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Assignment of Benefits – SB 453 and AB 665 
Answers to Commonly Asked Questions

January 2010

Q:  What, exactly, does this bill do?
A: It is a very simple bill (page and a half) that requires dental benefit plans (and health insurance plans) to honor a patient’s request to have the benefit plan pay his/her provider directly. 

Q: Why don’t providers get paid directly now?
A: They aren’t in the “network” for the benefit plan. 

Q: So if they aren’t in the network, is this an “Any Willing Provider” bill that would require insurance plans to pay any provider outside of the network? 
A: No – this bill does not impact “closed panel” or HMO plans currently set up in a manner that refuses to cover any costs for procedures provided outside of their network. This bill only requires payment directly to the provider if the plan is already reimbursing the patient for services they receive when they go to a provider who is outside the network.  

Q: Won’t this increase costs for the insurance company? 
A: No – the insurance company is not altering the amount of the payment – if they are already paying the patient a certain amount when the patient accesses care outside of the network, the insurance company is  only going to pay the provider that same amount.   Costs will not increase.  The evidence of this is borne by the fact many insurance plans currently honor a patient’s assignment of benefits on a voluntary basis; if failing to honor assignment of benefits actually contained costs, the plans that currently honor assignment of benefits would be putting themselves at a competitive disadvantage which is highly unlikely.  Furthermore, this bill will reduce administrative costs, because small-business dental offices won’t have to use their office managers to track down payment from the patient after the care has been rendered and paid for by the benefit plan.  

Q: Why should the insurance company be required to pay the provider when they are not in network? 
A:  For two reasons.  First, because it is the patient’s benefit (the insurance company is only administering the plan) and the patient has requested (in writing) that the provider be paid directly.  Second, the provider has already delivered the service and is just awaiting payment.  
Q: Won’t providers drop from networks if this proposal goes through?  

A: Dentists don’t sign up with a network because of direct payment; they usually sign up, because they get a higher volume of patient referrals if they are in the network.  This simply provides timely payment to the provider for services that have already been rendered (and the insurance company is already paying for by sending payments directly to the patient). 

Q: Will this bill lead to increases in “balance billing” by providers?

A:  No, this bill is most beneficial for those patients who already exercise their right to choose their health care provider(s). They currently make those choices with the full understanding that they may have to pay a little bit more out of pocket. This proposal does not increase the incidence of balance billing. It only requires insurance companies to honor the patient’s request to assign the payment for services directly to the provider.  In summary, the patient has already made the decision to absorb any additional costs of accessing care out of network and this proposal will lessen administrative hassles that come with paying for those services.

Q: Won’t this increase the administrative costs of providing care? 
A: No, if anything this proposal will decrease the administrative costs of providing the care, because the insurance company can now make one payment to providers for multiple patients rather than making multiple payments to individual patients. It also decreases costs from the provider standpoint, because they are not trying to track down the payment from the patients when the services have already been provided and the insurance company has already written the check.  

Q: Why are insurance companies so opposed to this legislation?
A:  Insurance companies use these policies to penalize providers for not signing into their networks. Dentists are small businesses and can’t afford to absorb the discounts that often come when signing on to all dental networks  -- this removes one of the methods used by dental insurance plans to pressure small-business dental offices into signing on to their discounted plans.  And, by reducing the administrative costs of doing business (as detailed in the preceding Q&A), the proposal could lead to a reduction in the overall costs of providing care.  
Q:  So won’t this increase costs by removing one reason dentists have for signing on to discounted plans?  

A:  No, it doesn’t impact the main reason dentists sign on which is volume of patient referrals.  This will not likely impact the number of dentists enrolled in benefit plans, but it will make it easier to process payment for work already provided by the dentist. For that reason, we believe it will actually save costs.  

Q:  Are there other areas of Wisconsin insurance law where the state has chosen to require insurance companies to honor a beneficiary’s request to assign their benefits? 
A:  Yes, current Wisconsin law does require plans to honor “assignments” for:

· Health care service provided by the state or municipalities 632.72

· Health benefits for county or state CBRFs or inpatient facility care 632.89

· Funeral benefits 632.415 

· Life Insurance and annuities 632.47

· Disability Insurance 632.71

Q: How many other states in the country have these types of laws on their books? 

A:  As of December 2008, at least 22 states in the nation had enacted a similar law.  
