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Statement of Necessity: 
Pursuant to T.CA § 4-5-208, the Commissioner of Commerce and Insurance is authorized to promulgate 
emergency rules in the event that the rules are required by an enactment of the general assembly within a 
prescribed period of time that precludes utilization of rulemaking procedures described elsewhere in T.CA Title 
4, Chapter 5, for the promulgation of permanent rules. 

2009 Public Acts, Chapter 611 , codified at T.CA § 56-2-125, requires the Commissioner of Commerce and 
Insurance, in accordance with standards and procedures recommended by the Tel'lnessee health information 
committee, to adopt a rule establishing and maintaining an all payer claims database for health claims. 
Beginning in January 2010, and every month thereafter, all health insurance issuers shall provide electronic 
health insurance claims and eligibility data for state residents to the Commissioner or a designated entity 
authorized by the Commissioner. T.CA § 56-2-125 provides that the commissioner may, subject to the Uniform 
Administrative Procedures Act, compiled in title 4, chapter 5, promulgate rules and regulations for purposes of 
implementing this section. Further, Tenn. Code Ann. § 56-2-125(h) specifically authorizes the Commissioner to 
promulgate the initial rules as emergency rules pursuant to § 4-5-208 for the purpose of creating the all payer 
claims database. 

These emergency rules are required in order for the Commissioner of Commerce and Insurance to comply with 
the enactment of general assembly and to ensure that the Commissioner of Commerce and Insurance has the 
resources necessary to implement T.CA § 56-2-125 and the establishment of the all payer claims database. 
The Commissioner of Commerce and Insurance will promptly conduct a rulemaking hearing to consider 
comments on the adoption of these as permanent rules. 
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Chapter 0780-01-79 


Uniform Reporting System for the All Payer Claims Database 


New Rules 


0780-01-79-.01 Purpose and Scope. 

0780-01-79-.02 Definitions. 

0780-01-79-.03 Health Care Claims Data Set Filing Description. 

0780-01-79-.04 General Requirements for Health Care Claims Data Submission. 

0780-01-79-.05 Submission Schedule. 

0780-01-79-.06 Compliance With Data Standards and Penalties for Non-Compliance. 

0780-01-70-.07 Severability Provision. 


0780-01-79-.01 Purpose and Scope. 

This Chapter contains the provisions for submission of health care claims data sets by health insurance 
issuers. 

Authority: 2009 Public Acts, Chapter 611 and T.C.A. § 56-2-125. 

0780-01-79-.02 Definitions. 

Unless the context indicates otherwise, the following words and phrases shall have the following 
meanings: 

(1) 	 "Address" means street address, post office box numbers, apartment numbers, e-mail addresses, 
web universal resource locator (URL) and internet protocol (IP) address number. 

(2) 	 "Capitated services" means services rendered by a provider through a contract in which 
payments are based upon a fixed dollar amount for each member on a monthly basis. 

(3) 	 "Commissioner" means the commissioner of the Tennessee Department of Commerce and 
Insurance. 

(4) 	 "Comprehensive medical insurance policy" means an insurance policy covering all that a defined 
population might reasonably require in order to be in good health, including as a minimum, but 
not limited to, emergency care, inpatient hospital and physician care, ambulatory physician care 
and outpatient preventative medical services. 

(5) 	 "Department" means the Tennessee Department of Commerce and Insurance. 

(6) 	 "Designee" means an entity with which the Department and/or the department of finance and 
administration have entered into an arrangement pursuant to which the entity performs data 
management and collecting functions, and under which the entity is strictly prohibited from using 
or releasing the information and data obtained in such a capacity for any purposes other than 
those specified in the agreement. 
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(7) 	 "Direct identifier" means any information, other than case or code numbers used to create 
anonymous or encrypted data, that plainly discloses the identity of an individual, including: 

(a) 	 Patient names; 

(b) 	 Patient Street addresses other than town or city, state and zip code; 

(c) 	 All elements of patient birth dates, except year of birth; 

(d) 	 Patient telephone numbers; 

(e) 	 Patient facsimile numbers; 

(f) 	 Patient electronic mail addresses; 

(g) 	 Patient social security numbers; 

(h) 	 Medical record numbers; 

(i) Health Plan beneficiary numbers; 


U) Patient account numbers; 


(k) 	 Patient certificate/license numbers; 

(I) 	 Vehicle identifiers and serial numbers including license plates; 

(m) 	 Device identifiers and serial numbers; 

(n) 	 Web universal resource locators (URLs); 

(0) 	 Internet protocol (IP) address numbers; 

(p) 	 Biometric identifiers, including fingerprints, voice prints, and genetic code; 

(q) 	 Full-face photographic images and any comparable images; or 

(r) 	 Any other unique patient identifying number, characteristic, or code except encrypted 
index numbers assigned prior to the transmission by health insurance issuers to the state 
or designated entity for the purpose of linking procedures by patient, provided a patient's 
identity cannot be known from the encrypted index number. 

(8) 	 "Group health plan" means an employee welfare benefit plan, as defined in the Employee 
Retirement Income Security Act of 1974 ("ERISA") § 3(1), codified in 29 U.S.C. § 1002(1), to the 
extent that the plan provides medical care to employees or their dependents, as defined under 
the terms of the plan, or an administrator of such a plan. For purposes of this rule, "group health 
plan" shall not mean any plan which is offered through a health insurance issuer; 

(9) 	 "Health care claims data" means information consisting of, or derived directly from, member 
eligibility files, medical claims files, and pharmacy claims files submitted by health care claims 
processors. 

(10) 	 "Health care practitioner" means physiCians and all others certified, registered or licensed in the 
healing arts, including, but not limited to: 

(a) 	 Nurses; 

(b) 	 Advanced practice nurses 

(c) 	 Podiatrists; 
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(d) 	 Optometrists; 

(e) 	 Pharmacists; 

(f) 	 Chiropractors; 

(g) 	 Physical therapists; 

(h) 	 Psychologists; and 

(i) 	 Physicians' assistants. 

(11) 	 "Health insurance issuer" means an entity subject to the insurance laws of this state, or subject to 
the jurisdiction of the commissioner, that contracts or offers to contract to provide health 
insurance coverage, including but not limited to, an insurance company, a health maintenance 
organization and a nonprofit hospital and medical service corporation. In addition, a "health 
insurance issuer" also means a pharmacy benefits manager, a third party administrator, and an 
entity described in § 56-2-121. 

(12) 	 "Hospital" means a licensed acute or specialty care institution. 

(13) 	 "Medical claims file" means a data file composed of service level remittance information for all 
non-denied adjudicated claims for each billed service including, but not limited to: 

(a) 	 Member demographics; 

(b) 	 Provider information; 

(c) 	 Charge/payment information; and 

(d) 	 Clinical diagnosis/procedure codes. 

(14) 	 "Member" means the subscriber and any spouse and/or dependent who is covered by the 
subscriber's policy. 

(15) 	 "Member eligibility file" means a data file containing demographic information for each individual 
member eligible for medical or pharmacy benefits for one or more days of coverage at any time 
during the reporting month. 

(16) 	 "Pharmacy benefits manager" means a person, business or other entity and any wholly or 
partially owned subsidiary of the entity, that administers the medication and/or device portion of 
pharmacy benefits coverage. 

(17) 	 "Pharmacy claims file" means a data file containing service level remittance information from all 
non-denied adjudicated claims for each prescription including, but not limited to: 

(a) 	 Member demographics; 

(b) 	 Provider information; 

(c) 	 Charge/payment information; and 

(d) 	 National drug codes. 

(18) 	 "Plan sponsor" means any person, other than an insurer, who establishes or maintains a plan 
covering residents of the state of Tennessee, including, but not limited to, plans established or 
maintained by employers or jointly by one or more employers and one or more employee 
organizations, committee, joint board of trustees or other similar group of representatives of the 
parties that establish or maintain the plan. 
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(19) "Provider" means a health care facility, health care practitioner, health product manufacturer, 
health product vendor or pharmacy. 

(20) 	 "Sub-contractor" means any entity that contracts with a group health plan or health insurance 
issuer to provide insurance services. 

(21) 	 "Subscriber" means the certificate holder. 

(22) 	 ''Third party administrator" means an entity that, on behalf of a health insurance issuer, employer 
or other entity, provides health benefits coverage or health insurance coverage, as defined in 
T.C.A. § 56-2-125(a)(5), to individuals in this state, receives or collects charges, contributions or 
premiums for, or adjudicates, processes or settles claims in connection with, any type of health 
benefit provided in, or as an alternative to, health insurance coverage. 

Authority: 2009 Public Acts, Chapter 611 and T.C.A. § 56-2-125. 

0780-01-79-.03 Health Care Claims Data Set Filing Description. 

(1) 	 Beginning on May 1, 2010, and continuing thereafter in accordance with the submission schedule 
set forth in Rule 0780-01-79-.05, each health insurance issuer shall submit to the Department, or 
its designee, a completed health care claims data set for all residents of Tennessee. Each health 
insurance issuer shall also submit all health care claims processed by any sub-contractor on its 
behalf. The health care claims data set shall include member eligibility files (for the pharmacy 
benefit and the medical benefit), a medical claims file, and a pharmacy claims file. 

(2) 	 The Department, or its designee, shall provide a phone number, e-mail address and mailing 
address of a contact person who can provide information on the status of data files submitted. 

(3) 	 The Department will prepare the All Payer Claims Database Procedure Manual that will list the 
variables to be reported, their descriptions and reporting format, the thresholds required for a 
submission to be deemed complete, the method for sending data, and other information 
associated with data submission. The Department shall make future changes in the Procedure 
Manual when the Commissioner deems changes to be necessary. Reporting entities will be 
notified by the Department of all revisions. These revisions become effective one hundred and 
eighty (180) calendar days following the date of notification. At that time, failure to meet the 
amended requirements are subject to the penalties as prescribed by T.CA § 56-2-125. 

(4) 	 The minimum data set for each reported member eligibility file will include the following elements, 
except as otherwise set forth in the All Payer Claims Database Procedure Manual: 

(a) 	 Eligibility; 

(b) 	 Type of insurance; 

(c) 	 Coverage type; 

(d) 	 Encrypted index numbers for linking procedures by patient; 

(e) 	 Member's relationship to subscriber; 

(f) 	 Member gender; 

(g) 	 Member year of birth; 

(h) 	 Member age in months; and 

(i) 	 Member city, state, and zip code of residence. 

(5) 	 The minimum data set for each reported medical claims file will include the following elements, 
except as otherwise set forth in the All Payer Claims Database Procedure Manual: 
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(a) 

(b) 

(c) 

(d) 

(e) 

(f) 

(g) 

(h) 

(i) 

(j) 

(k) 

(I) 

(m) 

(n) 

(0) 

(p) 

(q) 

(r) 

(s) 

(t) 

(u) 

(v) 
I 

(w) 

(x) 

(y) 

(z) 

(aa) 

(bb) 

(cc) 

(dd) 

(ee) 

National Plan ID; 

Insurance type; 

Payer claim control number; 

Claim line counter; 

Insured group or policy number for non-individual groups; 

Encrypted index numbers for linking procedures by patient; 

Member's relationship to subscriber; 

Member gender; 

Member year of birth; 

Member age in months; 

Member city, state, and zip code of residence; 

Paid date; 

Admission time and date; 

Admission type; 

Source of admission; 

Discharge hour; 

Discharge status; 

Service provider number; 

Service provider tax ID; 

National service provider ID; 

Type of service provider; 

Service provider name; 

Service provider specialty; 

Service provider address; 

Type of bill; 

Place of service; 

Claim status; 

Admitting diagnosis; 

E-code; 

Principal diagnosis; 

Other diagnoses; 
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(ff) Onset of diagnosis code; 

(gg) Revenue code; 


(hh) ICD-9-CM procedure codes; 


(ii) Current claims terminology; 


UD Health care common procedural coding system; 


(kk) Dates of service; 


(II) Quantity of services performed; 


(mm) Charge amount; 


(nn) Paid amount; 


(00) Prepaid amount; 


(pp) Copayamount; 


(qq) Coinsurance amount; 


(rr) Deductible amount; 


(ss) DRG and version number; 


(tt) APC and version number; 


(uu) Drug code; 


(w) Billing provider number; and 


(ww) Billing provider name. 


(6) 	 The minimum data set for each reported pharmacy claims file will include the following elements, 
except as otherwise set forth in the All Payer Claims Database Procedure Manual: 

(a) 	 National Plan ID; 

(b) 	 Insurance type; 

(c) 	 Payer claim control number; 

(d) 	 Claim line counter; 

(e) 	 Insured group or policy number; 

(f) 	 Encrypted index numbers for linking procedures by patient; 

(g) 	 Member's relationship to subscriber; 

(h) 	 Member gender; 

(i) Member year of birth; 


U) Member age in months; 


(k) 	 Member city, state, and zip code of residence; 
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(I) 	 Date service approved; 

(m) 	 Pharmacy number; 

(n) 	 Pharmacy Tax ID; 

(0) 	 Pharmacy country code; 

(p) 	 Claims status; 

(q) 	 Drug code; 

(r) 	 Drug name; 

(s) 	 New prescription or refill; 

(t) 	 Generic drug indicator; 

(u) 	 Dispense as written code; 

(v) 	 Compound drug indicator; 

(w) 	 Date prescription filled; 

(x) 	 Quantity dispensed; 

(y) 	 Days of supply; 

(z) Gross amount due; 


(aa) Total amount paid; 


(bb) Ingredient cost/list price; 


(cc) Postage amount claimed; 


(dd) Dispensing fee paid; 


(ee) Copay; 


(ff) Coinsurance amount; 


(gg) Prescribing physician name; and 


(hh) Prescribing physician number. 


(7) 	 The Department, or its designee, shall also provide an electronic newsletter or other method of 
communicating information to health insurance issuers regarding the receipt, processing and 
loading of data files. 

(8) 	 Health insurance issuers that are not pharmacy benefits managers and that paid a total of less 
than $5,000,000 for covered residents of Tennessee during the previous calendar year shall not 
be required to submit their health care claims data set. In calculating its paid claims, each health 
insurance issuer must include all health care claims for covered individuals processed by any 
subcontractor on its behalf. 

(9) 	 Pharmacy benefit managers that paid a total of less than $1,000,000 for covered residents of 
Tennessee during the previous calendar year shall not be required to submit their health care 
claims data set. In calculating its paid claims, each pharmacy benefits manager must include all 
health care claims for covered individuals processed by any subcontractor on its behalf. 
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(10) 	 In instances where more than one entity is involved in the administration of a policy, the health 
insurance issuer responsible for submitting the claims data on policies shall be the one that has 
written the policies. 

(11) 	 The Department may enter into an agreement with a third party designee to collect and process 
the data. The agreement shall provide that the third party designee shall be strictly prohibited 
from collecting direct identifiers and from releasing or using data or information obtained in its 
capacity as a collector and processor of the data for any purposes other than those specifically 
authorized by the agreement. 

Authority: 2009 Public Acts, Chapter 611and T.C.A. § 56-2-125. 

0780-01-79-.04 General Requirements for Health Care Claims Data Submission. 

(1 ) Capitated services claims. Claims for capitated services shall be reported with all medical and 
pharmacy file submissions. 

(2) 	 Claim records. Records for medical and pharmacy claims file submissions shall be reported at 
the visit, service, or prescription level. The submission of the medical and pharmacy claims shall 
be based upon the paid dates and not upon the dates of service associated with the claims. 

(3) 	 Specific/Unique Coding. With the exception of provider codes and provider specialty codes, 
specific or unique coding systems shall not be permitted as part of the health care claims data set 
submission. 

(4) 	 Medical Claims File Exclusions. Claims for stand-alone insurance policies shall be excluded if 
the stand-alone coverage is provided for the following types of services: 

(a) 	 Specific disease; 

(b) 	 Accident; 

(c) 	 Injury; 

(d) 	 Hospital indemnity; 

(e) 	 Disability; 

(f) 	 Long-term care; 

(g) 	 Vision coverage; or 

(h) 	 Durable medical equipment. 

(5) 	 Claims for the types of services in (4) above shall be included in the medical claims file 
submission if they are covered by a comprehensive medical insurance policy. 

(6) 	 Behavioral or Mental Health Claims. All claims related to behavioral, mental health, or substance 
abuse treatment shall be included in the medical claims file. 

(7) 	 Claims related to Medicare supplemental, TRICARE supplemental, or other supplemental health 
insurance policies are to be excluded if the plan of benefits are not considered to be primary. If 
the policies cover health care services entirely excluded by the Medicare, TRICARE, or other 
program, the claims must be submitted. 

(8) 	 Member Eligibility File Exclusions. Members without medical and/or pharmacy coverage during 
the month reported shall be excluded. 

(9) 	 Pharmacy Claims File Exclusions. Claims for pharmacy services generated from non-retail 
pharmacies that do not contain national drug codes shall be included in the following files: 
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(a) 	 If the pharmacy claims are covered under the medical benefit they shall be included in 
the medical claims file and not the pharmacy claims file; 

(b) 	 If the claim is covered under the prescription benefit then the claim shall be included in 
the pharmacy claims file; 

(c) 	 If the claims are submitted as standard UB04, NSF, or ANSI 935 formatted transactions 
without NDC codes, the claim shall be included in the medical claims file. 

(10) 	 Registration Form. 

(a) 	 Each health insurance issuer, whether they are subject to the reporting requirements of 
Rule 0780-01-79-.05 or not, shall submit an annual registration form to the Department, 
or the Department's designee, every year by July 1. The form shall be in the format 
approved by the Commissioner. 

(b) 	 At a minimum, the form shall contain the following information: 

1. 	 Company name; 

2. 	 NAIC code; 

3. 	 Mailing address; 

4. 	 Information about whether the company conducts health insurance-related 
business; 

5. 	 Number of Tennessee members covered; 

6 	 The total amount paid by the health insurance issuer during the year on covered 
lives in Tennessee; and, 

7. 	 Name, e-mail address and address of the person completing the form. 

(c) 	 Health insurance issuers shall submit a registration form by April 1,2010, and annually 
thereafter. 

(11) 	 No health insurance issuer shall replace a complete data file submission more than one year after 
the end of the month in which the file was submitted unless it can establish exceptional 
circumstances for the replacement. Any replacements after this period shall be approved by the 
Department. Individual adjustment records shall be submitted with a monthly data file submission. 

Authority: 2009 Public Acts, Chapter 611, T.CA §§ 56-2-125 and 56-2-301. 

0780-01-79-.05 Submission Schedule. 

(1) 	 Health insurance issuers shall report historical health care claims data according to the following 
schedule: 

Time Span Submission Due Date 
January 1-31, 2009 June 1,2010 
February 1 - June 30, 2009 July 1,2010 
July 1, 2009 - September 30, 
2010 

November 1, 2010 
---­

(2) 	 Once each health insurance issuer has completed submitting historical health care claims data, it 
shall submit health care claims data monthly. Submissions are due on the first day of the month 
for health care claims data covering the time span of the month preceding the prior month, or 
according to the following schedule: 
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Time Span Submission Due Date 
October December 1 
November January 1 
December February 1 
January March 1 
February April 1 
March May 1 
April June 1 
May 
June 

July 1 
August 1 

July September 1 
August October 1 
September November 1 

-----­ - - --­ -­

(3) 	The commissioner, in the commissioner's discretion, may allow some health insurance issuers to 
submit data on a quarterly basis. 

(4) Group health plans shall be exempt from the data reporting requirements of T.C.A. 	§ 56-2-125 and 
this rule to the extent that they do not use heath insurance issuers to administer health benefits. 
However, such group health plans may submit data in accordance with this rule. 

Authority: 2009 Public Acts, Chapter 611, T.C.A. §§ 56-2-125 and 56-2-301. 

0780-01-79-.06 Compliance With Data Standards and Penalties for Non-Compliance. 

(1) 	 Compliance. 

(a) 	 Health insurance issuers shall make every effort to report the data fields as described in 
the Procedure Manual if the data field is present in any part of their data systems. Health 
insurance issuers shall submit data fields even in circumstances where the data is 
integrated from multiple systems. The Procedure Manual shall include minimum 
thresholds for submissions to be considered complete. 

(b) 	 The Department, or its designee, shall evaluate each member eligibility file, medical 
claims file and pharmacy claims file to determine compliance with the Procedure Manual. 

(c) 	 Upon completion of the evaluation, the Department or its designee shall promptly notify 
each health insurance issuer whether its data submissions satisfy the standards. This 
notification shall identify the specific file and the data elements that do not satisfy the 
standards. 

(d) 	 Each health insurance issuer notified of a non-compliant data submission shall respond 
within 10 business days of the notification by making the changes necessary to satisfy 
the standards. 

(2) 	 Penalties for Non-Compliance. 

(a) 	 The Department may assess a civil penalty of up to one hundred dollars ($100.00) per 
day for delinquent claims submissions. 

(b) 	 Failure to conform to the requirements for submission shall result in the rejection of the 
applicable data file(s). All rejected files shall be resubmitted in the appropriate, corrected 
form to the Department, or their designee, within 10 business days. The Department may 
assess a civil penalty of up to one hundred dollars ($100.00) per day for rejected files not 
resubmitted within 10 business days. 

(c) 	 The Commissioner has the authority to delay, reduce, or waive any penalty for not 
correcting any particular data element if: 
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1. 	 Correcting the failure would be excessively onerous for the health insurance 
issuer on technical grounds such as: the health insurance issuer does not gather 
the particular data element; 

2. 	 The health insurance issuer is working diligently, in the Commissioner's 
judgment, to correct the failure; or, 

3. 	 The failure to correct is due to force majeure or other events of extraordinary 
circumstances clearly beyond the control of the health insurance issuer. 

Authority: 2009 Public Acts, Chapter 611, T.CA §§ 56-2-125 and 56-2-301. 

0780-01-70-.07 Severability Provision. 

If any Rule or portion of a Rule of this Chapter or its applicability to any person or circumstance is held 
invalid by a court, the remainder of the Chapter or the applicability of the provision to other persons or 
circumstances shall not be affected. To this end, the provisions of this chapter are declared severable. 

Authority: 2009 Public Acts, Chapter 611, T.CA §§ 56-2-125 and 56-2-301. 

SS-7040 (July 2009) 	 12 

http:0780-01-70-.07


. ' 

* If a roll-call vote was necessary, the vote by the Agency on these rules was as follows: 

Board Member Aye No Abstain Absent 	 Signature 
(if required) 

I certify that this is an accurate and complete copy of an emergency rule(s), lawfully promulgated and adopted. 

\",", "'" \.,\ E. Mill, 	 Date: 3 J ~ /1 [)
" \. S . I.. " ,-' ......,\ ••• •• ~L.'" 

....'~~ . e • .,~ ~ 	 Signature: ~ a ~ 
:Q.. STATE •• ~ft~ 
~ 	 ev'­
~. OF .: Name of Officer: Le/:; I ; c:, A , /JRMJfYlCa1- . 	 ­= • TENNESSEE· :- . . - Title of Officer: (!.cO Y\A--miC:h i t.J'Y'S2J;. • NOTARY : S .. ~. p • ~...

-:. .......:.. USUC • s::-O:­
...... ('0 • •• ~~ 


'" uOA1•• • • • oJ '\ ~bscribed and sworn to before me on: '" 
 ' / ~ / '" _ / )j / ...../""? COU~\ '~\\\\
'} I",,,,,,,,,,, Notary Public Signature: ,< Ibn)O<' II u '.r'<'/f/ l.U " <Y!.Mf( ,

\ COfll/;],SS lOn Expires MAR 
...< ' ....£......::::....---=.-----------~,f_My comm iss ion expires on: ----..:=+{....:> 

All emergency rules provided for herein have been examined by the Attorney General and Reporter of the State 
of Tennessee and are approved as to legality pursuant to the provisions of the Administrative Procedures Act, 
Tennessee Code Annotated, Title 4, Chapter 5. 

3 Attorney General'and Reporter 
-1(-tO 

Date 

Department of State Use Only 

Filed with the Department of State on: __"::"~.J.It....!Z'-..lt~;;..L~-=O=---______ 

Effective for: 

Effective through: 

ItP
tlz/Lo 

*days 

* Emergency rule(s) may be effective for up to 180 days from the date of filing. 

J/l~
7 Tre Hargett 

Secretary of State 

Robe'fi(ll. Cooper, Jr. 
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Additional Information Required by Joint Government Operations Committee 


All agencies, upon filing a rule, must also submit the following pursuant to TCA 4-5-226(i)(1). 


(A) 	 A brief summary of the rule and a description of all relevant changes in previous regulations effectuated by 
such rule; 

These rules are new rules to establish registration requirements and reporting procedures for health insurance 
issuers and group health plans that utilize health insurance issuers to administer the group health plans's claims 
so that the all payer claims database may commence collecting data after Chapter 611 of the Public Acts of 
2009 becomes effective in January, 2010. 

(8) A citation to and brief description of any federal law or regulation or any state law or regulation mandating 
promulgation of such rule or establishing guidelines relevant thereto; 

This emergency rule is promulgated pursuant to 2009 Public Acts, Chapter 611 and Tenn. Code Ann. § 56-2­
125. 

(C) 	 Identification of persons, organizations, corporations or governmental entities most directly affected by this 
rule, and whether those persons, organizations, corporations or governmental entities urge adoption or 
rejection of this rule; 

This rule will affect only those health insurers, group health plans that utilize health insurance issuers as 
administrators and pharmacy benefits managers who are above the minimum threshold as established by this 
rule. Chapter 611 of the Public Acts of 2009 requires health insurers, group health plans and pharmacy benefits 
managE~rs to submit claims data to the Department of Commerce and Insurance or its designee. 

(0) 	 Identification of any opinions of the attorney general and reporter or any judicial ruling that directly relates to 
the rule; 

[ None. 

(E) 	 An estimate of the probable increase or decrease in state and local government revenues and expenditures, 
if any, resulting from the promulgation of this rule, and assumptions and reasoning upon which the estimate 
is based. An agency shall not state that the fiscal impact is minimal if the fiscal impact is more than two 
percent (2%) of the agency's annual budget or five hundred thousand dollars ($500,000), whichever is less; 

[ None. 

(F) Identification of the appropriate agency representative or representatives, possessing substantial knowledge 
and understanding of the rule; 

[ Larry C. Knight, Jr., Assistant Commissioner for Insurance; Tony Greer, Assistant General Counsel. 

(G) Identification of the appropriate agency representative or representatives who will explain the rule at a 
scheduled meeting of the committees; 

[ Tony Greer, Assistant General Counsel. 

(H) 	 Office address and telephone number of the agency representative or representatives who.will explain the 
rule at a scheduled meeting of the committees; and 

Second Floor, Davy Crockett Tower, 500 James Robertson Parkway, Nashville, Tennessee 37243, (615) 741­
2199. 
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. 
(I) Any additional information relevant to the rule proposed for continuation that the committee requests. 

[ None. 
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STATE OF TENNESSEE 

DEPARTMENT OF COMMERCE AND INSURANCE 


Office of Legal Counsel 

500 James Robertson Parkway 


Twelfth Floor, Davy Crockett Tower 

Nashville, Tennessee 37243 


615-741-2199 (Fax) 615-741-4000 


MEMORANDUM 

TO: Fred Standbrook, Legislative Attorney 
Joint Government Operations Committee 

FROM: Tony Greer, Assistant General Counsel 
Division of Insurance, Department of Commerce and Insurance 

DATE: March 4,2010 

RE: Emergency Rules of the Department of Commerce and 
Uniform Reporting System for the All Payer Claims Databas
0780-01-79 (New Rule). 

Insurance, 
e, Chapter 

The following relevant information is filed in conjunction with the above-cited 
rulemaking hearing rules of the Department of Commerce and Insurance, Division of 
Insurance, which are being filed contemporaneously with the Office of the Secretary of 
State. 

1. Brief Summary of the Rule - These rules are new rules to establish registration 
requirements and reporting procedures for health insurance issuers and group health plans 
that utilize health insurance issuers to administer the group health plans's claims so that 
the all payer claims database may commence collecting data after Chapter 611 of the 
Public Acts of2009 becomes effective in January, 2010. 

2. Citation and description of state law that authorized the promulgation of such 
rule - This emergency rule is promulgated pursuant to 2009 Public Acts, Chapter 611 
and Tenn. Code Ann. § 56-2-125. 



( 

Memorandum to Joint Operations Committee 
Re: Emergency Rules of the Department of Commerce and Insurance, Uniform Reporting System for the 
All Payer Claims Database, Chapter 0780-01 -79. 

3. IdenNfication of persons, organizations, corporations, or governmental entities 
most directly affected by this rule and whether the aforementioned urge adoption or 
rejection ofthis rule - This rule will affect only those health insurers, group health plans 
that utilize health insurance issuers as administrators and pharmacy benefits managers 
who are above the minimum threshold as established by this rule. Chapter 611 of the 
Public Acts of 2009 requires health insurers, group health plans and pharmacy benefits 
managers to submit claims data to the Department of Commerce and Insurance or its 
designee. 

4. Opinions ofAttorney General and reporter or any judicial ruling - None. 

5. Probable increase or decrease in state revenue - None. The one dollar ($1.00) 
fee will be collected directly by the Department's designee and the fee will result in no 
increase or decrease in state or local government revenue or expenditures. 

6. Identification of the appropriate agency representatives - Larry C. Knight, Jr., 
Assistant Commissioner for Insurance; Tony Greer, Assistant General Counsel. 

7. Identification of the appropriate agency representative who will explain the rule 
at the scheduled meeting ofthe committees - Tony Greer, Assistant General Counsel. 

8. Office address and telephone number - Second Floor, Davy Crockett Tower, 500 
James Robertson Parkway, Nashville, Tennessee 37243, (615) 741-2199. 

Thank you in advance for your time and attention to this matter. If you have any 
questions regarding this matter or need any additional information, please feel free to 
contact me at (615) 741-2199. 

Sincerely, 

Tony Greer 
Assistant General Counsel 

TDG/ 

cc: Larry C. Knight, Jr., Assistant Commissioner for the Insurance Division 


