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02-2411:32 1st Sub. (Buff) H.B. 566

Katy Hall proposes the following substitute bill:
Health Care Transparency Amendments

2026 GENERAL SESSION

STATE OF UTAH
Chief Sponsor: Katy Hall
Senate Sponsor:
LONG TITLE

General Description:
This bill addresses transparency in the Medicaid program.
Highlighted Provisions:
Thisbill:
» requiresthe Division of Integrated Healthcare (division) to maintain a database of certain
Medicaid data submitted by managed care organizations;
> requires certain participantsin the Medicaid program to:
» have audits conducted by independent auditors,
o identify, report on, and repay improper payments; and
» develop corrective action plans to address improper payments;
> requires the Department of Health and Human Services to publish audits, reports of
improper payments, and corrective action plans;
» prohibits conflicts of interest for actuarial firms providing servicesto Medicaid program
participants;
» provides rulemaking authority, including for sanctions for violations of the provisions of
this bill;
> definesterms; and
» makes technical and conforming changes.
Money Appropriated in thisBill:
None
Other Special Clauses:
None
Utah Code Sections Affected:
ENACTS:
26B-3-1201, Utah Code Annotated 1953
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26B-3-1202, Utah Code Annotated 1953
26B-3-1203, Utah Code Annotated 1953
26B-3-1204, Utah Code Annotated 1953
26B-3-1205, Utah Code Annotated 1953

Be it enacted by the Legidature of the state of Utah:
Section 1. Section 26B-3-1201 is enacted to read:
Part 12. Managed Care Transparency

26B-3-1201 . Definitions.
Asused in this part:
(1) "Agent" means a person that has express or implied authority to obligate or act on

behalf of another person.
(2) "Affiliated person” means:
(&) asubcontractor, subsidiary, or parent organization of arisk contractor; or

(b) aparty with a substantial relationship to arisk contractor, including:

(i) an officer, director, trustee, general partner, managing employee, or other

individual who holds a similar position of authority or responsibility, whether

through employment or by contract;

(ii) ashareholder, member, or equity holder that owns, directly or indirectly, 5% or

more of any class of equity interest, or any person who would own that interest

upon conversion, exercise, or exchange of a convertible security, option, warrant,

or similar instrument;

(iii) arisk contractor's key employee;

(iv) animmediate family member of a person described in Subsections (2)(b)(i)

through (iii);
(v) an entity in which a person described in Subsection (2)(b)(i) through (iv) has an

ownership interest of 5% or more, or for which an individual described in

Subsections (2)(b)(i) through (iv) serves as an officer, director, or key employee;

or
(vi) aperson acting on behalf of, in concert with, or as an agent of arisk contractor

with respect to:

(A) any duties, functions, activities, or decision-making under the risk contractor's
contract with the department; or

(B) compliance with state or federal laws, regulations, or guidance.
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(3) "Claim" means arequest or demand for payment for a service provided to an enrollee.

(4) "Conflict of interest” means a circumstance or appearance of a circumstance where an

interest in, or arising from, an arrangement, relationship, transaction, or activity could or

does adversaly affect arisk contractor's ability to, as viewed by areasonable person with

knowledge of the relevant facts:

(a) diligently, effectively, and efficiently perform the risk contractor's duties and

responsibilities under the risk contractor's contract with the department;
(b) comply with federal and state law; or
(¢) actimpartially and in the best interest of the Medicaid program, taxpayers, and

Medicaid enrollees.

(5) "Control" means a person's authority or significant influence over another person's.

(a) decisions;

(b) governance;

(c) management;

(d) operations;

(e) finances;

(f) poalicies,

(g) business arrangements;

(h) staffing;

(i) Medicaid participation or contracts; or

(j) compliance with federal and state law.

(6) "Covered service" means a health or medical service or benefit covered through the

M edicaid program.

(7) "HIPAA" means the Health Insurance Portability and Accountability Act of 1996, Pub.

L. No. 104-191, 110 Stat. 1936, as amended.

(8) "Immediate family member" means the same as that term, or the term member of

household, is defined in 42 C.F.R. Sec. 1001.2.

(9) "Improper payment” means.

(a) apayment:
(i) the state makesto arisk contractor in error, or in excess;

(ii) arisk contractor makes, or another person makes on behalf of arisk contractor:
(A) that should not be made;
(B) that is madein an incorrect or duplicate amount;

(C) that isinconsistent with the risk contractor's contract with the department,

-3-
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97 applicable federal and state law, evidence-based clinical guidelines the division
98 approves, generally accepted accounting principles, or guidance issued by the
99 division;

100 (D) to or on behalf of a Medicaid provider, or the Medicaid provider's affiliated

101 person, agent, or subcontractor who was deceased on the date the cost was

102 accrued; or

103 (E) for acovered servicethat is:

104 (1) for anindividual who, on the date of service, was deceased or incarcerated;

105 (1) not a Medicaid-covered service within the scope of the risk contractor's

106 contract;

107 (1) not received by the intended individual as indicated on the claim;

108 (1V) not medically necessary;

109 (V) inasetting or place of service contrary to the Medicaid program;

110 (V1) not clearly, accurately, and sufficiently supported by the medical record of

111 the individual receiving the covered service; or

112 (V11) not supported by a clean claim that is complete, accurate, timely,

113 properly coded and formatted, and submitted consistent with applicable

114 claims standards and billing instructions;

115 (iii) made to a Medicaid provider under a sub-capitation or risk-sharing arrangement

116 where the Medicaid provider failed to submit timely, complete, and accurate data

117 necessary to support encounter data reporting;

118 (iv) madeto aMedicaid provider that, on the date of service:

119 (A) was not properly enrolled or certified to participate in the Medicaid program;

120 (B) did not have avalid Medicaid provider agreement; or

121 (C) was not certified as meeting applicable requirements or conditions of

122 participation; or

123 (v) madeto aMedicaid provider for a covered service associated with missing,

124 incomplete, erroneous, or unvalidated encounter data;

125 (b) acost or expense arisk contractor, or risk contractor's subcontractor or agent on the

126 risk contractor's behalf, incurs:

127 (i) inerror;

128 (ii) by omission;

129 (iii) asaresult of adeficiency in:

130 (A) claims adjudication;
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131 (B) accounting systems and procedures;

132 (C) internal controls over financial reporting;

133 (D) information systems; or

134 (E) electronic datainterchange with Medicaid providers; or

135 (iv) asaresult of incomplete or inadequate adherence to generally accepted

136 accounting principles;

137 (c) apayment, incurred expense, transfer, or other transaction for which an independent
138 auditor, the inspector general, or the department determines, consistent with generally
139 accepted accounting principles and generally accepted auditing standards, that:

140 (i) arisk contractor lacks sufficient audit evidence; or

141 (ii) financial information about the payment, expense, transfer, or transaction is

142 misrepresented, misstated, unreliable, falsified, erroneous, incomplete, or missing,
143 regardless of the pervasiveness or materiality to the risk contractor's financial
144 statements or financial position;

145 (d)(i) arisk contractor's payment, incurred expense, transfer, or transaction during the
146 period covered by an independent auditor's adverse opinion; or

147 (ii) the payments, expenses, transfers, and transactions an independent auditor who
148 gives an adverse opinion, in consultation with the state Medicaid director, is able
149 to reasonably determine resulted in the adverse opinion;

150 (e) if anindependent auditor issues a disclaimer of opinion, all payments made,

151 expenses incurred, transfers, and transactions of arisk contractor during the intended
152 period of the uncompleted or prevented audit, unless, no more than 60 days after the
153 date on which the independent auditor issues the disclaimer:

154 (i) al impediments to the performance of an independent audit are eliminated to the
155 satisfaction of the independent auditor and the Medicaid director;

156 (ii) the independent auditor conducts and completes a full, independent audit

157 consistent with generally accepted auditing standards; and

158 (iii) the independent auditor issues a complete audit report with a qualified or

159 unqualified opinion;

160 (f) apayment, expense incurred, transfer, or transaction incident to or contributing to,
161 directly or indirectly, the exceptions or qualified matters identified in an independent
162 auditor's qualified opinion;

163 (g) apayment, incurred expense, transfer, or transaction made as aresult, in whole or in
164 part, of a conflict of interest;
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(h) the excess amount of a payment that a Medicaid provider makes to arelated party as

aresult of higher rates, favorable reimbursement policies or practices, financial

incentives, more favorable terms and conditions, a preference in medical and

utilization management practices, or preferences in market shares;

(i) apayment made:

(i) for goods or services, or intracompany or intercompany services, determined on

any basis other than or higher than a market-competitive, arm's length

arrangement, with no financial favoritism; and

(ii) by or on behalf of arisk contractor for the risk contractor's:

(A) parent organization;
(B) subcontractor;
(C) supplier;
(D) manufacturer;
(E) distributor; or
(F) vendor; or
(J) apayment made to, or for the costs of, a person listed in:
(i) the United States Department of Health and Human Services Office of Inspector
General's List of Excluded Individual §/Entities;
(ii) the CM S National Plan and Provider Enumeration System exclusion list;
(iii) the United States Social Security Administration death master file;
(iv) exclusions or disgualifications from the General Services Administration's

System for Award Management; or
(v) another database described in:
(A) an agreement between the division and a managed care organization to

provide goods and servicesin the Medicaid program; or
(B) federa or state law or regulations.
(10) "Inspector general" means the inspector general of Medicaid services appointed under
Section 63A-13-201.
(11) "Key employee’ means an employee with authority over:

(a) clinical operations;

(b) medical management;
(c) compliance;

(d) reporting;

(e) program integrity:;
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199 (f) contracting;

200 (9) network management;

201 (h) claims processing;

202 (i) utilization review;

203 (j) financia management;

204 (k) Medicaid provider relations;

205 (1) government relations; or

206 (m) any other function material to the administration of a Medicaid risk contract.
207 (12) "Managed care organization" means a comprehensive full risk managed care delivery
208 system that contracts with the Medicaid program or the Children's Health Insurance
209 Program to deliver health care through a managed care plan.

210 (13) "Managed care plan" means arisk-based delivery service model authorized by Section
211 26B-3-202 and administered by a managed care organization.
212 (14) "Managing employee" means an individual who:

213 (a) exercises operational or managerial control over the employing entity's functions,
214 activities, or units; or

215 (b) directly or indirectly conducts the employing entity's day-to-day operations,

216 functions, activities, or units.

217 (15) "Medicaid provider" means a person that furnishes, delivers, supplies, produces,

218 orders, prescribes, administers, or dispenses a covered service.
219 (16) "Nationa drug code identifier" means the same as that term isdefined in 21 C.F.R.
220 Sec. 207.33.

221 (17) "Ownership interest" means possession of, in an entity:

222 (a) legal or beneficial ownership;

223 (b) capital interest;

224 (c) profit interest;

225 (d) controlling interest;

226 (e) any combination of the interests described in Subsections (17)(a) through (d);
227 (f) indirect interest through another entity that has an interest described in Subsections (1
228 7)(a) through (d) in the entity; or

229 (9) theright to acquire an interest described in Subsections (17)(a) through (d) in the
230 entity upon conversion, exercise, or exchange of a convertible security, option,
231 warrant, or similar instrument.

232 (18) "Parent organization" means an entity that, directly or indirectly, has a majority or
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233 greater ownership interest in and control of another entity.

234 (19) "Pass through payment" means the same as that term is defined in 42 C.F.R. Sec. 438.
235 (20) "Protected health information” means the same as that term is defined in 45 C.F.R.
236 Sec. 160.103.

237 (21) "Related party" means.

238 (a) arisk contractor's parent organization;

239 (b) the subordinate holding company, subsidiary, agent, instrumentality, partnership,
240 joint venture, affiliated person, or subordinate business unit of:

241 (i) arisk contractor;

242 (ii) arisk contractor's parent organization;

243 (iii) asubcontractor;

244 (iv) arisk contractor's agent; or

245 (v) aMedicaid provider that is an entity described in Subsections (21)(a), (b)(i)

246 through (iv), (c)(i) through (iv), (d)(i) through (iv), (€)(i) through (iv), (f), or (Q);
247 (c) an entity that controls, is controlled by, or isin common control with:

248 (i) arisk contractor;

249 (ii) arisk contractor's parent organization;

250 (iii) asubcontractor;

251 (iv) arisk contractor's agent; or

252 (v) aMedicaid provider that is an entity described in Subsections (21)(a), (b)(i)

253 through (iv), (c)(i) through (iv), (d)(i) through (iv), (€)(i) through (iv), (f), or (Q);
254 (d) anentity that, directly or indirectly, has an ownership interest in:

255 (i) arisk contractor;

256 (ii) arisk contractor's parent organization;

257 (iii) asubcontractor;

258 (iv) arisk contractor's agent; or

259 (v) aMedicaid provider that is an entity described in Subsections (21)(a), (b)(i)

260 through (iv), (c)(i) through (iv), (d)(i) through (iv), (e)(i) through (iv), (f), or (g);
261 (e) aMedicaid provider that, directly or indirectly, has an ownership interest in:

262 (i) arisk contractor;

263 (ii) arisk contractor's parent organization;

264 (iii) asubcontractor;

265 (iv) arisk contractor's agent; or

266 (v) aMedicaid provider that is an entity described in Subsections (21)(a), (b)(i)
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through (iv), (c)(i) through (iv), (d)(i) through (iv), (e)(i) through (iv), (f), or (Q);
(f) aMedicaid provider with a sub-capitation, risk-sharing, or shared-savings payment

arrangement with arisk contractor; or
(g) an entity described in Subsections (21)(a) through (f) that isidentified in:
(i) disclosures;
(ii) financial statements;
(iii) an audit;
(iv) regulatory filings;
(v) administrative proceedings,
(vi) court proceedings;
(vii) federal or state:
(A) oversight activities;

(B) compliance activities,

(C) enforcement activities; or
(D) investigative activities; or
(viii) state legislative oversight activities.

(22) "Risk contractor" means a person that has, or is seeking to qualify for, a contract with

the department to provide or arrange for covered services to Medicaid program enrollees

as.
(a) amanaged care organization;

(b) ahealth insuring organization, a prepaid ambulatory health plan, or prepaid inpatient
health plan, as those terms are defined in 42 C.F.R. Sec. 438.2;

(c) ahighly integrated dual eligible special needs plan or afully integrated dual eligible
special needs plan, as those terms are defined in 42 C.F.R. Sec. 422.2; or

(d) another type of state-licensed risk-bearing entity that:
(i) meetsfederal and state statutory and regulatory requirements;

(ii) assumesfull, partial, or shared risk for the cost of covered services; and

(iii) may incur lossif the cost of providing the covered services exceeds payments

under the entity's agreement with the division to provide goods or services under

the Medicaid program.

(23) "State directed payment”" means a contract arrangement that directs the expenditures of

amanaged care organization, including to implement value-based purchasing models for:

(a) Medicaid provider reimbursement;

(b) multi-payer reform;
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(¢) Medicaid-specific delivery system reform; or

(d) performance improvement incentives, which may include, for Medicaid providers

that provide a specific service under the agreement:

(i) aminimum fee schedule;

(ii) auniform dollar amount or percentage increase in reimbursement; or

(iii) amaximum fee schedule.

(24) "Subcontractor" means a person that contracts with a risk contractor to provide,

arrange for, manage, or perform a good or service under the risk contractor's agreement

with the division, including:

(@) apharmacy benefit manager;
(b) abehavioral health organization;
(c) adental benefit administrator;
(d) atransportation broker;

(e) autilization management organization; or

(f) an entity that performs.

(i) financial management services,

(ii) claims processing;

(iii) decision support and analytics,

(iv) care management;
(v) medical policy and utilization review services,

(vi) quality improvement activities;

(vii) provider network management;

(viii) member services;

(ix) information systems and technology services,

(xX) marketing;
(xi) staffing services; or

(xii) government relations.

(25) "Vaue add benefits' means benefits offered by a managed care organization in

addition to standard coverage offered through the Medicaid program.

(26) "Vaue-based purchasing model” means a model for Medicaid provider reimbursement

that recognizes value or outcomes over volume of services, including:

(@) pay for performance; or
(b) bundled payments.
Section 2. Section 26B-3-1202 is enacted to read:

-10-
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335 26B-3-1202 . M edicaid managed car e quality data -- Database -- Reporting
336 requirements -- Rulemaking authority.
337 (1)(a Thedivision shall maintain arelational database to collect, process, store, and

338 report on covered services provided to all enrolleesin managed care plans as

339 described in this section.

340 (b) For each managed care plan, a managed care organization shall quarterly submit to
341 the division in aformat that complies with HIPAA and rules made by the division,
342 the following data:

343 (i) thetotal count of servicesrendered, by billing code and Medicaid provider;
344 (ii) total spending on medical claims, non-claims expenditures, and non-benefit
345 Services;

346 (iii) total spending on pass through payments and state directed payments by

347 Medicaid provider;

348 (iv) total spending:

349 (A) by billing code;

350 (B) by Medicaid provider, including public and private Medicaid providers;
351 (C) on mandatory Medicaid benefits; and

352 (D) on optional Medicaid benefits, including value add benefits;

353 (v) total number and share of enrollees receiving care in an emergency room;

354 (vi) total claims and spending on services delivered in an emergency room;

355 (vii) total spending on services delivered by a subcontractor or managed care

356 organization's related party, by service type;

357 (viii) total spending on prescription drugs for each national drug code identifier; and
358 (ix) total number and share of enrollees for whom no claims were filed.

359 (¢) Thedivision shall ensure that the database is.

360 (i) capable of reporting the data described in Subsection (1)(b) in aformat that:
361 (A) alows the datato be downloaded;

362 (B) issearchable; and

363 (C) ismachine readable; and

364 (ii) easily accessible to the public through alink posted in a conspicuous place on the
365 division's website.

366 (d) Thedivision shall update the data described in Subsection (1)(b) in the database no
367 more than 30 days after the deadline the division sets for a managed care plan to
368 report the data each quarter.

-11-
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(e) When publishing the data described in Subsection (1)(b)(iv), the division shall
identify whether the source of funding for the reported spending is federa or state

funds.
(f) Thedivision may use existing databases to fulfill the requirements of this Subsection

().

(2)(a) A managed care organization shall submit to the division complete copies of all

(5)

(6)

data, reports, and disclosures the managed care organization submits to CMS related

to the managed care organization's participation in the Medicaid program no later

than 30 days after the day on which the managed care organization submits the data,

report, or disclosureto CMS.

(b) No later than 30 days after the day on which the division receives a submission
described in Subsection (2)(a), the division shall post the submission on the division's

website:
(i) inaformat that is searchable and machine readable; and
(ii) through alink that is easily accessible to the public and posted in a conspicuous

place on the division's website.
(c) Thedivision shall redact protected health information from a submission before
posting the submission on the division's website as described in Subsection (2)(b).

A managed care organization shall certify in writing that the data, reports, and

disclosures the managed care organi zation submits to the division under Subsections (1)

and (2) are accurate and compl ete.

If amanaged care organization contracts with a subcontractor to provide products or

services for medical assistance, and the subcontractor collects the data described in
Subsection (1):
(&) the managed care organization shall collect the data from the subcontractor to submit

to the division; and

(b) the subcontractor shall provide to the managed care organization access to the datain

amanner that complies with HIPAA.

The department shall require that each managed care contract includes a provision that

reguires a managed care plan to comply with this section and rules the department

makes under this section, subject to sanctions provided in accordance with Section
26B-3-108.

If the division, under rules made by the department in accordance with Section

26B-3-108, or the federal government, sanctions a managed care organization with

-12 -
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403 termination from the Medicaid program, the managed care organization is not eligible to
404 enter into a new contract with the department:

405 (a) until five years after the date on which the managed care organization was

406 terminated; and

407 (b) unless the managed care organization submits to the department a written

408 explanation of action the managed care organization has taken to ensure the managed
409 care organization's compliance with this section.

410 (7)(@) Thedivision shall annually publish a report that includes a summary of, and

411 managed care organization-specific measures of, managed care organizations

412 financial performance and service utilization.

413 (b) Thedivision shall annually submit the report described in Subsection (7)(a), on or
414 before November 1 each year, to the Health and Human Services Interim Committee
415 and the Social Services Appropriations Committee.

416 (8)(a) Thedivision shall make publicly available on the database described in

417 Subsection (1), and, upon request of a member of the public, in print format:

418 (i) the data described in Subsection (1);

419 (ii) medical loss ratio audited reports;

420 (iii) audited financial statementsfor:

421 (A) al managed care organizations; and

422 (B) any subcontractor or managed care organization's related party that provides
423 products or services to a managed care organization; and

424 (iv) the report described in Subsection (7).

425 (b) Thedivision shall ensure that financial data and encounter data published under this
426 section is deidentified.

427 (9)(8) Unless otherwise provided by applicable state or federal law, a submission a

428 managed care organization submits to the division in accordance with this sectionisa
429 public record under Title 63G, Chapter 2, Government Records Access and

430 Management Act.

431 (b) Except as provided in Subsection (9)(c), arisk contractor, subcontractor, or an

432 affiliated person of the risk contractor or subcontractor, may not make a claim of
433 business confidentiality under Section 63G-2-309 for any data, information, report, or
434 disclosure submitted to the division under this section.

435 (c) Subsection (9)(b) does not apply to commercial information or nonindividual

436 financial information described in Subsection 63G-2-305(2).

-13-
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437 (d) If aperson described in Subsection (9)(b) makes a claim of business confidentiality
438 in accordance with Subsection 63G-2-305(2) as described in Subsection (9)(c), the
439 division shall redact the information that is subject to the claim of business

440 confidentiality before publishing, posting, or otherwise making the submission public.
441 (20) Nothing in this section shall be construed to alter or preempt the requirements for

442 protecting health information under HIPAA.

443 (11) The department shall make rules in accordance with Title 63G, Chapter 3, Utah

444 Administrative Rulemaking Act, to implement this section, including to establish:

445 (a) deadlines and procedures for a managed care organization to submit the data and
446 information described in Subsection (1); and

447 (b) required format, redactions, and deidentification for submissions required under this
448 section.

449 Section 3. Section 26B-3-1203 is enacted to read:

450 26B-3-1203 . Risk contractor audits.

451 (1) Each risk contractor and subcontractor shall annually contract with an independent

452 auditor to conduct an independent audit, performed in accordance with generally

453 accepted auditing standards, of the risk contractor's or subcontractor's:

454 (a) financial statements;

455 (b) compliance with federal and state law; and

456 (c) internal controls.

457 (2) Anauditor that conducts an audit as described in this section shall:

458 (a) beindependent; and

459 (b) have no conflicts of interest that would violate generally accepted auditing standards.
460 (3) Anaudit conducted under this section isin addition to audits and investigations the

461 department conducts in accordance with Section 26B-3-129.

462 (4)(a) A risk contractor shall repay any payment, expense, transfer, or transaction that

463 contributes to, directly or indirectly, the exceptions or qualified mattersidentified in a
464 gualified opinion that an independent auditor issues for an audit under this section.

465 (b) Therisk contractor shall make the repayment described in Subsection (4)(a) no later
466 than 30 days after the day on which the independent auditor issues the qualified

467 opinion.

468 (5) Before an audit under this section commences, the risk contractor or subcontractor shall:
469 (a) provide the independent auditor with a written waiver of confidentiality; and

470 (b) authorize and direct the independent auditor to share the independent auditor's
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471 progress, findings, reports, opinions, management letters, and working papers with
472 the division and the inspector general.

473 (6)(a) Audit reports, findings, opinions, management letters, and working papers an

474 independent auditor provides to the division under Subsection (4)(b), are public

475 records under Title 63G, Chapter 2, Government Records Access and Management

476 Act.

a77 (b) Except as provided in Subsection (6)(c), the department shall publish on the

478 department's website, without redactions, the records described in Subsection (6)(a),
479 no later than 15 business days after the day on which the division receives the records.
480 (c) Thedivision may delay the publication of records described in Subsection (6)(a) of a
481 forensic audit if a state or federal investigation requires a delay.

482 (7) The department shall make rulesin accordance with Title 63G, Chapter 3, Utah

483 Administrative Rulemaking Act, and consistent with Section 26B-3-108, to establish:
484 (a) _sanctionsfor arisk contractor that receives from an independent audit:

485 (i) aqualified audit opinion, which shall require resolution no later than 180 days
486 after the day on which the independent auditor issues the qualified audit opinion;
487 (ii) adisclaimer of opinion, which shall require:

488 (A) resolution no later than 90 days after the day on which the independent auditor
489 Issues the disclaimer of opinion; and

490 (B) additional sanctions if the risk contractor does not complete resolution as
491 described in Subsection (7)(a)(ii)(A); and

492 (iii) an adverse opinion; and

493 (b) an appeal process for arisk contractor to appeal sanctions.

494 Section 4. Section 26B-3-1204 is enacted to read:

495 26B-3-1204 . Identifying improper payments-- Repayment -- Prevention.

496 (1) Eachrisk contractor and subcontractor shall quarterly:

497 (a) identify and document all improper payments;

498 (b) conduct aroot cause analysis for each type of improper payment;

499 (c) repay all improper payments no later than 30 days after the day on which the report
500 described in Subsection (2) is due; and

501 (d) develop and implement a corrective action plan that includes improvementsin

502 policies, procedures, accounting, financial management, internal controls,

503 information systems, reporting, staffing, or training necessary to address improper
504 payments.
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505 (2)(@) Each risk contractor and subcontractor shall quarterly submit to the division a

506 report of the risk contractor's or subcontractor's improper payments, root cause

507 analyses, and corrective action plan.

508 (b) The department shall publish the reports described in Subsection (2)(a) on the

509 department's website.

510 (3) The department shall make rulesin accordance with Title 63G, Chapter 3, Utah

511 Administrative Rulemaking Act, to establish:

512 (a) due dates for the submission of reports described in Subsection (2); and

513 (b) sanctionsfor arisk contractor's or subcontractor's failure to repay as described in
514 Subsection (1)(c), consistent with Section 26B-3-108.

515 Section 5. Section 26B-3-1205 is enacted to read:

516 26B-3-1205 . Actuary conflicts of interest prohibited.

517 (1) The department may not engage, employ, or contract with an actuary or actuarial firm to
518 provide actuarial services related to the Medicaid program that:

519 (a) provides actuarial services related to the Medicaid program, either directly to arisk
520 contractor or subcontractor, or through arisk contractor's or subcontractor's parent
521 organization or affiliated person;

522 (b) has provided actuarial services related to the Medicaid program, either directly to a
523 risk contractor or subcontractor, or through arisk contractor's or subcontractor's
524 parent organization or affiliated person within the preceding 12 months; or

525 (c) hasany ownership interest in, control in, or compensation arrangement with arisk
526 contractor or subcontractor, or with the risk contractor's or subcontractor's parent
527 organization or affiliated person, related to the Medicaid program.

528 (2)(a) A relationship described in Subsection (1) is a conflict of interest.

529 (b) A conflict described in Subsection (1) is not cured by any policy or practice of the
530 actuary or actuarial firm, including informational barriers or ethical walls.

531 (3) Before engaging, employing, or contracting with an actuary or actuarial firm, arisk
532 contractor or subcontractor shall verify and certify to the division that the actuary or
533 actuarial firm does not have a conflict of interest described in Subsection (1).

534 (4) If arisk contractor or subcontractor engages, employs, or contracts with an actuary or
535 actuarial firm with a conflict of interest described in Subsection (1), the risk contractor
536 or subcontractor is subject to sanctions the department provides in accordance with
537 Section 26B-3-108.

538 (5) If an actuary or actuarial firm with a conflict of interest described in Subsection (1)
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produces actuarial work for arisk contractor or subcontractor:

(a) the actuarial work isvoid; and

1st Sub. (Buff) H.B. 566

(b) no party, including arisk contractor, a subcontractor, or the department, may rely on

the actuarial work.
Section 6. Effective Date.
This bill takes effect on May 6, 2026.

-17 -



