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RESEARCH MEMORANDUM  

WYOMING  LEGISLATIVE  SERVICE  OFFICE 
 

  

 

Date:   February 7, 2020 

From:   Karla Smith, Senior Program Evaluator 

Subject: Compelling Insurance Coverage  

QUESTION:  

How do other states address a health insurance providers’ lack of nearby in-network 

providers? 

ANSWER: 

Ensuring access to care is a significant challenge in rural America where the healthcare workforce 

supply is smaller and the healthcare needs are greater.1  Employer-provided (group) and Individual 

insurance health plans develop provider networks – which include the set of hospitals, physicians, 

dentists, mental health services, and other providers who deliver care under the terms of the 

insurance contract.  The size and composition of the network can influence an enrollee’s ability to 

access care (primary as well as specialty care) in a sufficient number and in a timely fashion 

(network adequacy).   

In order to balance  access to providers with costs, health insurance plans often define and adjust 

the number, qualifications, and quality of providers in their networks.2  Health insurance plans 

may also limit the number of providers in their networks as a means of conserving costs or 

coordinating care.  As a result of rising insurance costs, consumers have been increasingly drawn 

to less expensive plans, creating a market for inexpensive, overly narrow networks, also known as 

“skinny networks.”3  This may narrow the provider network to the extent that the enrollees in the 

                                                      

1 Michelle Casey, MS, et.al., Regulating Network Adequacy for Rural Populations: Perspectives of Five States, University of 

Minnesota Rural Health Research Center - Policy Brief. August 2017, 1. 
2 Jolie H. Matthews, Senior Health Policy Advisor and Counsel, NAIC Center for Insurance Policy and Research (CIPR), Last 

updated 4/18/19. 
3 Leah Selby Gray, An Elegant Solution to Network Inadequacy: How to Better Protect Patients from Inadequate Health 

Networks and Surprise Balance Billing, 70 Hastings L.J. 1639 (2019), 1644. 
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plan may have extremely limited options in choosing providers.  Often there are financial 

implications associated if the enrollee opts for an out-of-network provider.4 

While there is no single solution to address the specific issue of geographical access coverage and 

cost,  to varying degrees, states  have used one or more of the following approaches:  

Network Adequacy  

Provisions to assist enrollees in plans with very limited options in choosing healthcare 

providers as well as efforts to ensure sufficient quality care is available within a reasonable 

distance.  

 

Any Willing Provider 

Provisions to address limited healthcare networks by requiring health insurers and other 

health care plans to allow willing health care providers to become members of an insurer’s 

network if certain conditions are met.  

 

Surprise Billing/Balanced Billing. 

Provisions alleviating out-of-pocket costs when consumers receive medical bills from 

health providers outside their insurance plan’s network.  

NETWORK ADEQUACY 

Network adequacy refers to a healthcare plan’s ability to deliver the benefits promised under the 

terms of the contract by providing reasonable access to a sufficient number of in-network primary 

care, specialty physicians, and health services.5  State and federal regulators use various 

quantitative and qualitative network adequacy standards to ensure an appropriate number of 

providers within each network to meet the needs of those patients.6  Qualitative standards set a 

general benchmark that insurers must meet for their participating provider networks.  These are 

often used to regulate “narrow network” plans. 7 The following three quantitative standards provide 

more precise benchmarks for regulating networks: 

• Minimum provider-to-enrollee ratios  

• Minimum time or distance to travel to certain providers 

• Maximum wait times  

In 2013, a task force conducted a regulatory review of the National Association of Insurance 

Commissioners (NAIC) existing models related to health insurance.  The task force concluded that 

                                                      

4 Matthews, NAIC Center for Insurance Policy and Research (CIPR), Last updated 4/18/19. 
5 Ibid. 
6 Leah, An Elegant Solution to Network Inadequacy: How to Better Protect Patients from Inadequate Health Networks and 

Surprise Balance Billing, 1652. 
7 Jack Pistor, National Conference of State Legislators. January 2020. 
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“network adequacy standards should reflect local geography, demographics, patterns of care, and 

market conditions” while balancing the “competing policy goals and considerations that come into 

play with examinations of network adequacy.”8  Revisions to the model were adopted in 2015 with 

Model #74, now called the Health Benefit Plan Network Access and Adequacy Model Act.9  These 

revisions include a number of enhancements such as more specific requirements for network 

adequacy concerning network sufficiency, how network sufficiency is to be determined, and who 

is to determine network sufficiency.10 

In October of 2016, the university of Maryland School of Law published a fifty-state survey of 

network Adequacy Quantitative Standards in conjunction with their study on the State Opioid 

Treatment Program.  This survey provides an overview of the various approaches adopted by states 

addressing network adequacy, with geographic criteria as the predominate approach.  See 

Attachment C for the survey responses by state (note Wyoming is absent in this survey).11 

State Approaches to Network Adequacy Laws   

While some states will only use one of the quantitative measures to evaluate network adequacy, 

some states, such as California, use all three: provider-to-enrollee ratios, travel and distance time, 

and maximum wait times.  This “timely access” approach is considered the most effective way to 

use quantitative measures as it allows regulators to see the broader picture from multiple 

viewpoints.  California's timely access laws attempt to ensure patients can obtain necessary 

services in a reasonable amount of time.  Health insurance plans in California must provide a 

certain number of doctors per insured in the area few standards exist, however, for how far away 

providers can be and the hours per week during which emergency and non-emergency providers 

must be available.  One condition which may be noteworthy as relevant to Wyoming, is that 

California includes a provision stating “networks for mountainous rural areas shall take into 

consideration typical patterns of winter road closures, so as to comply with access and timeliness 

standards throughout the calendar year.”12   

                                                      

8 Plan Management Function: Network Adequacy White Paper, NAIC Health Insurance and Managed Care (B) Committee on 

June 27, 2012.  Based on: Federal Register, final rules, “Exchange Establishment Standards and Other Related Standards under 

the Affordable Care Act.”, March 2012. https://www.govinfo.gov/content/pkg/FR-2012-03-27/pdf/2012-6125.pdf. 
9 Matthews, NAIC Center for Insurance Policy and Research (CIPR). 
10 The revisions also addresses a narrow aspect of the so-called “surprise bill” issue by establishing a mechanism for consumers 

to deal with bills they received for services provided by out-of-network facility-based providers while receiving treatment at an 

in-network facility.  Section 7 also includes a provider mediation process for payment of out-of-network facility-based provider 

remittances for those providers who object to the amount of the payment they received for the out-of-network services they 

provided using the established payment rate. 
11 Ellen Weber, Esq. Professor of Law, Drug Policy and Public Strategies Clinic, University of Maryland, Francis King Carey 

School of Law, Update to the Fifty-state Survey : Network Adequacy Quantitative Standards, and summary of survey results, 

October 18, 2016. 
12 Michelle Casey, MS, et.al., Regulating Network Adequacy for Rural Populations: Perspectives of Five States, University of 

Minnesota Rural Health Research Center - Policy Brief. August 2017. 

https://www.govinfo.gov/content/pkg/FR-2012-03-27/pdf/2012-6125.pdf
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Similarly, managed care plans in California must also have providers within a reasonable distance 

who can adequately serve enrolled patients.  The corresponding regulations require health plans to 

ensure a certain number of providers for enrollees, a certain number of hours of provider 

availability per week, and timelines for when a patient must receive different types of appointment 

after requesting one.  The requirements differ for emergency and non-emergency care, but not for 

specialties.13  If plans in California cannot comply with these timely access laws, they cannot sell 

plans in the state.   

Drawbacks to California’s timely access requirements include “arduous reporting standards” for 

the health plans and insurers and a heavy regulatory burden on state regulatory agencies.  Insurers 

and health plans must constantly file reports on network adequacy requiring review, investigation, 

and enforcement.  California's Department of Insurance and Department of Managed Health Care 

regulate the largest market in the country and is the only state which has full-time staff devoted 

solely to evaluating network adequacy.14   

A University of Minnesota Rural Health Research Center study provides an overview of rural-

specific network adequacy standards in five different states—California, Kentucky, Montana, 

Texas and Wisconsin.  The study concludes that regulatory “agencies face a complex and ongoing 

challenge to encourage insurers to offer plans in rural areas (perhaps by offering more flexible 

standards in rural areas) while still guaranteeing that rural residents will have adequate provider 

networks with any insurer they join.”15  Telemedicine is another option being proposed as a 

potential tool to help insurers meet network adequacy standards in rural areas lacking a sufficient 

supply of providers.16   

Wyoming Network Adequacy 

In Wyoming, relevant network adequacy laws are W.S. §26-34-108 Quality Assurance Program, 

and W.S. §26-18-302(a)(vii) Sale of Health Insurance Policies Approved in Other States.  See 

Attachment A.  In a 2014 Wyoming Department of Insurance Report to the Joint Labor, Health 

and Social Services Interim Committee,17 the Department addressed the issue of Network 

Adequacy:  

                                                      

13 Emergency care as well as specialty care maybe treated different from primary care. 
14 Mark A. Hall & Paul B. Ginsburg, A Better Approach to Regulating Provider network Adequacy, USC-Brookings Schaeffer 

Initiative for Health Policy ed., 2017.  As of this article, sixteen states have quantitative standards that apply to all plans, eleven 

states have quantitative standards that apply only to plans such as HMOs, and the remaining twenty-three states do not use 

quantitative measures of network adequacy. 
15 Casey, Regulating Network Adequacy for Rural Populations: Perspectives of Five States, University of Minnesota Rural 

Health Research Center - Policy Brief. August 2017, 4. 
16 Ibid. 
17 Wyoming Department of Insurance, Wyoming Health Insurance Topics. Report to the Joint Labor, Health and Social Services 

Interim Committee, October 16, 2014. 



PAGE 5 OF 14 

20RM010 • RESEARCH AND EVALUATION DIVISION • 200 W. 24th Street • Cheyenne, Wyoming 82002  
Telephone 307-777-7881 • Email lso@wyoleg.gov • Website www.wyoleg.gov 

The ACA requires that Qualified Health Plan (QHP) networks be sufficient in 

numbers and types of providers, including providers that specialize in mental health 

and substance abuse services, to ensure that all services covered under the QHP 

will be accessible without unreasonable delay.  While the ACA provides a general 

framework to address the adequacy of QHP networks, the law and its implementing 

rule and guidance make the states responsible for assuring that network adequacy 

is achieved for the benefit of consumers.  States, in turn, take different approaches 

in regulating the adequacy of health plan networks, at least in part due to the need 

for states to maintain robust health insurance markets by balancing access needs 

with the goals of controlling costs and attracting a healthy number of insurers. 

In many states, network adequacy requirements have historically applied only to 

Health Maintenance Organizations (HMOs), and not to other managed-care 

products such as Preferred Provider Organizations (PPOs).  This is the case in 

Wyoming where HMOs are required to comply with “reasonable standards of 

medical practice” which include availability and accessibility of care, but there are 

no similar state requirements for non-HMO insurers. 18  

In the case of out-of-state health insurance policies sold in Wyoming, the Wyoming Commissioner 

of Insurance has the authority to review network requirements and require modifications if the 

network lacks a sufficient number of providers.19 

ANY WILLING PROVIDER  

“Any Willing Provider” statutes, sometimes referred to as “Any Authorized Provider,” are laws 

that require health insurance carriers to allow health care providers to become members of the 

‘carriers’ networks of providers if certain conditions are met.  The idea behind Any Willing 

Provider laws is more providers included in an insurance network may bolster access to care.  Such 

statutes prohibit insurance carriers from limiting membership within their provider networks based 

upon geography or other characteristics, so long as a provider is willing and able to meet the 

conditions of network membership set by the carrier.  These statutes can be broad in scope and 

apply to many providers, including physicians, facilities (e.g. hospitals), pharmacists and other 

providers. Other Any Willing Provider statutes are more limited and often apply only to 

pharmacies and pharmacists.  See Attachment B, for surrounding states legislation20 regarding 

Any Willing Provider laws with the emphasis on pharmacy benefits. 

                                                      

18 Ibid, 12. 
19 Ibid, 12. 
20 PBM Watch, A Listing of State Any Willing Provider Laws, The Pharmacy Benefit Manager Network on-line news source, 

(Undated). 
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Criticisms of Any Willing Provider laws are that while the laws may limit plans from using narrow 

(skinny) networks, the laws may also prevent insurance companies from negotiating lower prices 

with providers and facilities.  As such, insurance companies may be less able to contain costs for 

enrollees and unable to disqualify providers based on quality.21  Any Willing Provider legislation 

alone is considered an insufficient solution to the problem of overly narrow networks due to its 

failure to reduce costs for consumers, inability to guarantee that additional providers will ask to 

join networks, companies’ inability to control the quality of providers with whom they contract. 22 

SURPRISE BILLING AND BALANCE BILLING 

Surprise medical bills are medical services bills resulting from out-of-network physicians that 

patients had no role in choosing.  Surprise medical bills primarily come from hospitals, particularly 

the emergency department, or when a patient receives medical procedures from an in-network 

hospital facility but from providers at that facility who are out-of-network.  For example, a 

consumer may select a surgeon at facility in-network, but discover that other providers, such an 

anesthesiologist or surgical assistant, are out-of-network.23  This results in the practice also known 

as balance billing; referring to a physician’s ability to bill the patient for an “outstanding balance 

after the insurance company submits its portion of the bill.  Out-of-network physicians are not 

bound by contractual, in-network rates agreements, and therefore have the ability to bill patients 

for the entire remaining balance.”24 

Out-of-network bills are a source of concern to consumers. A “2018 study indicates that 

approximately 20 percent of hospital visits among patients with large group coverage resulted in 

this form of bill.”25  In the case of medical emergencies, the ACA requires that out-of-network 

care is reimbursed at in-network rates, although depending on state law, providers may still 

“balance bill” patients.  This is especially true of consumers with plans in the individual and small 

group markets as they are considered to have a high level of exposure to these charges.  Skinny or 

narrow networks increase the likelihood that providers are out-of-network.  Many plans do not 

have any out-of-network coverage at all, and for those that do, the coverage tends to be very 

minimal.26 

The share of plans with out-of-network benefits has declined, and so has the 

comprehensiveness of those benefits that are offered.  In about 95 percent of 

individual and small group plans with out-of-network benefits, the deductible must 

                                                      

21 Hall & Ginsburg, at 5-6,  Baiker & Levy, 2. 
22 Katherine Baicker, PhD, and Helen Levy, PhD, How Narrow a Network is Too Narrow? JAMA Intern. Med., January 2015. 
23 Jack Hoadley, Kevin Lucia, and Maanasa Kona, State Efforts to Protect Consumers from Balance Billing, To the Point: The 

Commonwealth Fund, January 2019. 
24 Brooke Murphy, 20 things to know about balance billing, Becker’s Hospital Review, February 2016, 1. 
25 K. Hempstead, Percent of Plans with Out-of-Network Benefits, Marketplace Pulse, Robert Wood Johnson Foundation, October 

2018. 
26 Ibid. 
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be met before there is any cost-sharing.  Out-of-network deductibles are generally 

high, particularly in the individual market, where the median out-of-network 

deductible is approximately $12,000.  In about 30 percent of individual market 

plans with out-of-network coverage, the deductible is greater than $20,000.  The 

small group market is quite different, with a median deductible of about $6,000 and 

virtually no deductibles higher than $20,000.27 

Balanced Billing and State Legislation 

According to experts, because a federal policy solution may prove difficult, some states have 

stepped in to protect consumers from balance billing.28  Based on a study by Georgetown 

University: of the 21 states with laws protecting consumers from balance billing by an out-of-

network provider for care delivered in an emergency department or in-network hospital, only 6 

have a comprehensive approach to safeguarding consumers for both.29  As of 2017, there are 15 

states with partial protections and the remaining 29 (plus D.C.) states are without protections.  

States without formal protections usually rely on market forces to minimize balance billing or they 

rely on regulators to pressure insurance providers to moderate effects on consumers.30  Of the 21 

states with consumer protection laws for balance billing, the methods vary and some states use 

more than one form of protection, including: 

• Prohibiting balance billing by providers. 

• Requiring insurers to hold enrollees harmless from balance billing charges by paying the 

entire charge (beyond what the health plan pays) if necessary. 

• Requiring insurers guarantee that the consumer is held harmless from, and is not liable for, 

balance-billing charges. 

• Laws including payment standards to ensure that providers are compensated fairly. Such 

as requiring insurers to pay out-of-network providers at a set percentage of Medicare rates 

or at “usual and customary” rates. 

• Require providers and insurers to engage in dispute resolution process for settling payment 

rate issues, with some holding the enrollee be held harmless.31 

The study further cites New York as an example of successfully providing adequate protection.   

[P]lans must establish a reasonable payment amount and disclose their method for 

determining it.  Plans also must show how that amount compares to usual and 

customary rates, defined as the 80th percentile of all charges for a health care 

                                                      

27 Ibid. 
28 Kevin Lucia, J.D., M.H. P., Jack Hoadley, Ph.D., M.A., and Ashley William, J.D., Balance Billing by Health Care Providers: 

Assessing Consumer Protections Across Sates, Issue Brief, The Commonwealth Foundation, June 2017. 
29 Center on Health Insurance Reforms, Health Policy Institute, McCourt School of Public Policy, Georgetown University. 
30 Ibid. 2-3. 
31 Ibid, 3. 
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service made available by FAIR Health, an independent entity that maintains a 

medical bill database.  Any party that is not satisfied with the amount paid can 

appeal through a state-created independent dispute resolution process.32 

Aside from New York, and despite states providing legal safeguards, consumers are not protected 

in all situations.  Table 1 below provides a state-by-state approach to balance-billing protection.  

According to this study, Wyoming is one of the 29 states without legal protections. 

  

                                                      

32 Ibid, 4. 
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Table 1. 

State Balance-Billing Protections 

Note: See glossary for full definitions of the terms used in the column headers.  

a Protections in emergency department setting apply only to those plans regulated by the California Department of Managed Care, which includes HMOs and most 

PPOs.  

b Payment standards apply only for nonnetwork providers of emergency services for HMOs.  

c Protections apply only to facility-based providers.  

d Protections attach when consumer assigns the benefit to provider. Linkages to assignment in Maryland apply only to PPOs and in New York only to in-network 

hospitals.  

e Hold harmless and payment standards for PPOs apply only to on-call physicians and hospital-based physicians who obtain assignment of benefits; they apply to 

HMO providers in all situations.  

f Protections for emergency department care also apply to services originating in hospital emergency facility or comparable facility following treatment or 

stabilization of emergency medical condition, as approved by insurer with respect to services performed by nonnetwork providers. Insurer is required to approve or 

disapprove coverage of post-stabilization care.  

g Emergency service balance-billing protections apply only to HMOs and PPOs that require gatekeepers. 

h HMO members must be held harmless, but those in PPOs may be balance-billed. State law requires PPOs to disclose possibility of balance billing to consumers and 

allows consumers to pursue dispute resolution for amounts of $500 or greater. PPOs must base payments on usual and customary billed charges in emergency settings 

or those where no in-network provider is reasonably available. This minimum payment amount is designed to minimize use of balance billing. 

Source: Georgetown University Center on Health Insurance Reforms, Health Policy Institute, McCourt Scholl of 

Public Policy. 

If you have any further questions, please do not hesitate to contact LSO Research at 777-7881. 
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Attachment A 

WYOMING STATUTES PERTAINING TO NETWORK ADEQUACY 

§26-34-108. Quality assurance program  

(a)  The health maintenance organization shall establish procedures to assure that the health care services 

provided to enrollees are rendered under reasonable standards of quality of care consistent with prevailing 

professionally recognized standards of medical practice.  The procedures shall include mechanisms to 

assure availability, accessibility and continuity of care. 

(b)  The health maintenance organization shall have an ongoing internal quality assurance program to 

monitor and evaluate its health care services, including primary and specialist physician services, and 

ancillary and preventive health care services, across all institutional and noninstitutional settings.  The 

program shall include, at a minimum, the following: 

(i) A written statement of goals and objectives which emphasizes improved health status in 

evaluating the quality of care rendered to enrollees; 

(ii) A written quality assurance plan which describes the following: 

(A) The health maintenance organization's scope and purpose in quality assurance; 

(B) The organizational structure responsible for quality assurance activities; 

(C) Contractual arrangements, where appropriate, for delegation of quality assurance 

activities; 

(D) Confidentiality policies and procedures; 

(E) A system of ongoing evaluation activities; 

(F) A system of focused evaluation activities; 

(G) A system for credentialing providers and performing peer review activities;  and 

(H) Duties and responsibilities of the designated physician responsible for the quality 

assurance activities. 

(iii) A written statement describing the system of ongoing quality assurance activities including: 

(A) Problem assessment, identification, selection and study; 

(B) Corrective action, monitoring, evaluation and reassessment;  and 

(C) Interpretation and analysis of patterns of care rendered to individual patients by 

individual providers. 

(iv) A written statement describing the system of focused quality assurance activities based on 

representative samples of the enrolled population which identifies method of topic selection, study, data 

collection, analysis, interpretation and report format;  and 

(v) Written plans for taking appropriate corrective action whenever, as determined by the quality 

assurance program, inappropriate or substandard care or services have been provided, or care or services 

which should have been furnished have not been provided. 

(c) The organization shall record proceedings of formal quality assurance program activities and maintain 

documentation in a confidential manner.  Quality assurance program minutes shall be available to the 

administrator.  Contents of the minutes shall be confidential to the extent confidentiality is provided under 

the provisions of W.S. 16-4-203(d)(i) and (vii), 26-34-129, 26-34-130, 35-2-605 through 35-2-617, 35-2-

910 or 35-17-105. 

(d) The organization shall ensure the use and maintenance of an adequate patient record system which 

will facilitate documentation and retrieval of clinical information for the purpose of the health 

maintenance organization evaluating continuity and coordination of patient care and assessing the quality 

of health and medical care provided to enrollees. 

(e) Enrollee clinical records shall be available to the administrator or an authorized designee for 

examination and review to ascertain compliance with this section, or as deemed necessary by the 

administrator. 

https://1.next.westlaw.com/Link/Document/FullText?findType=L&originatingContext=document&transitionType=DocumentItem&pubNum=1000377&refType=SP&originatingDoc=I9d657c70216b11e6b63ac694892357e3&cite=WYSTS16-4-203
https://1.next.westlaw.com/Link/Document/FullText?findType=L&originatingContext=document&transitionType=DocumentItem&pubNum=1000377&refType=LQ&originatingDoc=I9d657c72216b11e6b63ac694892357e3&cite=WYSTS26-34-129
https://1.next.westlaw.com/Link/Document/FullText?findType=L&originatingContext=document&transitionType=DocumentItem&pubNum=1000377&refType=LQ&originatingDoc=I9d657c73216b11e6b63ac694892357e3&cite=WYSTS26-34-130
https://1.next.westlaw.com/Link/Document/FullText?findType=L&originatingContext=document&transitionType=DocumentItem&pubNum=1000377&refType=LQ&originatingDoc=I9d657c74216b11e6b63ac694892357e3&cite=WYSTS35-2-605
https://1.next.westlaw.com/Link/Document/FullText?findType=L&originatingContext=document&transitionType=DocumentItem&pubNum=1000377&refType=LQ&originatingDoc=I9d657c75216b11e6b63ac694892357e3&cite=WYSTS35-2-617
https://1.next.westlaw.com/Link/Document/FullText?findType=L&originatingContext=document&transitionType=DocumentItem&pubNum=1000377&refType=LQ&originatingDoc=I9d657c76216b11e6b63ac694892357e3&cite=WYSTS35-2-910
https://1.next.westlaw.com/Link/Document/FullText?findType=L&originatingContext=document&transitionType=DocumentItem&pubNum=1000377&refType=LQ&originatingDoc=I9d657c76216b11e6b63ac694892357e3&cite=WYSTS35-2-910
https://1.next.westlaw.com/Link/Document/FullText?findType=L&originatingContext=document&transitionType=DocumentItem&pubNum=1000377&refType=LQ&originatingDoc=I9d657c77216b11e6b63ac694892357e3&cite=WYSTS35-17-105
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(f) The organization shall establish a mechanism for periodic reporting of quality assurance program 

activities to the governing body, providers and appropriate organization staff. 

 

§26-18-302(a)(vii). Sale of health insurance policies approved in other states. 

(a) The insurance commissioner shall approve for sale in Wyoming any individual or small employer 

health insurance policy or high deductible health plan that is currently approved for issuance in another 

state where the insurer or the insurer's affiliate or subsidiary is authorized to transact insurance, subject to 

the following: 

(vii) The commissioner shall review any provider network requirements in the policy and may require 

modification of those requirements if the insurer lacks sufficient within network providers in Wyoming; 

 

42 CFR 438.68 Kid Care CHIP Provider Network Adequacy Standards for the 

Contractor33 

The State of Wyoming is requiring a distance standard of 150 miles or a time standards of 2 ½ 

hours for the following provider types: 

 

• Primary care, pediatric 

• OB/GYN 

• Behavior Health (mental health and substance use disorder), pediatric 

• Specialist, pediatric 

• Hospital 

• Pharmacy 

• Pediatric Dental 

  

                                                      

33 Per Wyoming Department of Health. 
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Attachment B 

SURROUNDING STATES WITH ANY WILLING PROVIDER LAWS 

 

State Legislation Provision 

Colorado Section 10-16-122 Any PBM/intermediary (pharmacy benefit manager) whose contract 

with a carrier includes an open network must allow all area 

pharmacy providers to participate if they agree to the terms and 

conditions of the contract.  PBms/Intermediaries may contract with 

exclusive pharmacy networks if a 60-day notice is given before the 

termination or the effective date of such contract by publication in a 

newspaper of general circulation. 

Idaho Section 215-5/370h Insurers/administrators must be willing to enter into agreements with 

any non-institutional providers who meet the established terms and 

conditions.  The terms and conditions may not discriminate 

unreasonably against or among non-institutional providers. 

 Section 215-134/72(a) A plan may not refuse to contract with a pharmacy provider that 

meets the terms and conditions established by the plan. 

Montana Section 33-22-1704 A preferred provider agreement must provide all providers with the 

opportunity to participate on the basis of a competitive bid. 

Nebraska Section 44-513.02 Beneficiaries shall not be required to obtain pharmaceutical services 

from mail-order in order to obtain reimbursement. 

 Section 44-313(2)  ...an insurer may contract with a licensed pharmacist for pharmacist 

professional services.  Nothing in this section shall prohibit an 

insurer from contracting with a licensed pharmacist who is not 

employed or associated with a pharmacy.  Nothing in this section 

shall require a licensed pharmacist to contract with an insurer for 

pharmacist professional services. 

New 

Mexico 

Section16.19.6.7(f) “Point of care vendor” means an entity contracted with a prescriber 

to generate or transmit electronic prescriptions authorized by a 

practitioner directly to a pharmacy or to a “contracted” intermediary 

or “network vendor”, who will ultimately transmit the prescription 

order to a patient’s pharmacy of choice.  Vendor must provide an 

unbiased listing of provider pharmacies and not use pop-ups or other 

paid advertisements to influence the prescriber’s choice of therapy 

or to interfere with patient’s freedom of choice of pharmacy.  

Presentation of drug formulary information, including preferred and 

non-preferred drugs and co-pay information if available, is allowed. 

http://www.ilga.gov/legislation/ilcs/ilcs4.asp?DocName=021500050HArt%2E+XX%2E5&ActID=1249&ChapterID=22&Seq&SeqEnd=108000000
http://www.ilga.gov/legislation/ilcs/ilcs3.asp?ActID=1265&ChapterID=22
http://data.opi.mt.gov/bills/mca/33/22/33-22-1704.htm
http://nebraskalegislature.gov/laws/statutes.php?statute=44-513.02
http://www.nebraskalegislature.gov/laws/statutes.php?statute=44-313
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North 

Dakota 

Section 26.1-36-12.2 Beneficiaries may choose any licensed pharmacy/pharmacist to 

provide services.  Benefit differentials are prohibited.  Licensed 

pharmacists who accept the terms may participate in the plan. 

South 

Dakota 

Section 58-18-37 Group health insurance policies may not refuse to accept licensed 

pharmacies/pharmacists as participating providers if they agree to 

the same terms and conditions offered to other providers of 

pharmacy services under the policy. 

Utah Section 31A-22-617 Insurers must allow providers to apply for and be designated as 

preferred providers if they agree to meet established terms and 

conditions.  "Reasonable limitations" may be placed on the number 

of designated preferred providers. 

Wyoming Section 26-22-503 Any provider willing to meet the established requirements has the 

right to enter into contracts relating to health care services. 

 Section 26-34-134 Providers willing to meet an HMO's established terms shall not be 

denied the right to contract.  An HMO may not discriminate against 

a provider on the basis of the provider's academic degree. 

Source: PBMWatch.com, the online publication for Pharmacy Benefit Managers. 

 

 

 

 

 

  

http://www.legis.nd.gov/cencode/t26-1c36.pdf
http://legis.state.sd.us/statutes/DisplayStatute.aspx?&Statute=58-18-37
http://le.utah.gov/~code/TITLE31A/htm/31A22_061700.htm
http://web.lexisnexis.com/research/retrieve?_m=d166adaf38c47251a665684bf1603cb3&docnum=16&_fmtstr=FULL&_startdoc=11&wchp=dGLbVzt-zSkAl&_md5=07b67abeeb2afba2f3f9fe947bcc9a19
http://web.lexisnexis.com/research/retrieve?_m=0c9439a5ca184f18dee1c009f241f48d&docnum=36&_fmtstr=FULL&_startdoc=31&wchp=dGLbVzt-zSkAl&_md5=1139f32de7cb72e47a92348285fa1968
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Attachment C 

FIFTY-STATE SURVEY: NETWORK ADEQUACY QUANTITATIVE STANDARDS 
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