choices%20for%20effective%20courses%20of%20treatment
https://mn.gov/dhs/partners-and-providers/training-conferences/childrens-mental-health/evidence-based-practices.jsp#:~:text=Evidence-based%20practices%20are%20approaches%20to%20treatment%20that%20consider,to%20inform%20choices%20for%20effective%20courses%20of%20treatment
https://mn.gov/dhs/partners-and-providers/training-conferences/childrens-mental-health/evidence-based-practices.jsp#:~:text=Evidence-based%20practices%20are%20approaches%20to%20treatment%20that%20consider,to%20inform%20choices%20for%20effective%20courses%20of%20treatment
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• Medically Necessary Care – health care services appropriate to the enrollee’s diagnosis or condition, and 

diagnostic testing and preventive services in terms of type, frequency, level, setting, and duration. 

Medically necessary care must be consistent with generally accepted practice parameters as determined 

by health care providers in the same or similar general specialty as typically manages the condition, 

procedure, or treatment at issue. This care must help restore or maintain the enrollee’s health or 

prevent deterioration of the enrollee’s condition.9 

• Scope of Practice – the activities that an individual health care practitioner is permitted to perform 

within a specific profession. Those activities should be based on appropriate education, training, and 

experience. Scope of practice is established by the practice act of the specific practitioner’s board, and 

the rules adopted pursuant to that act.10 

Appendix C - Coverage for Rapid Whole Genome Sequencing  

Section 1. [62A.3098] RAPID WHOLE GENOME SEQUENCING; COVERAGE. 

     Subdivision 1. Definition. For purposes of this section, "rapid whole genome sequencing" or  

     "rWGS" means an investigation of the entire human genome, including coding and noncoding  

     regions and mitochondrial deoxyribonucleic acid, to identify disease-causing genetic changes that  

     returns the preliminary positive results within five days and final results in 14 days. Rapid whole  

     genome sequencing includes patient-only whole genome sequencing and duo and trio whole genome  

     sequencing of the patient and the patient's biological parent or parents. 

     Subd. 2. Required coverage. A health plan that provides coverage to Minnesota residents must cover  

     rWGS testing if the enrollee: 

 (1) is 21 years of age or younger; 

 (2) has a complex or acute illness of unknown etiology that is not confirmed to have been caused  

 by an environmental exposure, toxic ingestion, an infection with a normal response to therapy, or  

 trauma; and 

 (3) is receiving inpatient hospital services in an intensive care unit or a neonatal or high acuity  

 pediatric care unit. 

     Subd. 3. Coverage criteria. Coverage may be based on the following medical necessity criteria: 

 (1) the enrollee has symptoms that suggest a broad differential diagnosis that would require an  

 evaluation by multiple genetic tests if rWGS testing is not performed; 

 

9 2022 Minnesota Statutes, 62Q.53, subdivision 2 
10 Assessing Scope of Practice in Health Care Delivery: Critical Questions in Assuring Public Access and Safety. 
Federation of State Medical Boards of the United States, Inc. 2005. 
https://www.fsmb.org/siteassets/advocacy/policies/assessing-scope-of-practice-in-health-care-delivery.pdf  

https://www.fsmb.org/siteassets/advocacy/policies/assessing-scope-of-practice-in-health-care-delivery.pdf
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 (2) timely identification of a molecular diagnosis is necessary in order to guide clinical decision  

 making, and the rWGS testing may aid in guiding the treatment or management of the enrollee’s  

 condition; and 

 (3) the enrollee's complex or acute illness of unknown etiology includes at least one of the  

 following conditions: 

      (i) congenital anomalies involving at least two organ systems, or complex or multiple  

      congenital anomalies in one organ system;  

      (ii) specific organ malformations that are highly suggestive of a genetic etiology; 

      (iii) abnormal laboratory tests or abnormal chemistry profiles suggesting the presence of a  

      genetic disease, complex metabolic disorder, or inborn error of metabolism; 

      (iv) refractory or severe hypoglycemia or hyperglycemia; 

      (v) abnormal response to therapy related to an underlying medical condition affecting vital  

      organs or bodily systems; 

      (vi) severe muscle weakness, rigidity, or spasticity; 

      (vii) refractory seizures; 

      (viii) a high-risk stratification on evaluation for a brief resolved unexplained event with any  

      of the following features: 

  (A) a recurrent event without respiratory infection;  

  (B) a recurrent seizure-like event; or 

  (C) a recurrent cardiopulmonary resuscitation; 

      (ix) abnormal cardiac diagnostic testing results that are suggestive of possible  

      channelopathies, arrhythmias, cardiomyopathies, myocarditis, or structural heart disease; 

      (x) abnormal diagnostic imaging studies that are suggestive of underlying genetic condition; 

      (xi) abnormal physiologic function studies that are suggestive of an underlying genetic  

      etiology; or 

      (xii) family genetic history related to the patient's condition. 

     Subd. 4. Cost sharing. Coverage provided in this section is subject to the enrollee's health plan cost- 

     sharing requirements, including any deductibles, co-payments, or coinsurance requirements that  

     apply to diagnostic testing services.  

     Subd. 5. Reimbursement. If the enrollee's health plan uses a capitated or bundled payment  
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     arrangement to reimburse a provider for services provided in an inpatient setting, reimbursement for  

     services covered under this section must be paid separately and in addition to any reimbursement  

     otherwise payable to the provider under the capitated or bundled payment arrangement, unless the  

     health carrier and the provider have negotiated an increased capitated or bundled payment rate that  

     includes the services covered under this section. 

     Subd. 6. Genetic data. Genetic data generated as a result of performing rWGS and covered under  

     this section: must be used for the primary purpose of assisting the ordering provider and treating care  

     team to diagnose and treat the patient; (2) is protected health information as set forth under the Health  

     Information Portability and Accountability Act (HIPAA), the Health Information Technology for  

     Economic and Clinical Health Act, and any promulgated regulations, including but not limited to the  

     HIPAA Privacy Rule under Code of Federal Regulations, title 45, parts 160 and 164, subparts A and  

     E; and (3) is a protected health record under the Minnesota Health Records Act under section  

     144.291. 

     EFFECTIVE DATE. This section is effective January 1, 2024, and applies to a health plan offered,  

     issued, or sold on or after that date. 

Appendix D - Coverage for Orthotic and Prosthetic Devices  

Section 1.[62Q.665] COVERAGEFOR ORTHOTIC AND PROSTHETIC DEVICES. 

     Subdivision 1. Definitions. (a) For the purposes of this section, the following terms have the  

     meanings given. 

 (b) "Accredited facility" means any entity that is accredited to provide comprehensive orthotic or  

 prosthetic devices or services by a Centers for Medicare and Medicaid Services approved  

 accrediting agency. 

 (c) "Orthosis" means: 

      (1) an external medical device that is: 

  (i) custom-fabricated or custom-fitted to a specific patient based on the patient's unique  

  physical condition; 

  (ii) applied to a part of the body to correct a deformity, provide support and protection,  

  restrict motion, improve function, or relieve symptoms of a disease, syndrome, injury, or  

  postoperative condition; and 

  (iii) deemed medically necessary by a prescribing physician or licensed health care  

  provider who has authority in Minnesota to prescribe orthotic and prosthetic devices,  

  supplies, and services; and 
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      (2) any provision, repair, or replacement of a device that is furnished or performed by: 

  (i) an accredited facility in comprehensive orthotic services; or 

  (ii) a health care provider licensed in Minnesota and operating within the provider's scope  

  of practice which allows the provider to provide orthotic or prosthetic devices, supplies,  

  or services. 

 (d) "Orthotics" means: 

      (1) the science and practice of evaluating, measuring, designing, fabricating, assembling,  

      fitting, adjusting, or servicing and providing the initial training necessary to accomplish the  

      fitting of an orthotic device for the support, correction, or alleviation of a neuromuscular or  

      musculoskeletal dysfunction, disease, injury, or deformity; 

      (2) evaluation, treatment, and consultation related to an orthotic device; 

      (3) basic observation of gait and postural analysis; 

      (4) assessing and designing orthosis to maximize function and provide support and alignment  

      necessary to prevent or correct a deformity or to improve the safety and efficiency of     

      mobility and locomotion; 

      (5) continuing patient care to assess the effect of an orthotic device on the patient's tissues;  

      and 

      (6) proper fit and function of the orthotic device by periodic evaluation. 

 (e) "Prosthesis" means: 

      (1) an external medical device that is: 

  (i) used to replace or restore a missing limb, appendage, or other external human body   

  part; and 

  (ii) deemed medically necessary by a prescribing physician or licensed health care  

  provider who has authority in Minnesota to prescribe orthotic and prosthetic devices,  

  supplies, and services; and 

      (2) any provision, repair, or replacement of a device that is furnished or performed by: 

  (i) an accredited facility in comprehensive prosthetic services; or 

  (ii) a health care provider licensed in Minnesota and operating within the provider's scope  

  of practice which allows the provider to provide orthotic or prosthetic devices, supplies,  

  or services. 
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 (f) "Prosthetics" means:  

      (1) the science and practice of evaluating, measuring, designing, fabricating, assembling,  

      fitting, aligning, adjusting, or servicing, as well as providing the initial training necessary to  

           accomplish the fitting of, a prosthesis through the replacement of external parts of a human  

      body lost due to amputation or congenital deformities or absences; 

      (2) the generation of an image, form, or mold that replicates the patient's body segment and  

      that requires rectification of dimensions, contours, and volumes for use in the design and  

      fabrication of a socket to accept a residual anatomic limb to, in turn, create an artificial  

      appendage that is designed either to support body weight or to improve or restore function or  

      anatomical appearance, or both; 

      (3) observational gait analysis and clinical assessment of the requirements necessary to refine  

      and mechanically fix the relative position of various parts of the prosthesis to maximize  

      function, stability, and safety of the patient; 

      (4) providing and continuing patient care in order to assess the prosthetic device's effect on  

      the patient's tissues; and 

      (5) assuring proper fit and function of the prosthetic device by periodic evaluation. 

     Subd. 2. Coverage. (a) A health plan must provide coverage for orthotic and prosthetic devices,   

     supplies, and services, including repair and replacement, at least equal to the coverage provided  

     under federal law for health insurance for the aged and disabled under sections 1832, 1833, and 1834  

     of the Social Security Act, United States Code, title 42, sections 1395k, 1395l, and 1395m, but only  

     to the extent consistent with this section. 

 (b) A health plan may subject orthotic and prosthetic device coverage under this section only to  

 an annual or lifetime dollar maximum that applies generally to all terms and services covered  

 under the plan. 

 (c) A health plan must not subject orthotic and prosthetic benefits to separate financial  

 requirements that apply only with respect to those benefits. A health plan may impose co- 

 payment and coinsurance amounts on those benefits, except that any financial requirements that  

 apply to such benefits must not be more restrictive than the financial requirements that apply to  

 the health plan's medical and surgical benefits, including those for internal restorative devices. 

 (d) A health plan may limit the benefits for, or alter the financial requirements for, out-of- 

 network coverage of prosthetic and orthotic devices, except that the restrictions and requirements  

 that apply to those benefits must not be more restrictive than the financial requirements that  

 apply to the out-of-network coverage for the health plan's medical and surgical benefits. 

 (e) A health plan must not subject coverage for orthotic and prosthetic devices, supplies, and  

 services to any limitations for preexisting conditions. 
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 (f) A health plan must cover orthoses and prostheses when furnished under an order by a  

 prescribing physician or licensed health care prescriber who has authority in Minnesota to  

 prescribe orthoses and prostheses, and that coverage for orthotic and prosthetic devices, supplies,  

 accessories, and services must include those devices or device systems, supplies, accessories, and  

 services that are customized to the covered individual's needs. 

 (g) A health plan must cover orthoses and prostheses determined by the enrollee's provider to be  

 the most appropriate model that meets the medical needs of the enrollee for purposes of  

 performing physical activities, as applicable, including but not limited to running, biking, and  

 swimming, and maximizing the enrollee's upper limb function. 

 (h) A health plan must cover orthoses and prostheses for showering or bathing. 

     Subd. 3. Prior authorization. A health plan may require prior authorization for orthotic and  

     prosthetic devices, supplies, and services in the same manner and to the same extent as prior  

     authorization is required for any other covered benefit. 

     EFFECTIVE DATE. This section is effective August 1, 2023, and applies to all health plans  

     offered, issued, or renewed on or after that date. 

Sec. 2.MEDICAL NECESSITY AND NONDISCRIMINATION STANDARDS FOR COVERAGE 

OF PROSTHETICS OR ORTHOTICS. 

     (a) When performing a utilization review for a request for coverage of prosthetic or orthotic benefits,   

      a health plan company shall apply the most recent version of evidence-based treatment and fit  

      criteria as recognized by relevant clinical specialists. The commissioner may identify such criteria by  

      rule. 

     (b) A health plan company shall render utilization review determinations in a nondiscriminatory  

     manner and shall not deny coverage for habilitative or rehabilitative benefits, including prosthetics or  

     orthotics, solely on the basis of an enrollee's actual or perceived disability. 

     (c) A health plan company shall not deny a prosthetic or orthotic benefit for an individual with limb  

      loss or absence that would otherwise be covered for a nondisabled person seeking medical or  

      surgical intervention to restore or maintain the ability to perform the same physical activity. 

     (d) A health plan offered, issued, or renewed in Minnesota that offers coverage for prosthetics and  

     custom orthotic devices shall include language describing an enrollee's rights pursuant to paragraphs  

     (b) and (c) in its evidence of coverage and any benefit denial letters. 

     (e) A health plan that provides coverage for prosthetic or orthotic services shall ensure access to  

     medically necessary clinical care and to prosthetic and custom orthotic devices and technology from  

     not less than two distinct prosthetic and custom orthotic providers in the plan's provider network  

     located in Minnesota. In the event that medically necessary covered orthotics and prosthetics are not  

     available from an in-network provider, the health plan company shall provide processes to refer a  
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     member to an out-of-network provider and shall fully reimburse the out-of-network provider at a  

     mutually agreed upon rate less member cost sharing determined on an in-network basis. 

     (f) If coverage for prosthetic or custom orthotic devices is provided, payment shall be made for the  

     replacement of a prosthetic or custom orthotic device or for the replacement of any part of such  

     devices, without regard to continuous use or useful lifetime restrictions, if an ordering health care  

     provider determines that the provision of a replacement device, or a replacement part of a device, is  

     necessary because of: 

 (1) a change in the physiological condition of the patient; 

 (2) an irreparable change in the condition of the device or in a part of the device; or 

 (3) the condition of the device, or the part of the device, requires repairs and the cost of such   

 repairs would be more than 60 percent of the cost of a replacement device or of the part being  

 replaced. 

     (g) Confirmation from a prescribing health care provider may be required if the prosthetic or custom  

     orthotic device or part being replaced is less than three years old. 

Appendix E - Dental Coverage for Cancer Patients 

Section 1. [62Q.59] COVERAGE FOR DENTAL PROCEDURES RESULTING FROM CANCER 

TREATMENT  

(a) All health plans, as defined in section 62Q.01, shall provide coverage for medically necessary 

dental procedures that are the direct result of cancer treatment, including chemotherapy, 

biotherapy, and radiation therapy. 

(b) The coverage required under this section shall include coverage for evaluations and 

examinations, laboratory assessments, medications, and treatments associated with the 

medically necessary dental procedures resulting from cancer treatment.   

     EFFECTIVE DATE. This section is effective the day following final enactment and applies to  

     insurance contracts issues, renewed, or amended on or after that date.   

Appendix F – Gender-Affirming Care 

Section 1. [62Q.585] GENDER-AFFIRMING CARE COVERAGE; MEDICALLY NECESSARY 

CARE. 

     Subdivision 1. Requirement. No health plan that covers physical or mental health services may be  

     offered, sold, issued, or renewed in this state that: 

 (1) excludes coverage for medically necessary gender-affirming care; or 
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 (2) requires gender-affirming treatments to satisfy a definition of "medically necessary care,"   

 "medical necessity," or any similar term that is more restrictive than the definition provided in  

 subdivision 2. 

     Subd. 2. Minimum definition. "Medically necessary care" means health care services appropriate in  

     terms of type, frequency, level, setting, and duration to the enrollee’s diagnosis or condition and  

     diagnostic testing and preventive services. Medically necessary care must be consistent with  

     generally accepted practice parameters as determined by health care providers in the same or similar  

     general specialty as typically manages the condition, procedure, or treatment at issue and must: 

 (1) help restore or maintain the enrollee's health; or 

 (2) prevent deterioration of the enrollee's condition. 

     Subd. 3. Health plan; definition. For purposes of this section, "health plan" has the meaning given   

     in section 62Q.01, subdivision 3, but includes the coverages listed in section 62A.011, subdivision 3,  

     clauses (7) and (10). 

Sec. 2. Minnesota Statutes 2022, section 256B.0625, subdivision 3a, is amended to read: 

     Subd. 3a. Sex reassignment surgery. Gender-affirming care. Sex reassignment surgery is not   

     covered. Medical assistance covers gender-affirming care, as determined medically necessary  

     pursuant to the procedures and criteria recognized within the prevailing professional standards,  

     guidelines, or practices in this field of medicine. 

Appendix G - Coverage for the Management and Treatment of Obesity 

Section 1.[62Q.474] COVERAGEFOR THE MANAGEMENT AND TREATMENT OF 

OBESITY. 

     A health plan company must provide coverage for the management and treatment of obesity.  

     Coverage must include evidence-based obesity treatments, including, but not limited to: 

 (1) behavioral, dietary, and physical activity interventions; 

 (2) bariatric surgery; and 

 (3) medication approved by the Food and Drug Administration to treat obesity. 

     EFFECTIVE DATE. This section is effective January 1, 2025, and applies to health plans offered,  

     issued, or renewed on or after that date. 

Sec. 2. Minnesota Statutes 2022, section 256B.0625, is amended by adding a subdivision to read: 

     Subd. 72. Coverage for the management and treatment of obesity. Medical assistance covers the   

     management and treatment of obesity in the same manner as is required of health plan companies  
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     under section 62Q.474. 

     EFFECTIVE DATE. This section is effective January 1, 2025. 

Appendix H - Coverage for Prenatal, Maternity, and Postnatal Care 

Section 1. Minnesota Statutes 2022, section 62A.041, subdivision 1, is amended to read: 

     Subdivision 1. Discrimination prohibited against unmarried women. Each group policy of   

     accident and health insurance and each group health maintenance contract health plan as defined in  

     section 62Q.01, subdivision 3, shall provide the same coverage for maternity benefits to unmarried  

     women and minor female dependents that it provides to married women including the wives of  

     employees choosing dependent family coverage. If an unmarried insured or an unmarried enrollee is  

     a parent of a dependent child, each group policy and each group contract health plan shall provide the  

     same coverage for that child as that provided for the child of a married employee choosing dependent  

     family coverage if the insured or the enrollee elects dependent family coverage. 

     Each individual policy of accident and health insurance and each individual health maintenance  

     contract shall provide the same coverage for maternity benefits to unmarried women and minor  

     female dependents as that provided for married women. If an unmarried insured or an unmarried  

     enrollee is a parent of a dependent child, each individual policy and each individual contract shall  

     also provide the same coverage for that child as that provided for the child of a married insured or a  

     married enrollee choosing dependent family coverage if the insured or the enrollee elects dependent  

     family coverage. 

     EFFECTIVE DATE. This section is effective January 1, 2025, and applies to all policies, plans,    

     certificates, and contracts offered, issued, or renewed on or after that date. 

Sec. 2. Minnesota Statutes 2022, section 62A.0411, is amended to read: 62A.0411 MATERNITY 

CARE. 

     Subdivision 1. Minimum inpatient care. (a) Every health plan as defined in section 62Q.01,   

     subdivision 3, that provides maternity benefits must, consistent with other coinsurance, co-payment,  

     deductible, and related contract terms, provide coverage of a minimum of 48 hours of inpatient care  

     following a vaginal delivery and a minimum of 96 hours of inpatient care following a caesarean  

     section for a mother and her newborn. The health plan shall not provide any compensation or other  

     nonmedical remuneration to encourage a mother and newborn to leave inpatient care before the  

     duration minimums specified in this section. 

(b) In addition to the coverage required under paragraph (a), every health plan must provide  

coverage for all inpatient care of a mother and her newborn recommended by a health care 

provider acting within the provider's scope of practice, related to the delivery and associated well-

being of the mother and newborn, including but not limited to all procedures, examinations, 
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screenings, counseling, education, and inpatient care extending beyond the minimum durations 

provided in paragraph (a). 

 

(c) In the event a health care provider, acting within the provider's scope of practice,  

recommends that either the mother or newborn be transferred to a different medical facility, every 

health plan must provide the coverage required under this section for all of the mother, newborn, 

and newborn siblings, at both medical facilities. The coverage required under this paragraph 

includes, but is not limited to, expenses related to the transfer of all individuals transferred. 

     Subd. 2. Minimum postdelivery outpatient care. (a) The health plan must also provide coverage for   

     postdelivery outpatient care to a mother and her newborn if the duration of inpatient care is less than  

     the minimums provided in this section. 

 (b) Postdelivery outpatient care consists of a minimum of one home visit by a registered nurse  

 and all postdelivery outpatient care of a mother and her newborn recommended by a health care  

 provider acting within the provider’s scope of practice, related to the delivery and associated  

 well-being of the mother and newborn, including but not limited to all procedures, examinations,  

 screenings, counseling, education, and office visits. Services provided by the registered nurse  

 include, but are not limited to, parent education, assistance and training in breast and bottle  

 feeding, and conducting any necessary and appropriate clinical tests. The home visit must be  

 conducted within four days following the discharge of the mother and her child. 

     Subd. 3. Prohibition on cost-sharing; limitations Except for the coverage required by subdivision   

     1, paragraph (c), which is not recommended by a health care provider, the coverage required under  

     this section must be provided without cost-sharing, including but not limited to deductible, co-pay, or  

     coinsurance. The coverage required under this section must be provided without any limitation that is  

     not generally applicable to other coverages under the plan. 

     Subd. 4. Health plan defined. For purposes of this section, the term "health plan" means a health  

     plan as defined in section 62Q.01, subdivision 3. 

     EFFECTIVE DATE. This section is effective January 1, 2025, and applies to all policies, plans,  

     certificates, and contracts offered, issued, or renewed on or after that date. 

Sec. 3. Minnesota Statutes 2022, section 62A.047, is amended to read: 62A.047 CHILDREN'S 

HEALTH SUPERVISION SERVICES AND PRENATAL CARE SERVICES. 

     Subdivision 1. Coverage required. A policy of individual or group health and accident insurance   

     regulated under this chapter, or individual or group subscriber contract regulated under chapter 62C,  

     health maintenance contract regulated under chapter 62D, or health benefit certificate regulated under  

     chapter 64B, issued, renewed, or continued to provide coverage to a Minnesota resident, Each health  

     plan as defined in section 62Q.01,subdivision 3, must provide coverage for child health supervision  

     services and prenatal care services. The policy, contract, or certificate must specifically exempt  

     reasonable and customary charges for child health supervision services and prenatal care services  
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     from a deductible, co-payment, or other coinsurance or dollar limitation requirement. This section  

     does not prohibit the use of policy waiting periods for these services. Minimum benefits may be  

     limited to one visit payable to one provider for all of the services provided at each visit cited in this  

     section subject to the schedule set forth in this section. Nothing in this section applies to a  

     commercial health insurance policy issued as a companion to a health maintenance organization  

     contract, a policy designed primarily to provide coverage payable on a per diem, fixed indemnity, or  

     nonexpense incurred basis, or a policy that provides only accident coverage. A policy, contract, or  

     certificate described under this section may not apply to preexisting condition limitations to  

     individuals under 19 years of age. This section does not apply to individual coverage under a  

     grandfathered plan. A health plan may not limit coverage under this section based on an individual's  

     preexisting condition. 

     Subd. 2. Prohibition on cost-sharing; limitations. The coverage required under this section must be  

     provided without cost-sharing, including but not limited to deductible, co-pay, or coinsurance. The  

     coverage required under this section must be provided without any limitation that is not generally  

     applicable to other coverages under the plan. 

     Subd. 3. Child health supervision services defined. For purposes of this section, "child health    

     supervision services" means pediatric preventive services, appropriate immunizations, developmental  

     assessments, and laboratory services appropriate to the age of a child from birth to age six, and  

     appropriate immunizations from ages six to 18, as defined by Standards of Child Health Care issued  

     by the American Academy of Pediatrics. Reimbursement must be made for at least five child health  

     supervision visits from birth to 12 months, three child health supervision visits from 12 months to 24  

     months, once a year from 24 months to 72 months. 

     Subd. 4. Prenatal care services defined. For purposes of this section, the term "prenatal care  

     services" means: 

 (1) the comprehensive package of medical and psychosocial support provided throughout the 

 pregnancy, including risk assessment, serial surveillance, prenatal education, and use of  

 specialized skills and technology, when needed, as defined by Standards for Obstetric- 

 Gynecologic Services issued by the American College of Obstetricians and Gynecologists; and 

 (2) all prenatal care of a mother and her child recommended by a health care provider acting  

 within the provider's scope of practice, related to the pregnancy, delivery, and associated well- 

 being of the mother and child, including but not limited to all procedures, examinations,  

 screenings, counseling, education, and office visits. 

     EFFECTIVE DATE. This section is effective January 1, 2025, and applies to all policies, plans,  

     certificates, and contracts offered, issued, or renewed on or after that date. 

Sec. 4. Minnesota Statutes 2022, section 62Q.521, is amended to read: 62Q.521 POSTNATAL CARE. 

     (a) For purposes of this section, "comprehensive postnatal visit" means a visit with a health    
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     care provider that includes a full assessment of the mother's and infant's physical, social, and  

     psychological well-being, including but not limited to: mood and emotional well-being; infant care  

     and feeding; sexuality, contraception, and birth spacing; sleep and fatigue; physical recovery from  

     birth; chronic disease management; and health maintenance. 

     (b) A health plan must provide coverage for the following: 

 (1) a comprehensive postnatal visit with a health care provider not more than three weeks from  

 the date of delivery; 

 (2) any postnatal visits recommended by a health care provider between three and 11 weeks from  

 the date of delivery; and 

 (3) a comprehensive postnatal visit with a health care provider 12 weeks from the date of  

 delivery; and 

 (4) all postnatal care of a mother and infant, prior to the infant reaching age one, recommended  

 by a health care provider acting within the provider's scope of practice, including but not limited  

 to all procedures, examinations, screenings, counseling, education, and office visits.      

     (c) The requirements of this section are separate from and cannot be met by a visit made pursuant   

     to section 62A.0411. 

     (d) The coverage required under this section must be provided without cost-sharing, including but not  

     limited to deductible, co-pay, or coinsurance. The coverage required under this section must be  

     provided without any limitation that is not generally applicable to other coverages under the plan. 

     EFFECTIVE DATE. This section is effective January 1, 2025, and applies to all policies, plans,   

     certificates, and contracts offered, issued, or renewed on or after that date. 

Sec. 5. REPEALER. 

     Minnesota Statutes 2022, section 62A.041, subdivision 2, is repealed. 

     EFFECTIVE DATE. This section is effective January 1, 2025. 

Appendix I - Coverage for Intermittent Catheters 

Section 1. [62Q.665] INTERMITTENT CATHETERS. 

     Subdivision 1. Required coverage. Every health plan must provide coverage for intermittent urinary  

     catheters and insertion supplies if intermittent catheterization is recommended by the enrollee's health  

     care provider. Up to 180 intermittent catheters per month with insertion supplies must be covered  

     unless a lesser amount is prescribed by the enrollee's health care provider. 
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     Subd. 2. Cost-sharing requirements. No health plan may impose a deductible, co-payment,  

     coinsurance, or other restriction on intermittent catheters and insertion supplies that the health plan  

     does not apply to durable medical equipment in general. 

     EFFECTIVE DATE. This section is effective for any health plan issued or renewed on or after  

     January 1, 2025. 

Appendix J - Coverage for Firefighters 

Section 1. [62Q.461] FIREFIGHTERS; PREVENTIVE SERVICES. 

     Every health plan issued to a full-time firefighter, as defined in section 299N.03, subdivision 5, must   

     include coverage for physical examination tests and procedures recommended by the International  

     Fire Chiefs Association. The tests and procedures covered under this section must be classified as  

     preventive and covered without cost-sharing, including but not limited to deductible, co-pay, or  

     coinsurance. 

     EFFECTIVE DATE. This section is effective January 1, 2024, and applies to health plans offered,  

     issued, or renewed on or after that date. 

Appendix K - Coverage for Scalp Hair Prosthetics for Hair Loss Caused by 

Cancer Treatment 

Section 1. Minnesota Statutes 2022, section 62A.28, subdivision 2, is amended to read: 

     Subd. 2. Required coverage. (a) Every policy, plan, certificate, or contract referred to in subdivision   

     1 issued or renewed after August 1, 1987, must provide coverage for scalp hair prostheses, including  

     all equipment and accessories necessary for regular use of scalp hair prostheses, worn for hair loss  

     suffered as a result of alopecia areata or treatment for cancer. 

 (b) The coverage required by this section is subject to the co-payment, coinsurance, deductible,  

 and other enrollee cost-sharing requirements that apply to similar types of items under the policy,  

 plan, certificate, or contract and may be limited to one prosthesis per benefit year. 

 (c) The coverage required by this section for scalp hair prostheses, including all equipment and  

 accessories necessary for regular use of scalp hair prostheses, worn for hair loss suffered as a 

 result of treatment for cancer is limited to $1,000 per benefit year. 

     EFFECTIVE DATE. This section is effective January 1, 2025, and applies to all policies, plans,   

     certificates, and contracts offered, issued, or renewed on or after that date. 

 


