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studies and the establishment of innovative 
programs with respect to traumatic brain 
surgery; to the Committee on Health, Edu-
cation, Labor, and Pensions. 

By Mr. HATCH: 
S. 3082. A bill to amend title XVIII of the 

Social Security Act to improve the manner 
in which new medical technologies are made 
available to Medicare beneficiaries under the 
Medicare Program, and for other purposes; 
to the Committee on Finance. 

By Mr. LEAHY (by request): 
S. 3083. A bill to enhance privacy and the 

protection of the public in the use of com-
puters and the Internet, and for other pur-
poses; to the Committee on the Judiciary. 

By Mr. HATCH: 
S. 3084. A bill to amend title XVIII of the 

Social Security Act to provide for State ac-
creditation of diabetes self-management 
training programs under the Medicare Pro-
gram; to the Committee on Finance. 

By Mr. JEFFORDS (for himself, Mr. 
KENNEDY, Mr. CLELAND, and Mrs. 
MURRAY): 

S. 3085. A bill to provide assistance to mo-
bilize and support United States commu-
nities in carrying out youth development 
programs that assure that all youth have ac-
cess to programs and services that build the 
competencies and character development 
needed to fully prepare the youth to become 
adults and effective citizens; to the Com-
mittee on Health, Education, Labor, and 
Pensions. 

f 

STATEMENTS ON INTRODUCED 
BILLS AND JOINT RESOLUTIONS 

Mr. FEINGOLD: 
S. 3075. A bill to repeal the provisions 

of law that provide automatic pay ad-
justments for Members of Congress, the 
Vice President, certain senior execu-
tive officers, and Federal judges, and 
for other purposes; to the Committee 
on Governmental Affairs. 
CONGRESSIONAL PAY ADJUSTMENT LEGISLATION 

Mr. FEINGOLD. Mr. President, I rise 
to introduce a bill that would put an 
end to automatic cost-of-living adjust-
ments for Congressional pay. 

As my Colleagues are aware, it is an 
unusual thing to have the power to 
raise our own pay. Few people have 
that ability. Most of our constituents 
do not have that power. And that this 
power is so unusual is good reason for 
the Congress to exercise that power 
openly, and to exercise it subject to 
regular procedures that include debate, 
amendment, and a vote on the RECORD. 

Earlier today, the Senate voted down 
the conference report on the Legisla-
tive Branch appropriations bill. As I 
noted during the debate on that bill, by 
considering the Treasury-Postal appro-
priations bill as part of that conference 
report, shielded as it was from amend-
ment, the Senate blocked any oppor-
tunity to force an open debate of a 
$3,800 pay raise next year for every 
Member of the Senate and the House of 
Representatives. This process of pay 
raises without accountability must 
end. 

The stealth pay raise technique being 
employed this year began with a 
change Congress enacted in the Ethics 

Reform Act of 1989. In section 704 of 
that Act, Members of Congress voted to 
make themselves entitled to an annual 
raise equal to half a percentage point 
less than the employment cost index, 
one measure of inflation. Many times, 
Congress has voted to deny itself the 
raise, and Congress traditionally does 
that on the Treasury-Postal appropria-
tions bill. 

And by bringing the Treasury-Postal 
Appropriations bill to the Senate floor 
for the first time this week in a con-
ference report, without Senate floor 
consideration, the majority leadership 
prevented anyone from offering an 
amendment on that bill to block the 
pay raise. The majority leadership 
tried to make it impossible even to put 
Senators on record in an up-or-down 
vote directly for or against the pay 
raise. The majority nearly perfected 
the technique of the stealth pay raise. 

And the majority also made it impos-
sible to link this Congressional pay 
raise directly to other pay issues of im-
portance to the American people. The 
majority made it impossible to con-
sider, among other things, an amend-
ment that would have delayed the Con-
gressional pay raise until working 
Americans get a much-needed raise in 
the minimum wage. 

The majority leadership thus appears 
to believe that cost-of-living adjust-
ments make sense for Senators and 
Congressmen, but that cost-of-living 
adjustments do not make sense for 
working people making the minimum 
wage. 

The process that gives Senators and 
Congressmen an automatic cost-of-liv-
ing adjustment makes it easier for the 
majority leadership to block the Sen-
ate from rectifying this injustice. If 
the Senate had to debate and vote on a 
bill to raise its pay, a Senator could 
offer an amendment that would point 
out inequities like this. 

The question of how and whether 
Members of Congress can raise their 
own pay was one that our Founders 
considered from the beginning of our 
Nation. In August of 1789, as part of the 
package of 12 amendments advocated 
by James Madison that included what 
has become our Bill of Rights, the 
House of Representatives passed an 
amendment to the Constitution pro-
viding that Congress could not raise its 
pay without an intervening election. 
Almost exactly 211 years ago, on Sep-
tember 9, 1789, the Senate passed that 
amendment. In late September of 1789, 
Congress submitted the amendments to 
the states. 

Although the amendment on pay 
raises languished for two centuries, in 
the 1980s, a campaign began to ratify 
it. While I was a member of the Wis-
consin state Senate, I was proud to 
help ratify the amendment. Its ap-
proval by the Michigan legislature on 
May 7, 1992, gave it the needed approval 
by three-fourths of the states. 

The 27th Amendment to the Con-
stitution now states: ‘‘No law, varying 
the compensation for the services of 
the senators and representatives, shall 
take effect, until an election of rep-
resentatives shall have intervened.’’ 

I try to honor that limitation in my 
own practices. In my own case, 
throughout my 6-year term, I accept 
only the rate of pay that Senators re-
ceive on the date on which I was sworn 
in as a Senator. And I return to the 
Treasury any additional income Sen-
ators get, whether from a cost-of-living 
adjustment or a pay raise we vote for 
ourselves. I don’t take a raise until my 
boss, the people of Wisconsin, give me 
one at the ballot box. That is the spirit 
of the 27th Amendment. 

Now, this year’s procedural device al-
lowing another pay raise to go into ef-
fect without a recorded vote does not 
violate the letter of the Constitution. 
But stealth pay raises like the one that 
the Senate allowed this year certainly 
violate the spirit of that amendment. 

Mr. President, this practice must 
end. To address it, I am introducing 
this bill to end the automatic cost-of- 
living adjustment for Congressional 
pay. Senators and Congressmen should 
have to vote up-or-down to raise Con-
gressional pay. 

The majority has sought to prevent 
votes on pay raises. My bill would sim-
ply require us to vote in the open. We 
owe our constituents no less. 

I urge my Colleagues to support this 
bill. 

Mr. President, I ask unanimous con-
sent to print the bill in the RECORD. 

There being no objection, the bill was 
ordered to be printed in the RECORD, as 
follows: 

S. 3075 

Be it enacted by the Senate and House of Rep-
resentatives of the United States of America in 
Congress assembled, 
SECTION 1. ELIMINATION OF AUTOMATIC PAY 

ADJUSTMENTS FOR FEDERAL OFFI-
CIALS. 

(a) MEMBERS OF CONGRESS.— 
(1) IN GENERAL.—Paragraph (2) of section 

601(a) of the Legislative Reorganization Act 
of 1946 (2 U.S.C. 31) is repealed. 

(2) TECHNICAL AND CONFORMING AMEND-
MENTS.—Section 601(a)(1) of such Act is 
amended— 

(A) by striking ‘‘(a)(1)’’ and inserting ‘‘(a)’’; 
(B) by redesignating subparagraphs (A), 

(B), and (C) as paragraphs (1), (2), and (3), re-
spectively; and 

(C) by striking ‘‘as adjusted by paragraph 
(2) of this subsection’’ and inserting ‘‘ad-
justed as provided by law’’. 

(b) VICE PRESIDENT.—Section 104 of title 3, 
United States Code, is amended— 

(1) in subsection (a)— 
(A) by striking ‘‘(a)’’; 
(B) in the first sentence by striking ‘‘as ad-

justed under this section’’ and inserting ‘‘ad-
justed as provided by law’’; and 

(C) by striking the second and third sen-
tences; and 

(2) by striking subsection (b). 
(c) EXECUTIVE SCHEDULE POSITIONS.— 
(1) IN GENERAL.—Section 5318 of title 5, 

United States Code, is repealed. 
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(2) TECHNICAL AND CONFORMING AMEND-

MENTS.— 
(A) The table of sections for chapter 53 of 

title 5, United States Code, is amended by 
striking the item relating to section 5318. 

(B) Sections 5312, 5313, 5314, 5315, and 5316 of 
title 5, United States Code, are each amend-
ed by striking ‘‘as adjusted by section 5318 of 
this title’’ and inserting ‘‘adjusted as pro-
vided by law’’. 

(d) JUSTICES AND JUDGES.— 
(1) IN GENERAL.—Section 461 of title 28, 

United States Code, is repealed. 
(2) TECHNICAL AND CONFORMING AMEND-

MENTS.— 
(A) The table of sections for chapter 21 of 

title 28, United States Code, is amended by 
striking the item relating to section 461. 

(B) Sections 5, 44(d), 135, and 252 of title 28, 
United States Code, are each amended by 
striking ‘‘as adjusted by section 461 of this 
title’’ and inserting ‘‘adjusted as provided by 
law’’. 

(C) Section 371(b)(2) of title 28, United 
States Code, is amended in the second sen-
tence by striking ‘‘under section 461 of this 
title’’ and inserting ‘‘as provided by law’’. 

(e) EFFECTIVE DATES.—This section shall 
take effect on February 1, 2001. 

Mr. LUGAR (for himself, Mr. 
SCHUMER, Ms. COLLINS, and Mr. 
FEINGOLD): 

S. 3076. A bill to establish an under-
graduate grant program of the Depart-
ment of State to assist students of lim-
ited financial means from the United 
States to pursue studies abroad; to the 
Committee on Foreign Relations. 
INTERNATIONAL ACADEMIC OPPORTUNITY ACT OF 

2000 

Mr. LUGAR. Mr. President, I rise to 
introduce the International Academic 
Opportunity Act of 2000. I’m pleased to 
be joined by Senators SCHUMER, COL-
LINS, and FEINGOLD in introducing this 
important piece of legislation. 

Our bill attempts to address a gap in 
U.S. institutions of higher education 
among undergraduate students who 
wish to study abroad but who lack the 
financial means to do so. Specifically, 
our bill would establish an under-
graduate grant program in the Depart-
ment of State for the purpose of assist-
ing American students with limited fi-
nancial means to pursue studies 
abroad. It would provide grants for eli-
gible students of up to $5,000 toward 
the cost of studying overseas for up to 
one academic year. These grants would 
be made available from existing appro-
priations, so we are not requesting any 
new funds to administer the program. 

The program would be administered 
by the Department of State and funded 
through the 150 International Affairs 
budget. Global education is a foreign 
policy and national security issue, not 
only an education matter. During the 
cold war period and now, international 
education is part of the glue that helps 
to hold alliances together, that pro-
motes cooperative bilateral relation-
ships, that enhances international 
trade and business and narrows the 
psychological distance between coun-
ties and cultures. Our target popu-

lation are the many students who wish 
to study abroad but who are unable to 
do so because of financial limitations. 
Our bill attempts to remedy this gap in 
American higher education. 

To qualify for these grants, an indi-
vidual must be a student in good stand-
ing at a United States institution of 
higher education, must have been ac-
cepted for up to one academic year of 
study at an institution of higher edu-
cation outside the United States or be 
in a study program abroad approved by 
the student’s home institution, and 
must be a citizen or national of the 
United States. Priority would be given 
to those who have a demonstrated fi-
nancial need and who meet these other 
eligibility requirements. 

It is my understanding that this pro-
posal has been endorsed by the Amer-
ican Council on Education, the Asso-
ciation of State College and Univer-
sities, the Alliance for International 
Education and Cultural Exchange, 
NAFSA (Association of International 
Educators), the Institute of Inter-
national Education, the American 
Councils for International Education: 
ACTR/ACCELS, and other educational 
associations and organizations in-
volved in promoting and implementing 
international exchanges and higher 
education. 

Mr. President, there are roughly five 
foreign students studying in the United 
States for every one U.S. student 
studying abroad. Only one percent of 
our total university population in the 
United States—about 15 million—stud-
ies abroad. This imbalance is troubling 
and should be rectified. 95 percent of 
the world’s population—and all poten-
tial trading partners and customers for 
U.S. exports—live outside the United 
States. We need to improve the avail-
ability and the means for more stu-
dents, scholars and practitioners to 
study abroad—in institutions of higher 
learning, to engage in language stud-
ies, to conduct field research, and to 
participate in international exchanges. 

There is extensive research which in-
dicates that experience in study abroad 
programs produces significant measur-
able language improvement, typically 
raising students from survival level 
skills to real fluency. Research also 
shows that alumni of study abroad pro-
grams view that experience as critical 
to their career choices and to the per-
formances of their jobs. 

In a globalized economy, our ability 
to understand, communicate, and con-
duct international commerce and other 
forms of cross-national and cross-cul-
tural interactions hinge on our ability 
to understand and work effectively 
with other societies. Globalization 
makes the imperative of knowing and 
understanding the rest of the world 
more compelling than ever. The global 
economic and technology revolutions 
have helped redefine our nation’s eco-
nomic security. The opening of mar-

kets, the expansion of international 
trade, the extraordinary effects of 
Internet technology, and the need for 
American business to compete around 
the world require a larger global vision 
that can be advanced through expanded 
contacts and international education. 

In order to make our program suc-
cessful, other countries need to im-
prove their exchange programs to at-
tract American students by making 
more classroom space available, more 
and better housing, and improved lan-
guage capabilities. For our part, we 
need to do more to encourage under-
graduate students to explore the chal-
lenges and opportunities of living 
abroad in another culture, of being ex-
posed to different values and different 
mores. 

I believe this bill merits special at-
tention. The costs are minimal, it adds 
no new funding to the already-strained 
appropriations for international affairs 
and it addresses the needs of those un-
dergraduate American students who 
wish to study abroad but cannot ordi-
narily do so because they lack the fi-
nancial means. 

I hope my colleagues will support 
this initiative. 

I ask that the full text of the bill be 
printed in the RECORD. 

There being no objection, the bill was 
ordered to be printed in the RECORD, as 
follows: 

S. 3076 
Be it enacted by the Senate and House of Rep-

resentatives of the United States of America in 
Congress assembled, 
SECTION 1. SHORT TITLE. 

This Act may be cited as the ‘‘Inter-
national Academic Opportunity Act of 2000’’. 
SEC. 2. STATEMENT OF PURPOSE. 

It is the purpose of this Act to establish an 
undergraduate grant program for students of 
limited financial means from the United 
States to enable such students to study 
abroad. Such foreign study is intended to 
broaden the outlook and better prepare such 
students of demonstrated financial need to 
assume significant roles in the increasingly 
global economy. 
SEC. 3. ESTABLISHMENT OF GRANT PROGRAM 

FOR FOREIGN STUDY BY AMERICAN 
COLLEGE STUDENTS OF LIMITED FI-
NANCIAL MEANS. 

(a) ESTABLISHMENT.—Subject to the avail-
ability of appropriations and under the au-
thorities of the Mutual Educational and Cul-
tural Exchange Act of 1961, the Secretary of 
State shall establish and carry out a pro-
gram in each fiscal year to award grants of 
up to $5,000, to individuals who meet the re-
quirements of subsection (b), toward the cost 
of up to one academic year of undergraduate 
study abroad. Grants under this Act shall be 
known as the ‘‘Benjamin A. Gilman Inter-
national Scholarships’’. 

(b) ELIGIBILITY.—An individual referred to 
in subsection (a) is an individual who— 

(1) is a student in good standing at an in-
stitution of higher education in the United 
States (as defined in section 101(a) of the 
Higher Education Act of 1965); 

(2) has been accepted for up to one aca-
demic year of study— 

(A) at an institution of higher education 
outside the United States (as defined by sec-
tion 102(b) of the Higher Education Act of 
1965); or 
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(B) on a program of study abroad approved 

for credit by the student’s home institution; 
(3) is receiving any need-based student as-

sistance under title IV of the Higher Edu-
cation Act of 1965; and 

(4) is a citizen or national of the United 
States. 

(c) APPLICATION AND SELECTION.— 
(1) Grant application and selection shall be 

carried out through accredited institutions 
of higher education in the United States or a 
combination of such institutions under such 
procedures as are established by the Sec-
retary of State. 

(2) In considering applications for grants 
under this section— 

(A) consideration of financial need shall in-
clude the increased costs of study abroad; 
and 

(B) priority consideration shall be given to 
applicants who are receiving Federal Pell 
Grants under title IV of the Higher Edu-
cation Act of 1965. 
SEC. 4. REPORT TO CONGRESS. 

The Secretary of State shall report annu-
ally to the Congress concerning the grant 
program established under this Act. Each 
such report shall include the following infor-
mation for the preceding year: 

(1) The number of participants. 
(2) The institutions of higher education in 

the United States that participants at-
tended. 

(3) The institutions of higher education 
outside the United States participants at-
tended during their year of study abroad. 

(4) The areas of study of participants. 
SEC. 5. AUTHORIZATION OF APPROPRIATIONS. 

There are authorized to be appropriated 
$1,500,000 for each fiscal year to carry out 
this Act. 
SEC. 6. EFFECTIVE DATE. 

This Act shall take effect October 1, 2000. 

By Mr. MOYNIHAN (for himself, 
Mr. DASCHLE, Mr. ROCKE-
FELLER, Mr. BREAUX, Mr. 
GRAHAM, Mr. KERREY, Mr. 
ROBB, Mr. KENNEDY, Mr. AKAKA, 
Mr. BINGAMAN, Mrs. BOXER, Mr. 
CLELAND, Mr. DODD, Mr. DOR-
GAN, Mr. EDWARDS, Mr. HOL-
LINGS, Mr. INOUYE, Mr. JOHN-
SON, Mr. KERRY, Ms. LANDRIEU, 
Mr. LEAHY, Mr. LEVIN, Mrs. 
LINCOLN, Ms. MIKULSKI, Mr. 
MILLER, Mrs. MURRAY, Mr. 
REED, Mr. SARBANES, Mr. SCHU-
MER, Mr. TORRICELLI, and Mr. 
WELLSTONE): 

S. 3077. A bill to amend the Social Se-
curity Act to make corrections and re-
finements in the Medicare, Medicaid, 
and SCHIP health insurance programs, 
as revised by the Balanced Budget Act 
of 1997 and the Medicare, Medicaid, and 
SCHIP Balanced Budget Refinement 
Act of 1999, and for other purposes; to 
the Committee on Finance. 

BALANCED BUDGET REFINEMENT ACT OF 2000 
Mr. MOYNIHAN. Mr. President, I am 

pleased to join with Senator DASCHLE 
and many of my Democratic colleagues 
in sponsoring the Balanced Budget Re-
finement Act of 2000 (BBRA–2000). 
First, a few words on the genesis of 
this bill. 

As part of the effort to balance the 
Federal Budget, the Balanced Budget 

Act of 1997 (BBA) provided for reduc-
tion in Medicare payments for medical 
services. At the time of enactment, the 
Congressional Budget Office (CBO) esti-
mated that these provisions would re-
duce Medicare outlays by $112 billion 
over 5 years. We now know that these 
BBA cuts have been much larger than 
originally anticipated. 

Hospital industry representatives 
and other providers of health care serv-
ices have asserted that the magnitude 
of the reductions are having unin-
tended consequences which are seri-
ously impacting the quantity and qual-
ity of health care services available to 
our citizens. 

Last year, the Congress address some 
of those unintended consequences, by 
enacting the Balanced Budget Refine-
ment Act (BBRA), which added back 
$16 billion over 5 years in payments to 
various Medicare providers, including: 
Teaching Hospitals; Hospital Out-
patient Departments; Medicare HMOs 
(Health Maintenance Organizations); 
Skilled Nursing Facilities; Rural 
Health Providers; and Home Health 
Agencies. 

However, Members of Congress are 
continuing to hear from providers who 
argue that the 1997 reductions are still 
having serious unanticipated con-
sequences. 

To respond to these continuing prob-
lems, the President last June proposed 
additional BBA relief in the amount of 
$21 billion over the next 5 years. On 
July 27, Senator DASCHLE and I an-
nounced the outlines of a similar, but 
more substantial, Senate Democratic 
BBA relief package that would provide 
about $40 billion over 5 years in relief 
to health care providers and bene-
ficiaries. Today, along with many of 
our colleagues, Senator DASCHLE and I 
are introducing this package as the 
Balanced Budget Refinement Act of 
2000 (BBRA–2000). 

Before I submit for the record a sum-
mary of this legislation, I want, in par-
ticular, to highlight that our legisla-
tion would prevent further reductions 
in payments to our Nation’s teaching 
hospitals. The BBA, unwisely in my 
view, enacted a multi-year schedule of 
cuts in payments by Medicare to aca-
demic medical centers. These cuts 
would seriously impair the cutting 
edge research conducted by teaching 
hospitals, as well as impair their abil-
ity to train doctors and to serve so 
many of our nation’s indigent. 

Last year, in the BBRA, we miti-
gated the scheduled reductions in fiscal 
years 2000 and 2001. The package we are 
introducing today, would cancel any 
further reductions in what we call ‘‘In-
direct Medical Education payments,’’ 
thereby restoring nearly $2.7 billion 
over 5 years ($6.9 billion over 10 years) 
to our Nation’s teaching hospitals. 

I have stood before my colleagues on 
countless occasions to bring attention 
to the financial plight of medical 

schools and teaching hospitals. Yet, I 
regret that the fate of the 144 accred-
ited medical schools and 1416 graduate 
medical education teaching institu-
tions still remains uncertain. The pro-
posals in our Democratic BBRA–2000 
package will provide critically needed 
financing in the short-run. 

In the long-run, however, we need to 
restructure the financing of graduate 
medical education along the lines I 
have proposed in the Graduate Medical 
Education Trust Fund Act (S. 210). 
What is needed is explicit and dedi-
cated funding for these institutions, 
which will ensure that the United 
States continues to lead the world in 
this era of medical discovery. The 
Graduate Medical Education Trust 
Fund Act would require that the public 
sector, through the Medicare and Med-
icaid programs, and the private sector 
through an assessment on health insur-
ance premiums, provide broad-based fi-
nancial support for graduate medical 
education. S. 210 would roughly double 
current funding levels for Graduate 
Medical Education and would establish 
a Medical Education Advisory Commis-
sion to make recommendations on the 
operation of the Medical Education 
Trust Fund, on alternative payment 
sources for funding graduate medical 
education and teaching hospitals, and 
on policies designed to maintain supe-
rior research and educational capac-
ities. 

In addition to restoring much needed 
funding to our Nation’s teaching hos-
pitals, BBRA–2000 would add back fund-
ing in many vital areas of health care. 
Key provisions of the bill we are intro-
ducing today would: provide full mar-
ket basket (inflation) adjustments to 
hospitals for 2001 and 2002; prevent fur-
ther reductions in Indirect Medical 
Education (IME) payments to teaching 
hospitals; target additional relief to 
rural hospitals; eliminate cuts in pay-
ments to hospitals for handling large 
numbers of low-income patients (re-
ferred to as ‘‘disproportionate share 
(DSH) hospital payments’’); repeal the 
scheduled 15 percent cut in payments 
to home health agencies; provide a full 
market basket (inflation) adjustment 
to skilled nursing facilities; assist 
beneficiaries through preventive bene-
fits and smaller coinsurance payments; 
provide increased payments to Medi-
care manager care plans (HMOs); and 
improve eligibility and enrollment 
processes in Medicaid and the State 
Children’s Health Insurance Program 
(SCHIP). 

Mr. President, I ask unanimous con-
sent that the bill language, a summary 
of the bill, and several letters of sup-
port which I send to the desk, be placed 
in the RECORD at the conclusion of my 
statement. I would like to thank Kyle 
Kinner and Kirsten Beronio of the mi-
nority health staff of the Finance Com-
mittee for their efforts in assembling 
this legislation. 
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There being no objection, the mate-

rial was ordered to be printed in the 
RECORD, as follows: 

S. 3077 
Be it enacted by the Senate and House of Rep-

resentatives of the United States of America in 
Congress assembled, 
SECTION 1. SHORT TITLE; AMENDMENTS TO SO-

CIAL SECURITY ACT; REFERENCES 
TO OTHER ACTS; TABLE OF CON-
TENTS. 

(a) SHORT TITLE.—This Act may be cited as 
the ‘‘Medicare, Medicaid, and SCHIP Bal-
anced Budget Refinement Act of 2000’’. 

(b) AMENDMENTS TO SOCIAL SECURITY 
ACT.—Except as otherwise specifically pro-
vided, whenever in this Act an amendment is 
expressed in terms of an amendment to or re-
peal of a section or other provision, the ref-
erence shall be considered to be made to that 
section or other provision of the Social Secu-
rity Act. 

(c) REFERENCES TO OTHER ACTS.—In this 
Act: 

(1) THE BALANCED BUDGET ACT OF 1997.—The 
term ‘‘BBA’’ means the Balanced Budget Act 
of 1997 (Public Law 105–33; 111 Stat. 251). 

(2) THE MEDICARE, MEDICAID, AND SCHIP BAL-
ANCED BUDGET REFINEMENT ACT OF 1999.—The 
term ‘‘BBRA’’ means the Medicare, Med-
icaid, and SCHIP Balanced Budget Refine-
ment Act of 1999 (113 Stat. 1501A–321), as en-
acted into law by section 1000(a)(6) of Public 
Law 106–113. 

(d) TABLE OF CONTENTS.—The table of con-
tents of this Act is as follows: 
Sec. 1. Short title; amendments to Social 

Security Act; references to 
other Acts; table of contents. 

TITLE I—PROVISIONS RELATING TO 
PART A 

Subtitle A—Skilled Nursing Facilities 
Sec. 101. Eliminating reduction in skilled 

nursing facility (SNF) market 
basket update.

Sec. 102. Revision of BBRA increase for 
skilled nursing facilities in fis-
cal years 2001 and 2002. 

Sec. 103. MedPAC study on payment updates 
for skilled nursing facilities; 
authority of Secretary to make 
adjustments. 

Subtitle B—PPS Hospitals 
Sec. 111. Revision of reduction of indirect 

graduate medical education 
payments. 

Sec. 112. Eliminating reduction in PPS hos-
pital payment update. 

Sec. 113. Eliminating reduction in dispropor-
tionate share hospital (DSH) 
payments. 

Sec. 114. Equalizing the threshold and up-
dating payment formulas for 
disproportionate share hos-
pitals. 

Sec. 115. Care for low-income patients. 
Sec. 116. Modification of payment rate for 

Puerto Rico hospitals. 
Sec. 117. MedPAC study on hospital area 

wage indexes. 
Subtitle C—PPS Exempt Hospitals 

Sec. 121. Treatment of certain cancer hos-
pitals. 

Sec. 122. Payment adjustment for inpatient 
services in rehabilitation hos-
pitals. 

Subtitle D—Hospice Care 
Sec. 131. Revision in payments for hospice 

care. 
Subtitle E—Other Provisions 

Sec. 141. Hospitals required to comply with 
bloodborne pathogens standard. 

Sec. 142. Informatics and data systems grant 
program. 

Sec. 143. Relief from medicare part A late 
enrollment penalty for group 
buy-in for State and local retir-
ees. 

Subtitle F—Transitional Provisions 
Sec. 151. Reclassification of certain counties 

and areas for purposes of reim-
bursement under the medicare 
program. 

Sec. 152. Calculation and application of 
wage index floor for a certain 
area. 

TITLE II—PROVISIONS RELATING TO 
PART B 

Subtitle A—Hospital Outpatient Services 
Sec. 201. Reduction of effective HOPD coin-

surance rate to 20 percent by 
2014. 

Sec. 202. Application of transitional corridor 
to certain hospitals that did 
not submit a 1996 cost report. 

Sec. 203. Permanent guarantee of pre-BBA 
payment levels for outpatient 
services furnished by children’s 
hospitals. 

Subtitle B—Provisions Relating to 
Physicians 

Sec. 211. Loan deferment for residents. 
Sec. 212. GAO studies and reports on medi-

care payments. 
Sec. 213. MedPAC study on the resource- 

based practice expense system. 
Subtitle C—Ambulance Services 

Sec. 221. Election to forego phase-in of fee 
schedule for ambulance serv-
ices. 

Sec. 222. Prudent layperson standard for 
emergency ambulance services. 

Sec. 223. Elimination of reduction in infla-
tion adjustments for ambulance 
services. 

Sec. 224. Study and report on the costs of 
rural ambulance services. 

Sec. 225. Interim payments for rural ground 
ambulance services until regu-
lation implemented. 

Sec. 226. GAO study and report on the costs 
of emergency and medical 
transportation services. 

Subtitle D—Preventive Services 
Sec. 231. Elimination of deductibles and co-

insurance for preventive bene-
fits. 

Sec. 232. Counseling for cessation of tobacco 
use. 

Sec. 233. Coverage of glaucoma detection 
tests. 

Sec. 234. Medical nutrition therapy services 
for beneficiaries with diabetes, 
a cardiovascular disease, or a 
renal disease. 

Sec. 235. Studies on preventive interventions 
in primary care for older Amer-
icans. 

Sec. 236. Institute of Medicine 5-year medi-
care prevention benefit study 
and report. 

Sec. 237. Fast-track consideration of preven-
tion benefit legislation. 

Subtitle E—Other Services 
Sec. 241. Revision of moratorium in caps for 

therapy services. 
Sec. 242. Revision of coverage of immuno-

suppressive drugs. 
Sec. 243. State accreditation of diabetes self- 

management training pro-
grams. 

Sec. 244. Elimination of reduction in pay-
ment amounts for durable med-
ical equipment and oxygen and 
oxygen equipment. 

Sec. 245. Standards regarding payment for 
certain orthotics and pros-
thetics. 

Sec. 246. National limitation amount equal 
to 100 percent of national me-
dian for new pap smear tech-
nologies and other new clinical 
laboratory test technologies. 

Sec. 247. Increased medicare payments for 
certified nurse-midwife serv-
ices. 

Sec. 248. Payment for administration of 
drugs. 

Sec. 249. MedPAC study on in-home infusion 
therapy nursing services. 

TITLE III—PROVISIONS RELATING TO 
PARTS A AND B 

Subtitle A—Home Health Services 
Sec. 301. Elimination of 15 percent reduction 

in payment rates under the pro-
spective payment system for 
home health services. 

Sec. 302. Exclusion of certain nonroutine 
medical supplies under the PPS 
for home health services. 

Sec. 303. Permitting home health patients 
with Alzheimer’s disease or a 
related dementia to attend 
adult day-care. 

Sec. 304. Standards for home health branch 
offices. 

Sec. 305. Treatment of home health services 
provided in certain counties. 

Subtitle B—Direct Graduate Medical 
Education 

Sec. 311. Not counting certain geriatric resi-
dents against graduate medical 
education limitations. 

Sec. 312. Program of payments to children’s 
hospitals that operate graduate 
medical education programs. 

Sec. 313. Authority to include costs of train-
ing of clinical psychologists in 
payments to hospitals. 

Sec. 314. Treatment of certain newly estab-
lished residency programs in 
computing medicare payments 
for the costs of medical edu-
cation. 

Subtitle C—Miscellaneous Provisions 
Sec. 321. Waiver of 24-month waiting period 

for medicare coverage of indi-
viduals disabled with 
amyotrophic lateral sclerosis 
(ALS). 

TITLE IV—RURAL PROVIDER 
PROVISIONS 

Subtitle A—Critical Access Hospitals 
Sec. 401. Payments to critical access hos-

pitals for clinical diagnostic 
laboratory tests. 

Sec. 402. Revision of payment for profes-
sional services provided by a 
critical access hospital. 

Sec. 403. Permitting critical access hospitals 
to operate PPS exempt distinct 
part psychiatric and rehabilita-
tion units. 

Subtitle B—Medicare Dependent, Small 
Rural Hospital Program 

Sec. 411. Making the medicare dependent, 
small rural hospital program 
permanent. 

Sec. 412. Option to base eligibility for medi-
care dependent, small rural 
hospital program on discharges 
during any of the 3 most recent 
audited cost reporting periods. 

Subtitle C—Sole Community Hospitals 
Sec. 421. Extension of option to use rebased 

target amounts to all sole com-
munity hospitals. 
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Sec. 422. Deeming a certain hospital as a 

sole community hospital. 
Subtitle D—Other Rural Hospital Provisions 
Sec. 431. Exemption of hospital swing-bed 

program from the PPS for 
skilled nursing facilities. 

Sec. 432. Permanent guarantee of pre-BBA 
payment levels for outpatient 
services furnished by rural hos-
pitals. 

Sec. 433. Treatment of certain physician pa-
thology services. 

Subtitle E—Other Rural Provisions 
Sec. 441. Revision of bonus payments for 

services furnished in health 
professional shortage areas. 

Sec. 442. Provider-based rural health clinic 
cap exemption. 

Sec. 443. Payment for certain physician as-
sistant services. 

Sec. 444. Bonus payments for rural home 
health agencies in 2001 and 2002. 

Sec. 445. Exclusion of clinical social worker 
services and services performed 
under a contract with a rural 
health clinic or federally quali-
fied health center from the PPS 
for SNFs. 

Sec. 446. Coverage of marriage and family 
therapist services provided in 
rural health clinics. 

Sec. 447. Capital infrastructure revolving 
loan program. 

Sec. 448. Grants for upgrading data systems. 
Sec. 449. Relief for financially distressed 

rural hospitals. 
Sec. 450. Refinement of medicare reimburse-

ment for telehealth services. 
Sec. 451. MedPAC study on low-volume, iso-

lated rural health care pro-
viders. 

TITLE V—PROVISIONS RELATING TO 
PART C (MEDICARE+CHOICE PROGRAM) 
AND OTHER MEDICARE MANAGED 
CARE PROVISIONS 

Sec. 501. Restoring effective date of elec-
tions and changes of elections 
of Medicare+Choice plans. 

Sec. 502. Special Medigap enrollment anti-
discrimination provision for 
certain beneficiaries. 

Sec. 503. Increase in national per capita 
Medicare+Choice growth per-
centage in 2001 and 2002. 

Sec. 504. Allowing movement to 50:50 per-
cent blend in 2002. 

Sec. 505. Delay from July to November 2000, 
in deadline for offering and 
withdrawing Medicare+Choice 
plans for 2001. 

Sec. 506. Amounts in medicare trust funds 
available for Secretary’s share 
of Medicare+Choice education 
and enrollment-related costs. 

Sec. 507. Revised terms and conditions for 
extension of medicare commu-
nity nursing organization 
(CNO) demonstration project. 

Sec. 508. Modification of payment rules for 
certain frail elderly medicare 
beneficiaries. 

TITLE VI—PROVISIONS RELATING TO IN-
DIVIDUALS WITH END-STAGE RENAL 
DISEASE 

Sec. 601. Update in renal dialysis composite 
rate. 

Sec. 602. Revision of payment rates for 
ESRD patients enrolled in 
Medicare+Choice plans. 

Sec. 603. Permitting ESRD beneficiaries to 
enroll in another 
Medicare+Choice plan if the 
plan in which they are enrolled 
is terminated. 

Sec. 604. Coverage of certain vascular access 
services for ESRD beneficiaries 
provided by ambulatory sur-
gical centers. 

Sec. 605. Collection and analysis of informa-
tion on the satisfaction of 
ESRD beneficiaries with the 
quality of and access to health 
care under the medicare pro-
gram. 

TITLE VII—ACCESS TO CARE IMPROVE-
MENTS THROUGH MEDICAID AND 
SCHIP 

Sec. 701. New prospective payment system 
for Federally-qualified health 
centers and rural health clinics. 

Sec. 702. Transitional medical assistance. 
Sec. 703. Application of simplified SCHIP 

procedures under the medicaid 
program. 

Sec. 704. Presumptive eligibility. 
Sec. 705. Improvements to the maternal and 

child health services block 
grant. 

Sec. 706. Improving access to medicare cost- 
sharing assistance for low-in-
come beneficiaries. 

Sec. 707. Breast and cervical cancer preven-
tion and treatment. 

TITLE VIII—OTHER PROVISIONS 
Sec. 801. Appropriations for Ricky Ray He-

mophilia Relief Fund. 
Sec. 802. Increase in appropriations for spe-

cial diabetes programs for chil-
dren with type I diabetes and 
Indians. 

Sec. 803. Demonstration grants to improve 
outreach, enrollment, and co-
ordination of programs and 
services to homeless individuals 
and families. 

Sec. 804. Protection of an HMO enrollee to 
receive continuing care at a fa-
cility selected by the enrollee. 

Sec. 805. Grants to develop and establish 
real choice systems change ini-
tiatives. 

TITLE I—PROVISIONS RELATING TO PART 
A 

Subtitle A—Skilled Nursing Facilities 
SEC. 101. ELIMINATING REDUCTION IN SKILLED 

NURSING FACILITY (SNF) MARKET 
BASKET UPDATE. 

(a) ELIMINATION OF REDUCTION.—Section 
1888(e)(4)(E)(ii) (42 U.S.C. 1395yy(e)(4)(E)(ii)) 
is amended— 

(1) in subclause (I), by adding ‘‘and’’ at the 
end; 

(2) by striking subclause (II); and 
(3) by redesignating subclause (III) as sub-

clause (II). 
(b) SPECIAL RULE FOR PAYMENT FOR 

SKILLED NURSING FACILITY SERVICES FOR FIS-
CAL YEAR 2001.—Notwithstanding the amend-
ments made by subsection (a), for purposes 
of making payments for covered skilled 
nursing facility services under section 1888(e) 
of the Social Security Act (42 U.S.C. 
1395yy(e)) for fiscal year 2001, the Federal per 
diem rate referred to in paragraph (4)(E)(ii) 
of such section— 

(1) for the period beginning on October 1, 
2000, and ending on March 31, 2001, shall be 
the rate determined in accordance with sub-
clause (II) of such paragraph as in effect on 
the day before the date of enactment of this 
Act; and 

(2) for the period beginning on April 1, 2001, 
and ending on September 30, 2001, shall be 
the rate computed for fiscal year 2000 pursu-
ant to subclause (I) of such paragraph in-
creased by the skilled nursing facility mar-
ket basket percentage change for fiscal year 
2001 plus 1 percentage point. 

SEC. 102. REVISION OF BBRA INCREASE FOR 
SKILLED NURSING FACILITIES IN 
FISCAL YEARS 2001 AND 2002. 

(a) REVISION.—Section 101(d) of BBRA (113 
Stat. 1501A–325) is amended— 

(1) in paragraph (1)— 
(A) by striking ‘‘4.0 percent for each such 

fiscal year’’ and inserting ‘‘the applicable 
percent (as defined in paragraph (3)) for each 
such fiscal year (or portion of such year)’’; 
and 

(2) by adding at the end the following new 
paragraph: 

‘‘(3) APPLICABLE PERCENT DEFINED.—For 
purposes of this subsection, the term ‘appli-
cable percent’ means, with respect to serv-
ices provided during— 

‘‘(A) the period beginning on October 1, 
2000, and ending on March 31, 2001, 4.0 per-
cent; 

‘‘(B) the period beginning on April 1, 2001, 
and ending on September 30, 2001, 8.0 percent; 
and 

‘‘(C) fiscal year 2002, 6.0 percent. 
(b) EFFECTIVE DATE.—The amendments 

made by subsection (a) shall take effect as if 
included in the enactment of section 101 of 
BBRA (113 Stat. 1501A–324). 
SEC. 103. MEDPAC STUDY ON PAYMENT UPDATES 

FOR SKILLED NURSING FACILITIES; 
AUTHORITY OF SECRETARY TO 
MAKE ADJUSTMENTS. 

(a) STUDY.—The Medicare Payment Advi-
sory Commission established under section 
1805 of the Social Security Act (42 U.S.C. 
1395b–6) (in this section referred to as 
‘‘MedPAC’’) shall conduct a study of nursing 
home costs to determine the adequacy of 
payment rates (including updates to such 
rates) under the medicare program under 
title XVIII of such Act (42 U.S.C. 1395 et seq.) 
(in this section referred to as the ‘‘medicare 
program’’) for items and services furnished 
by skilled nursing facilities. In conducting 
such study, MedPAC shall use data on actual 
costs and cost increases. 

(b) REPORT.—Not later than 12 months 
after the date of enactment of this Act, 
MedPAC shall submit a report to the Sec-
retary of Health and Human Services and 
Congress on the study conducted under sub-
section (a), including a description of the 
methodology and calculations used by the 
Health Care Financing Administration to es-
tablish the original payment level under the 
prospective payment system for skilled nurs-
ing facility services under section 1888(e) of 
the Social Security Act (42 U.S.C. 1395yy(e)) 
and to annually update payments under the 
medicare program for items and services fur-
nished by skilled nursing facilities, together 
with recommendations regarding methods to 
ensure that all input variables, including the 
labor costs, the intensity of services, and the 
changes in science and technology that are 
specific to such facilities, are adequately ac-
counted for. 

(c) AUTHORITY OF SECRETARY TO MAKE AD-
JUSTMENTS.—Notwithstanding any other pro-
vision of law, the Secretary of Health and 
Human Services may make adjustments to 
payments under the prospective payment 
system under section 1888(e) of the Social Se-
curity Act (42 U.S.C. 1395yy(e)) for covered 
skilled nursing facility services to reflect 
any necessary adjustments to such payments 
as is appropriate as a result of the study con-
ducted under subsection (a). 

(d) PUBLICATION.— 
(1) IN GENERAL.—Not later than April 1, 

2002, the Secretary of Health and Human 
Services shall publish for public comment a 
description of— 

(A) whether the Secretary will make any 
adjustments pursuant to subsection (c); and 
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(B) if so, the form of such adjustments. 
(2) FINAL FORM.—Not later than August 1, 

2002, the Secretary of Health and Human 
Services shall publish the description de-
scribed in paragraph (1) in final form. 

Subtitle B—PPS Hospitals 
SEC. 111. REVISION OF REDUCTION OF INDIRECT 

GRADUATE MEDICAL EDUCATION 
PAYMENTS. 

(a) REVISION.— 
(1) IN GENERAL.—Section 1886(d)(5)(B)(ii) (42 

U.S.C. 1395ww(d)(5)(B)(ii)) is amended— 
(A) in subclause (IV), by adding ‘‘and’’ at 

the end; and 
(B) by striking subclauses (V) and (VI) and 

inserting the following new subclause: 
‘‘(V) on or after October 1, 2000, ‘c’ is equal 

to 1.6.’’. 
(2) TECHNICAL AMENDMENTS.—Section 

1886(d)(5)(B) (42 U.S.C. 1395ww(d)(5)(B)), as 
amended by paragraph (1), is amended— 

(A) by realigning the left margins of 
clauses (ii) and (v) so as to align with the left 
margin of clause (i); and 

(B) by realigning the left margins of sub-
clauses (I) through (V) of clause (ii) appro-
priately. 

(b) SPECIAL ADJUSTMENT FOR PURPOSES OF 
MAINTAINING 6.5 PERCENT IME PAYMENT FOR 
FISCAL YEAR 2001.—Notwithstanding para-
graph (5)(B)(ii)(V) of section 1886(d) of the 
Social Security Act (42 U.S.C. 
1395ww(d)(5)(B)(ii)(V)), as amended by sub-
section (a), for purposes of making payments 
for subsection (d) hospitals (as defined in 
paragraph (1)(B) of such section) with indi-
rect costs of medical education, the indirect 
teaching adjustment factor referred to in 
paragraph (5)(B)(ii) of such section shall be 
determined— 

(1) for discharges occurring on or after Oc-
tober 1, 2000, and before April 1, 2001, pursu-
ant to such paragraph as in effect on the day 
before the date of enactment of this Act; and 

(2) for discharges occurring on or after 
April 1, 2001, and before October 1, 2001, by 
substituting ‘‘1.66’’ for ‘‘1.6’’ in subclause (V) 
of such paragraph (as so amended). 

(c) CONFORMING AMENDMENT RELATING TO 
DETERMINATION OF STANDARDIZED AMOUNT.— 
Section 1886(d)(2)(C)(i) (42 U.S.C. 
1395ww(d)(2)(C)(i)) is amended— 

(1) by inserting a comma after ‘‘Balanced 
Budget Act of 1997’’; and 

(2) by inserting ‘‘, or any payment under 
such paragraph resulting from the applica-
tion of section 111(b) of the Medicare, Med-
icaid, and SCHIP Balanced Budget Refine-
ment Act of 2000’’ after ‘‘Balanced Budget 
Refinement Act of 1999’’. 
SEC. 112. ELIMINATING REDUCTION IN PPS HOS-

PITAL PAYMENT UPDATE. 
(a) IN GENERAL.—Section 1886(b)(3)(B)(i) (42 

U.S.C. 1395ww(b)(3)(B)(i)) is amended— 
(1) in subclause (XV), by adding ‘‘and’’ at 

the end; 
(2) by striking subclauses (XVI) and (XVII); 
(3) by redesignating subclause (XVIII) as 

subclause (XVI); and 
(4) in subclause (XVI), as so redesignated, 

by striking ‘‘fiscal year 2003’’ and inserting 
‘‘fiscal year 2001’’. 

(b) SPECIAL RULE FOR PAYMENT FOR INPA-
TIENT HOSPITAL SERVICES FOR FISCAL YEAR 
2001.—Notwithstanding the amendments 
made by subsection (a), for purposes of mak-
ing payments for fiscal year 2001 for inpa-
tient hospital services furnished by sub-
section (d) hospitals (as defined in section 
1886(d)(1)(B) of the Social Security Act (42 
U.S.C. 1395ww(d)(1)(B))), the ‘‘applicable per-
centage increase’’ referred to in section 
1886(b)(3)(B)(i) of such Act (42 U.S.C. 
1395ww(b)(3)(B)(i))— 

(1) for discharges occurring on or after Oc-
tober 1, 2000, and before April 1, 2001, shall be 
determined in accordance with subclause 
(XVI) of such section as in effect on the day 
before the date of enactment of this Act; and 

(2) for discharges occurring on or after 
April 1, 2001, and before October 1, 2001, shall 
be equal to— 

(A) the market basket percentage increase 
plus 1.1 percentage points for hospitals 
(other than sole community hospitals) in all 
areas; and 

(B) the market basket percentage increase 
for sole community hospitals. 
SEC. 113. ELIMINATING REDUCTION IN DIS-

PROPORTIONATE SHARE HOSPITAL 
(DSH) PAYMENTS. 

(a) ELIMINATION OF REDUCTION.— 
(1) IN GENERAL.—Section 1886(d)(5)(F)(ix) 

(42 U.S.C. 1395ww(d)(5)(F)(ix)) is amended— 
(A) in subclause (III), by striking ‘‘during 

each of fiscal years 2000 and 2001’’ and insert-
ing ‘‘during fiscal year 2000’’; 

(B) by striking subclause (IV); 
(C) by redesignating subclause (V) as sub-

clause (IV); and 
(D) in subclause (IV), as so redesignated, 

by striking ‘‘during fiscal year 2003’’ and in-
serting ‘‘during fiscal year 2001’’. 

(2) EFFECTIVE DATE.—The amendments 
made by this subsection shall apply to dis-
charges occurring on or after October 1, 2000. 

(b) SPECIAL RULE FOR DSH PAYMENT FOR 
FISCAL YEAR 2001.—Notwithstanding the 
amendments made by subsection (a)(1), for 
purposes of making disproportionate share 
payments for subsection (d) hospitals (as de-
fined in section 1886(d)(1)(B) of the Social Se-
curity Act (42 U.S.C. 1395ww(d)(1)(B))) for fis-
cal year 2001, the additional payment 
amount otherwise determined under clause 
(ii) of section 1886(d)(5)(F) of the Social Secu-
rity Act (42 U.S.C. 1395ww(d)(5)(F))— 

(1) for discharges occurring on or after Oc-
tober 1, 2000, and before April 1, 2001, shall be 
adjusted as provided by clause (ix)(III) of 
such section as in effect on the day before 
the date of enactment of this Act; and 

(2) for discharges occurring on or after 
April 1, 2001, and before October 1, 2001, shall 
be increased by 3 percent. 

(c) CONFORMING AMENDMENTS RELATING TO 
DETERMINATION OF STANDARDIZED AMOUNT.— 
Section 1886(d)(2)(C)(iv) (42 U.S.C. 
1395ww(d)(2)(C)(iv)), is amended— 

(1) by striking ‘‘Act of 1989 or’’ and insert-
ing ‘‘Act of 1989,’’; and 

(2) by inserting ‘‘, or the enactment of sec-
tion 113(b) of the Medicare, Medicaid, and 
SCHIP Balanced Budget Refinement Act of 
2000’’ after ‘‘Omnibus Budget Reconciliation 
Act of 1990’’. 
SEC. 114. EQUALIZING THE THRESHOLD AND UP-

DATING PAYMENT FORMULAS FOR 
DISPROPORTIONATE SHARE HOS-
PITALS. 

(a) APPLICATION OF UNIFORM 15 PERCENT 
THRESHOLD.—Section 1886(d)(5)(F)(v) (42 
U.S.C. 1395ww(d)(5)(F)(v)) is amended by 
striking ‘‘exceeds—’’ and all that follows and 
inserting ‘‘exceeds 15 percent.’’. 

(b) CHANGE IN PAYMENT PERCENTAGE FOR-
MULAS.—Section 1886(d)(5)(F)(viii) (42 U.S.C. 
1395ww(d)(5)(F)(viii)) is amended to read as 
follows: 

‘‘(viii) The formula used to determine the 
disproportionate share adjustment percent-
age for a cost reporting period for a hospital 
described in subclause (II), (III), or (IV) of 
clause (iv) is— 

‘‘(I) in the case of such a hospital with a 
disproportionate patient percentage (as de-
fined in clause (vi)) that does not exceed 20.2, 
(P–15)(.65) + 2.5; 

‘‘(II) in the case of such a hospital with a 
disproportionate patient percentage (as so 

defined) that exceeds 20.2 but does not exceed 
25.2, (P–20.2)(.825) + 5.88; 

‘‘(III) except as provided in subclause (IV), 
in the case of such a hospital with a dis-
proportionate patient percentage (as so de-
fined) that exceeds 25.2, the disproportionate 
share adjustment percentage = 10; and 

‘‘(IV) in the case of such a hospital with a 
disproportionate patient percentage (as so 
defined) that exceeds 30.0 and that is de-
scribed in clause (iv)(III), (P–30)(.6) + 10; 
where ‘P’ is the hospital’s disproportionate 
patient percentage (as so defined).’’. 

(c) CONFORMING AMENDMENTS.—Section 
1886(d)(5)(F)(iv) (42 U.S.C. 1395ww(d)(5)(F)(iv)) 
is amended— 

(1) in subclause (I), by striking ‘‘is de-
scribed in the second sentence of clause (v)’’ 
and inserting ‘‘is located in a rural area and 
has 500 or more beds’’; 

(2) by amending subclause (II) to read as 
follows: 

‘‘(II) is located in an urban area and has 
less than 100 beds, or is located in a rural 
area and has less than 500 beds and is not de-
scribed in subclause (III) or (IV), is equal to 
the percent determined in accordance with 
the applicable formula described in clause 
(viii);’’; 

(3) by striking subclauses (III) and (IV); 
(4) by redesignating subclauses (V) and (VI) 

as subclauses (III) and (IV), respectively; 
(5) in subclause (III) (as so redesignated), 

by striking ‘‘and is not classified as a sole 
community hospital under subparagraph 
(D),’’; and 

(6) in subclause (IV) (as so redesignated), 
by striking ‘‘10 percent’’ and inserting 
‘‘equal to the percent determined in accord-
ance with the applicable formula described 
in clause (viii)’’. 

(d) EFFECTIVE DATE.—The amendments 
made by this section shall apply to dis-
charges occurring on or after April 1, 2001. 
SEC. 115. CARE FOR LOW-INCOME PATIENTS. 

(a) FREEZE IN MEDICAID DSH ALLOT-
MENTS.— 

(1) IN GENERAL.—Section 1923(f) (42 U.S.C. 
1396r–4(f)) is amended— 

(A) by redesignating paragraph (4) as para-
graph (5); and 

(B) by inserting after paragraph (3), the 
following new paragraph: 

‘‘(4) SPECIAL RULE FOR FISCAL YEARS 2001 
THROUGH 2008.—With respect to each of fiscal 
years 2001 through 2008— 

‘‘(A) paragraph (2) shall be applied— 
‘‘(i) by substituting— 
‘‘(I) in the heading, ‘2001’ for ‘2002’; 
‘‘(II) in the matter preceding the table, 

‘2001 (and the DSH allotment for a State for 
fiscal year 2001 is the same as the DSH allot-
ment for the State for fiscal year 2000, as de-
termined under the following table)’ for 
‘2002’; and 

‘‘(ii) without regard to the columns in the 
table relating to FY 01 and FY 02 (fiscal 
years 2001 and 2002); and 

‘‘(B) paragraph (3) shall be applied by sub-
stituting— 

‘‘(i) in the heading, ‘2002’ for ‘2003’; 
‘‘(ii) in subparagraph (A), ‘2002’ for ‘2003’.’’. 
(2) REPEAL; APPLICABILITY.—Effective Octo-

ber 1, 2008, the amendments made by para-
graph (1) are repealed and section 1923(f) of 
the Social Security Act (42 U.S.C. 1396r–4(f)) 
shall be applied and administered as if such 
amendments had not been enacted. 

(b) INCREASE IN DSH ALLOTMENTS FOR THE 
DISTRICT OF COLUMBIA.— 

(1) IN GENERAL.—Each of the entries in the 
table in section 1923(f)(2) (42 U.S.C. 1396r– 
4(f)(2)) relating to the District of Columbia 
for FY 98 (fiscal year 1998), for FY 99 (fiscal 
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year 1999), for FY 00 (fiscal year 2000), for FY 
01 (fiscal year 2001), and for FY 02 (fiscal year 
2002) are amended by striking the amount 
otherwise specified and inserting ‘‘43.4’’. 

(2) EFFECTIVE DATE.—The amendments 
made by paragraph (1) shall take effect as if 
included in the enactment of section 4721(a) 
of BBA (111 Stat. 511). 

(c) OPTIONAL ELIGIBILITY OF CERTAIN ALIEN 
PREGNANT WOMEN AND CHILDREN FOR MED-
ICAID AND SCHIP.— 

(1) MEDICAID.—Section 1903(v) (42 U.S.C. 
1396b(v)) is amended— 

(A) in paragraph (1), by striking ‘‘para-
graph (2)’’ and inserting ‘‘paragraphs (2) and 
(4)’’; and 

(B) by adding at the end the following new 
paragraph: 

‘‘(4)(A) A State may elect (in a plan 
amendment under this title) to provide med-
ical assistance under this title, notwith-
standing sections 401(a), 402(b), 403, and 421 of 
the Personal Responsibility and Work Oppor-
tunity Reconciliation Act of 1996, for aliens 
who are lawfully residing in the United 
States (including battered aliens described 
in section 431(c) of such Act) and who are 
otherwise eligible for such assistance, within 
any of the following eligibility categories: 

‘‘(i) PREGNANT WOMEN.—Women during 
pregnancy (and during the 60-day period be-
ginning on the last day of the pregnancy). 

‘‘(ii) CHILDREN.—Children (as defined under 
such plan), including optional targeted low- 
income children described in section 
1905(u)(2)(B). 

‘‘(B) In the case of a State that has elected 
to provide medical assistance to a category 
of aliens under subparagraph (A), no action 
may be brought under an affidavit of support 
against any sponsor of such an alien on the 
basis of provision of assistance to such cat-
egory.’’. 

(2) SCHIP.—Section 2107(e)(1) (42 U.S.C. 
1397gg(e)(1)) is amended by adding at the end 
the following new subparagraph: 

‘‘(D) Section 1903(v)(4)(A)(ii) (relating to 
optional coverage of permanent resident 
alien children), but only if the State has in 
effect an election under that same eligibility 
category for purposes of title XIX.’’. 

(3) EFFECTIVE DATE.—The amendments 
made by this section take effect on October 
1, 2000, and apply to medical assistance and 
child health assistance furnished on or after 
such date. 
SEC. 116. MODIFICATION OF PAYMENT RATE FOR 

PUERTO RICO HOSPITALS. 
(a) MODIFICATION OF PAYMENT RATE.—Sec-

tion 1886(d)(9)(A) (42 U.S.C. 1395ww(d)(9)(A)) 
is amended— 

(1) in clause (i), by striking ‘‘October 1, 
1997, 50 percent (’’ and inserting ‘‘October 1, 
2000, 25 percent (for discharges between Octo-
ber 1, 1997, and September 30, 2000, 50 per-
cent,’’; and 

(2) in clause (ii), in the matter preceding 
subclause (I), by striking ‘‘after October 1, 
1997, 50 percent (’’ and inserting ‘‘after Octo-
ber 1, 2000, 75 percent (for discharges between 
October 1, 1997, and September 30, 2000, 50 
percent,’’. 

(b) SPECIAL RULE FOR PAYMENT FOR FISCAL 
YEAR 2001.— 

(1) IN GENERAL.—Notwithstanding the 
amendment made by subsection (a), for pur-
poses of making payments for the operating 
costs of inpatient hospital services of a sec-
tion 1886(d) Puerto Rico hospital for fiscal 
year 2001, the amount referred to in the mat-
ter preceding clause (i) of section 
1886(d)(9)(A) of the Social Security Act (42 
U.S.C. 1395ww(d)(9)(A))— 

(A) for discharges occurring on or after Oc-
tober 1, 2000, and before April 1, 2001, shall be 

determined in accordance with such section 
as in effect on the day before the date of en-
actment of this Act; and 

(B) for discharges occurring on or after 
April 1, 2001, and before October 1, 2001, shall 
be determined— 

(i) using 0 percent of the Puerto Rico ad-
justed DRG prospective payment rate re-
ferred to in clause (i) of such section; and 

(ii) using 100 percent of the discharge- 
weighted average referred to in clause (ii) of 
such section. 

(2) SECTION 1886(d) PUERTO RICO HOSPITAL.— 
For purposes of this subsection, the term 
‘‘section 1886(d) Puerto Rico hospital’’ has 
the meaning given the term ‘‘subsection (d) 
Puerto Rico hospital’’ in the last sentence of 
section 1886(d)(9)(A) of the Social Security 
Act (42 U.S.C. 1395ww(d)(9)(A)). 
SEC. 117. MEDPAC STUDY ON HOSPITAL AREA 

WAGE INDEXES. 
(a) STUDY.— 
(1) IN GENERAL.—The Medicare Payment 

Advisory Commission established under sec-
tion 1805 of the Social Security Act (42 
U.S.C. 1395b–6) (in this section referred to as 
‘‘MedPAC’’) shall conduct a study on the 
hospital area wage indexes used in making 
payments to hospitals under section 1886(d) 
of the Social Security Act (42 U.S.C. 
1395ww(d)), including an assessment of the 
accuracy of those indexes in reflecting geo-
graphic differences in wage and wage-related 
costs of hospitals. 

(2) CONSIDERATIONS.—In conducting the 
study under paragraph (1), MedPAC shall 
consider— 

(A) the appropriate method for deter-
mining hospital area wage indexes; 

(B) the appropriate portion of hospital pay-
ments that should be adjusted by the appli-
cable area wage index; 

(C) the appropriate method for adjusting 
the wage index by occupational mix; and 

(D) the feasibility and impact of making 
changes (as determined appropriate by 
MedPAC) to the methods used to determine 
such indexes, including the need for a data 
system required to implement such changes. 

(b) REPORT.—Not later than 18 months 
after the date of enactment of this Act, 
MedPAC shall submit a report to the Sec-
retary of Health and Human Services and 
Congress on the study conducted under sub-
section (a) together with such recommenda-
tions for legislation and administrative ac-
tion as MedPAC determines appropriate. 

Subtitle C—PPS Exempt Hospitals 
SEC. 121. TREATMENT OF CERTAIN CANCER HOS-

PITALS. 
(a) IN GENERAL.—Section 1886(d)(1)(B)(v) of 

the Social Security Act (42 U.S.C. 
1395ww(d)(1)(B)(v)) is amended— 

(1) in subclause (I), by striking ‘‘or’’ at the 
end; 

(2) in subclause (II), by striking the semi-
colon at the end and inserting ‘‘, or’’; and 

(3) by adding at the end the following: 
‘‘(III) a hospital that was recognized as a 

clinical cancer research center by the Na-
tional Cancer Institute of the National Insti-
tutes of Health as of February 18, 1998, that 
has never been reimbursed for inpatient hos-
pital services pursuant to a reimbursement 
system under a demonstration project under 
section 1814(b), that is a freestanding facility 
organized primarily for treatment of and re-
search on cancer and is not a unit of another 
hospital, that as of the date of enactment of 
this subclause, is licensed for 162 acute care 
beds, and that demonstrates for the 4-year 
period ending on June 30, 1999, that at least 
50 percent of its total discharges have a prin-
cipal finding of neoplastic disease, as defined 
in subparagraph (E);’’. 

(b) CONFORMING AMENDMENT.—Section 
1886(d)(1)(E) of the Social Security Act (42 
U.S.C. 1395ww(d)(1)(E)) is amended by strik-
ing ‘‘For purposes of subparagraph (B)(v)(II)’’ 
and inserting ‘‘For purposes of subclauses 
(II) and (III) of subparagraph (B)(v)’’. 

(c) PAYMENT.— 
(1) APPLICATION TO COST REPORTING PERI-

ODS.—Any classification by reason of section 
1886(d)(1)(B)(v)(III) of the Social Security Act 
(as added by subsection (a)) shall apply to 12- 
month cost reporting periods beginning on or 
after July 1, 1999. 

(2) BASE YEAR.—Notwithstanding the provi-
sions of section 1886(b)(3)(E) of such Act (42 
U.S.C. 1395ww(b)(3)(E)) or other provisions to 
the contrary, the base cost reporting period 
for purposes of determining the target 
amount for any hospital classified by reason 
of section 1886(d)(1)(B)(v)(III) of such Act (as 
added by subsection (a)) shall be the 12- 
month cost reporting period beginning on 
July 1, 1995. 

(3) DEADLINE FOR PAYMENTS.—Any pay-
ments owed to a hospital by reason of this 
subsection shall be made expeditiously, but 
in no event later than 1 year after the date 
of enactment of this Act. 
SEC. 122. PAYMENT ADJUSTMENT FOR INPA-

TIENT SERVICES IN REHABILITA-
TION HOSPITALS. 

(a) OPTION TO APPLY PROSPECTIVE PAY-
MENT SYSTEM DURING TRANSITION PERIOD.— 
Section 1886(j)(1)(A) (42 U.S.C. 
1395ww(j)(1)(A)) is amended in the matter 
preceding subclause (i) by inserting ‘‘the 
greater of the prospective payment rate de-
termined in paragraph (3)(A) or’’ after ‘‘is 
equal to’’. 

(b) INCREASE IN PROSPECTIVE PAYMENT PER-
CENTAGE DURING TRANSITION PERIOD.—Sec-
tion 1886(j)(1)(A)(ii)(I) (42 U.S.C. 
1395ww(j)(1)(A)(ii)(I)) is amended by inserting 
‘‘102 percent of’’ before ‘‘the per unit’’. 

(c) EFFECTIVE DATE.—The amendments 
made by this section shall take effect as if 
included in the enactment of section 4421 of 
BBA (111 Stat. 410). 

Subtitle D—Hospice Care 
SEC. 131. REVISION IN PAYMENTS FOR HOSPICE 

CARE. 

(a) INCREASE.—Section 1814(i)(1)(C) of the 
Social Security Act (42 U.S.C. 1395f(i)(1)(C)) 
is amended— 

(1) in clause (i), by adding at the end the 
following new sentence: ‘‘With respect to 
routine home care and other services in-
cluded in hospice care furnished during fiscal 
year 2001, the payment rates for such care 
and services for such fiscal year shall be 110 
percent of such rates as would otherwise be 
in effect for such fiscal year (taking into ac-
count the increase under clause (ii) but not 
taking into account the increase under sec-
tion 131 of the Medicare, Medicaid, and 
SCHIP Balanced Budget Refinement Act of 
1999), and such payment rates shall be used 
in determining payments for such care and 
services furnished in a subsequent fiscal year 
under clause (ii).’’; and 

(2) in clause (ii), by striking ‘‘during a sub-
sequent fiscal year’’ and inserting ‘‘during a 
fiscal year beginning after September 30, 
1990’’. 

(b) ELIMINATING REDUCTION IN UPDATE.— 
Section 1814(i)(1)(C)(ii) of the Social Security 
Act (42 U.S.C. 1395f(i)(1)(C)(ii)) is amended— 

(1) in subclause (VI), by striking ‘‘through 
2002’’ and inserting ‘‘through 2000’’; and 

(2) in subclause (VII), by striking ‘‘for a 
subsequent fiscal year’’ and inserting ‘‘for 
fiscal year 2001 and each subsequent fiscal 
year’’. 
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(c) SPECIAL RULE FOR PAYMENT FOR HOS-

PICE CARE FOR FISCAL YEAR 2001.—Notwith-
standing the amendments made by sub-
sections (a) and (b), for purposes of making 
payments under section 1814(i)(1)(C) of the 
Social Security Act (42 U.S.C. 1395f(i)(1)(C)) 
for routine home care and other services in-
cluded in hospice care furnished during fiscal 
year 2001, such payment rates shall be deter-
mined— 

(1) for the period beginning on October 1, 
2000, and ending on March 31, 2001, in accord-
ance with such section as in effect on the 
day before the date of enactment of this Act; 
and 

(2) for the period beginning on April 1, 2001, 
and ending on September 30, 2001— 

(A) by substituting ‘‘120 percent’’ for ‘‘110 
percent’’ in the second sentence of clause (i) 
of such section (as added by subsection 
(a)(1)); and 

(B) as if the increase under subclause 
(ii)(VII) (as amended by subsection (b)) for 
fiscal year 2001 was equal to the market bas-
ket increase for the fiscal year plus 1.0 per-
centage point. 

Subtitle E—Other Provisions 
SEC. 141. HOSPITALS REQUIRED TO COMPLY 

WITH BLOODBORNE PATHOGENS 
STANDARD. 

(a) AGREEMENTS WITH HOSPITALS.—Section 
1866(a)(1) (42 U.S.C. 1395cc(a)(1)) is amended— 

(1) in subparagraph (R), by striking ‘‘and’’ 
at the end; 

(2) in subparagraph (S), by striking the pe-
riod at the end and inserting ‘‘, and’’; and 

(3) by inserting after subparagraph (S) the 
following new subparagraph: 

‘‘(T) in the case of hospitals that are not 
otherwise subject to regulation by the Occu-
pational Safety and Health Administration, 
to comply with the Bloodborne Pathogens 
standard under section 1910.1030 of title 29 of 
the Code of Federal Regulations.’’. 

(b) EFFECTIVE DATE.—The amendments 
made by this section shall apply to agree-
ments in effect on or after the date that is 1 
year after the date of enactment of this Act. 
SEC. 142. INFORMATICS AND DATA SYSTEMS 

GRANT PROGRAM. 
(a) GRANTS TO HOSPITALS.— 
(1) IN GENERAL.—The Secretary of Health 

and Human Services (in this section referred 
to as the ‘‘Secretary’’) shall establish a pro-
gram to make grants to hospitals that have 
submitted applications in accordance with 
subsection (c) to assist such hospitals in off-
setting the costs related to— 

(A) developing and implementing standard-
ized clinical health care informatics systems 
designed to improve medical care and reduce 
adverse events and health care complica-
tions resulting from medication errors; and 

(B) establishing data systems to comply 
with the administrative simplification re-
quirements under part C of title XI of the 
Social Security Act (42 U.S.C. 1320d et seq.). 

(2) COSTS.—For purposes of paragraph (1), 
the term ‘‘costs’’ shall include costs associ-
ated with— 

(A) purchasing computer software and 
hardware; and 

(B) providing education and training to 
hospital staff on computer information sys-
tems. 

(3) DURATION.—The authority of the Sec-
retary to make grants under this section 
shall terminate on September 30, 2011. 

(4) LIMITATION.—A hospital that has re-
ceived a grant under section 1611 of the Pub-
lic Health Service Act (as added by section 
447 of this Act) is not eligible to receive a 
grant under this section. 

(b) SPECIAL CONSIDERATION FOR LARGE 
URBAN HOSPITALS.—In awarding grants under 

this section, the Secretary shall give special 
consideration to hospitals located in large 
urban areas (as defined for purposes of sec-
tion 1886(d) of the Social Security Act (42 
U.S.C. 1395ww(d)). 

(c) APPLICATION.—A hospital seeking a 
grant under this section shall submit an ap-
plication to the Secretary at such time and 
in such form and manner as the Secretary 
specifies. 

(d) REPORTS.— 
(1) INFORMATION.—A hospital receiving a 

grant under this section shall furnish the 
Secretary with such information as the Sec-
retary may require to— 

(A) evaluate the project for which the 
grant is made; and 

(B) ensure that the grant is expended for 
the purposes for which it is made. 

(2) TIMING OF SUBMISSION.— 
(A) INTERIM REPORTS.—The Secretary shall 

report to the Committee on Ways and Means 
of the House of Representatives and the 
Committee on Finance of the Senate at least 
annually on the grant program established 
under this section, including in such report 
information on the number of grants made, 
the nature of the projects involved, the geo-
graphic distribution of grant recipients, and 
such other matters as the Secretary deems 
appropriate. 

(B) FINAL REPORT.—The Secretary shall 
submit a final report to such committees not 
later than 180 days after the completion of 
all of the projects for which a grant is made 
under this section. 

(e) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated from 
the Federal Hospital Insurance Trust Fund 
under section 1817 of the Social Security Act 
(42 U.S.C. 1395i) $25,000,000 for each of the fis-
cal years 2001 through 2011 for the purposes 
of making grants under this section. 

SEC. 143. RELIEF FROM MEDICARE PART A LATE 
ENROLLMENT PENALTY FOR GROUP 
BUY-IN FOR STATE AND LOCAL RE-
TIREES. 

Section 1818(d) (42 U.S.C. 1395i–2(d)) is 
amended by adding at the end the following 
new paragraph: 

‘‘(6)(A) In the case where a State, a polit-
ical subdivision of a State, or an agency or 
instrumentality of a State or political sub-
division thereof determines to pay, for the 
life of each individual, the monthly pre-
miums due under paragraph (1) on behalf of 
each of the individuals in a qualified State 
or local government retiree group who meets 
the conditions of subsection (a), the amount 
of any increase otherwise applicable under 
section 1839(b) (as modified by subsection 
(c)(6) of this section) with respect to the 
monthly premium for benefits under this 
part for an individual who is a member of 
such group shall be reduced by the total 
amount of taxes paid under section 3101(b) of 
the Internal Revenue Code of 1986 by such in-
dividual and under section 3111(b) by the em-
ployers of such individual on behalf of such 
individual with respect to employment (as 
defined in section 3121(b) of such Code). 

‘‘(B) For purposes of this paragraph, the 
term ‘qualified State or local government re-
tiree group’ means all of the individuals who 
retire prior to a specified date that is before 
January 1, 2002, from employment in 1 or 
more occupations or other broad classes of 
employees of— 

‘‘(i) the State; 
‘‘(ii) a political subdivision of the State; or 
‘‘(iii) an agency or instrumentality of the 

State or political subdivision of the State.’’. 

Subtitle F—Transitional Provisions 
SEC. 151. RECLASSIFICATION OF CERTAIN COUN-

TIES AND AREAS FOR PURPOSES OF 
REIMBURSEMENT UNDER THE MEDI-
CARE PROGRAM. 

(a) FISCAL YEARS 2002 THROUGH 2004.—Not-
withstanding any other provision of law, ef-
fective for discharges occurring during fiscal 
years 2002, 2003, and 2004, for purposes of 
making payments under section 1886(d) of 
the Social Security Act (42 U.S.C. 
1395ww(d))— 

(1) Iredell County, North Carolina is 
deemed to be located in the Charlotte-Gas-
tonia-Rock Hill, North Carolina-South Caro-
lina Metropolitan Statistical Area; and 

(2) the large urban area of New York, New 
York is deemed to include Orange County, 
New York (including hospitals that have 
been reclassified into such county). 
For purposes of that section, any reclassi-
fication under this subsection shall be treat-
ed as a decision of the Medicare Geographic 
Classification Review Board under paragraph 
(10) of that section. 

(b) FISCAL YEARS 2001 THROUGH 2003.—Not-
withstanding any other provision of law, ef-
fective for discharges occurring during fiscal 
years 2001, 2002, and 2003, for purposes of 
making payments under section 1886(d) of 
the Social Security Act (42 U.S.C. 
1395ww(d))— 

(1) the Jackson, Michigan Metropolitan 
Statistical Area is deemed to be located in 
the Ann Arbor, Michigan Metropolitan Sta-
tistical Area; 

(2) Tangipahoa Parish, Louisiana is deemed 
to be located in the New Orleans, Louisiana 
Metropolitan Statistical Area; and 

(3) the large urban area of New York, New 
York is deemed to include Duchess County, 
New York. 
For purposes of that section, any reclassi-
fication under this subsection shall be treat-
ed as a decision of the Medicare Geographic 
Classification Review Board under paragraph 
(10) of that section. 

(c) TECHNICAL CORRECTION TO BBRA.— 
(1) IN GENERAL.—Section 152 of BBRA (113 

Stat. 1501A–334) is amended— 
(A) in subsection (a)(2), by inserting ‘‘(in-

cluding hospitals that have been reclassified 
into such county)’’ after ‘‘such county’’; and 

(B) in subsection (b)(2), by inserting ‘‘(in-
cluding hospitals that have been reclassified 
into such county)’’ after ‘‘Orange County, 
New York’’; and 

(2) EFFECTIVE DATE.—The amendments 
made by paragraph (1) shall take effect as if 
included in the enactment of section 152 of 
BBRA (113 Stat. 1501A–334). 
SEC. 152. CALCULATION AND APPLICATION OF 

WAGE INDEX FLOOR FOR A CERTAIN 
AREA. 

Notwithstanding any other provision of 
section 1886(d) of the Social Security Act (42 
U.S.C. 1395ww(d)), for discharges occurring 
during fiscal year 2000, the Secretary of 
Health and Human Services shall calculate 
and apply the wage index for the Barnstable- 
Yarmouth Metropolitan Statistical Area 
under that section as if the Jordan Hospital 
were classified in such area for purposes of 
payment under that section for such fiscal 
year. Such recalculation shall not affect the 
wage index for any other area. 

TITLE II—PROVISIONS RELATING TO 
PART B 

Subtitle A—Hospital Outpatient Services 
SEC. 201. REDUCTION OF EFFECTIVE HOPD COIN-

SURANCE RATE TO 20 PERCENT BY 
2019. 

Section 1833(t)(3)(B)(ii) (42 U.S.C. 
1395l(t)(3)(B)(ii)) is amended— 
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(1) by striking ‘‘If the’’ and inserting: 
‘‘(I) IN GENERAL.—If the’’; and 
(2) by adding at the end the following new 

subclause: 
‘‘(II) ACCELERATED PHASE-IN.—The Sec-

retary shall estimate, prior to January 1, 
2002, the unadjusted copayment amount for 
each such service (or groups of such serv-
ices). If the Secretary estimates such 
unadjusted copayment amount to be greater 
than 20 percent for any such service (or 
group of such services) on or after January 1, 
2019, the Secretary shall, for services fur-
nished beginning on or after January 1, 2002, 
reduce the unadjusted copayment amount 
for such service (or group of such services) in 
equal increments each year, from the 
amount applicable in 2001, by an amount es-
timated by the Secretary such that the 
unadjusted copayment amount shall equal 20 
percent beginning on or after January 1, 
2019.’’. 
SEC. 202. APPLICATION OF TRANSITIONAL COR-

RIDOR TO CERTAIN HOSPITALS 
THAT DID NOT SUBMIT A 1996 COST 
REPORT. 

(a) IN GENERAL.—Section 1833(t)(7)(F)(ii)(I) 
(42 U.S.C. 1395l(t)(7)(F)(ii)(I)) is amended by 
inserting ‘‘(or, in the case of a hospital that 
did not submit a cost report for such period, 
during the first cost reporting period ending 
in a year after 1996 and before 2001 for which 
the hospital submitted a cost report)’’ after 
‘‘1996’’. 

(b) EFFECTIVE DATE.—The amendment 
made by subsection (a) shall take effect as if 
included in the enactment of section 202 of 
BBRA. 
SEC. 203. PERMANENT GUARANTEE OF PRE-BBA 

PAYMENT LEVELS FOR OUTPATIENT 
SERVICES FURNISHED BY CHIL-
DREN’S HOSPITALS. 

(a) IN GENERAL.—Section 1833(t)(7)(D) (42 
U.S.C. 1395l(t)(7)(D)), as amended by section 
432, is amended— 

(1) in the heading, by inserting ‘‘, CHIL-
DREN’S,’’ after ‘‘SMALL RURAL’’; and 

(2) by striking ‘‘section 1886(d)(1)(B)(v)’’ 
and inserting ‘‘clause (iii) or (v) of section 
1886(d)(1)(B)’’. 

(b) EFFECTIVE DATE.—The amendments 
made by subsection (a) shall apply to serv-
ices provided on or after the date that is 1 
year after the date of enactment of this Act. 
Subtitle B—Provisions Relating to Physicians 
SEC. 211. LOAN DEFERMENT FOR RESIDENTS. 

(a) FAIRNESS IN MEDICAL STUDENT LOAN FI-
NANCING.— 

(1) ELIGIBILITY REQUIREMENTS.—Section 
427(a)(2)(C)(iii) of the Higher Education Act 
of 1965 (20 U.S.C. 1077(a)(2)(C)(iii)) is amended 
by inserting before the semicolon the fol-
lowing: ‘‘, except that for a medical student 
such period shall not exceed the full initial 
residency period’’. 

(2) INSURANCE PROGRAM AGREEMENTS.—Sec-
tion 428(b)(1)(M)(iii) of the Higher Education 
Act of 1965 (20 U.S.C. 1078(b)(1)(M)(iii)) is 
amended by inserting before the semicolon 
the following: ‘‘, except that for a medical 
student such period shall not exceed the full 
initial residency period’’. 

(3) DEFERMENT ELIGIBILITY.—Section 
455(f)(2)(C) of the Higher Education Act of 
1965 (20 U.S.C. 1087e(f)(2)(C)) is amended by 
inserting before the period the following: ‘‘, 
except that for a medical student such period 
shall not exceed the full initial residency pe-
riod’’. 

(4) CONTENTS OF LOAN AGREEMENT.—Section 
464(c)(2)(A)(iii) of the Higher Education Act 
of 1965 (20 U.S.C. 1087dd(c)(2)(A)(iii)) is 
amended by inserting before the semicolon 
the following: ‘‘, except that for a medical 

student such period shall not exceed the full 
initial residency period’’. 

(b) FAIRNESS IN ECONOMIC HARDSHIP DETER-
MINATION.—Section 435(o)(1)(B) of the Higher 
Education Act of 1965 (20 U.S.C. 1085(o)(1)(B)) 
is amended to read as follows: 

‘‘(B) such borrower is working full time 
and has a Federal educational debt burden 
that equals or exceeds 20 percent of such bor-
rower’s adjusted gross income, and the dif-
ference between such borrower’s adjusted 
gross income minus such burden is less than 
250 percent of the greater of— 

‘‘(i) the annual earnings of an individual 
earning the minimum wage under section 6 
of the Fair Labor Standards Act of 1938; or 

‘‘(ii) the income official poverty line (as 
defined by the Office of Management and 
Budget, and revised annually in accordance 
with section 673(2) of the Community Service 
Block Grant Act) applicable to a family of 2; 
or’’. 
SEC. 212. GAO STUDIES AND REPORTS ON MEDI-

CARE PAYMENTS. 
(a) GAO STUDY ON HCFA POST-PAYMENT 

AUDIT PROCESS.— 
(1) STUDY.—The Comptroller General of the 

United States shall conduct a study of the 
post-payment audit process under the medi-
care program under title XVIII of the Social 
Security Act (42 U.S.C. 1395 et seq.) (in this 
section referred to as the ‘‘medicare pro-
gram’’) as such process applies to physicians, 
including the proper level of resources that 
the Health Care Financing Administration 
should devote to educating physicians re-
garding— 

(A) coding and billing; 
(B) documentation requirements; and 
(C) the calculation of overpayments. 
(2) REPORT.—Not later than 18 months 

after the date of enactment of this Act, the 
Comptroller General shall submit a report to 
the Secretary of Health and Human Services 
and Congress on the study conducted under 
paragraph (1) together with specific rec-
ommendations for changes or improvements 
in the post-payment audit process described 
in such paragraph. 

(b) GAO STUDY ON ADMINISTRATION AND 
OVERSIGHT.— 

(1) STUDY.—The Comptroller General of the 
United States shall conduct a study on the 
aggregate effects of regulatory, audit, over-
sight, and paperwork burdens on physicians 
and other health care providers participating 
in the medicare program. 

(2) REPORT.—Not later than 18 months 
after the date of enactment of this Act, the 
Comptroller General shall submit a report to 
the Secretary of Health and Human Services 
and Congress on the study conducted under 
paragraph (1) together with recommenda-
tions regarding any area in which— 

(A) a reduction in paperwork, an ease of 
administration, or an appropriate change in 
oversight and review may be accomplished; 
or 

(B) additional payments or education are 
needed to assist physicians and other health 
care providers in understanding and com-
plying with any legal or regulatory require-
ments. 
SEC. 213. MEDPAC STUDY ON THE RESOURCE- 

BASED PRACTICE EXPENSE SYSTEM. 
(a) STUDY.—The Medicare Payment Advi-

sory Commission established under section 
1805 of the Social Security Act (42 U.S.C. 
1395b–6) (in this section referred to as 
‘‘MedPAC’’) shall conduct a study of the re-
finements to the practice expense relative 
value units during the transition to a re-
source-based practice expense system for 
physician payments under the medicare pro-

gram under title XVIII of the Social Secu-
rity Act (42 U.S.C. 1395 et seq.) (in this sec-
tion referred to as the ‘‘medicare program’’). 

(b) REPORT.—Not later than July 1, 2001, 
MedPAC shall submit a report to the Sec-
retary of Health and Human Services and 
Congress on the study conducted under sub-
section (a) together with recommendations 
regarding— 

(1) any change or adjustment that is appro-
priate to ensure full access to a spectrum of 
care for beneficiaries under the medicare 
program; and 

(2) the appropriateness of payments to phy-
sicians. 

Subtitle C—Ambulance Services 
SEC. 221. ELECTION TO FOREGO PHASE-IN OF 

FEE SCHEDULE FOR AMBULANCE 
SERVICES. 

Section 1834(l) (42 U.S.C. 1395m(l)) is 
amended by adding at the end the following 
new paragraph: 

‘‘(8) ELECTION TO FOREGO PHASE-IN OF FEE 
SCHEDULE.— 

‘‘(A) IN GENERAL.—If the Secretary pro-
vides for a phase-in of the fee schedule estab-
lished under this subsection, a supplier of 
ambulance services may make an election to 
receive payments based only on such fee 
schedule at any time during such phase-in, 
and the Secretary shall begin to make pay-
ments to the supplier based only on such fee 
schedule not later than the date that is 60 
days after the date on which the supplier no-
tifies the Secretary of such election. 

‘‘(B) WAIVER OF BUDGET NEUTRALITY.—The 
Secretary shall apply paragraph (3)(A) as if 
this paragraph had not been enacted.’’. 
SEC. 222. PRUDENT LAYPERSON STANDARD FOR 

EMERGENCY AMBULANCE SERV-
ICES. 

(a) IN GENERAL.—Section 1861(s)(7) (42 
U.S.C. 1395x(s)(7)) is amended by inserting 
before the semicolon at the end the fol-
lowing: ‘‘, except that such regulations shall 
not fail to treat ambulance services as med-
ical and other health services solely because 
the ultimate diagnosis of the individual re-
ceiving the ambulance services results in a 
conclusion that ambulance services were not 
necessary, as long as the request for ambu-
lance services is made after the sudden onset 
of a medical condition that would be classi-
fied as an emergency medical condition (as 
defined in section 1852(d)(3)(B)).’’. 

(b) EFFECTIVE DATE.—The amendment 
made by this section shall apply with respect 
to ambulance services provided on or after 
October 1, 2000. 
SEC. 223. ELIMINATION OF REDUCTION IN INFLA-

TION ADJUSTMENTS FOR AMBU-
LANCE SERVICES. 

Subparagraphs (A) and (B) of section 
1834(l)(3) (42 U.S.C. 1395m(l)(3)(A)) are each 
amended by striking ‘‘reduced in the case of 
2001 and 2002 by 1.0 percentage points’’ and 
inserting ‘‘increased in the case of 2001 by 1.0 
percentage point’’. 
SEC. 224. STUDY AND REPORT ON THE COSTS OF 

RURAL AMBULANCE SERVICES. 
(a) STUDY.—The Secretary of Health and 

Human Services (in this section referred to 
as the ‘‘Secretary’’), in consultation with the 
Office of Rural Health Policy, shall conduct 
a study of the means by which rural areas 
with low population densities can be identi-
fied for the purpose of designating areas in 
which the cost of providing ambulance serv-
ices would be expected to be higher than 
similar services provided in more heavily 
populated areas because of low usage. Such 
study shall also include an analysis of the 
additional costs of providing ambulance 
services in areas designated under the pre-
vious sentence. 
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(b) REPORT.—Not later than June 30, 2001, 

the Secretary shall submit a report to Con-
gress on the study conducted under sub-
section (a), together with a regulation based 
on that study which adjusts the fee schedule 
payment rates for ambulance services pro-
vided in low density rural areas based on the 
increased cost of providing such services in 
such areas. 

SEC. 225. INTERIM PAYMENTS FOR RURAL 
GROUND AMBULANCE SERVICES 
UNTIL REGULATION IMPLEMENTED. 

(a) INTERIM PAYMENTS.—Section 1834(l) (42 
U.S.C. 1395m(l)), as amended by section 221, 
is amended by adding at the end the fol-
lowing new paragraph: 

‘‘(9) INTERIM PAYMENTS FOR RURAL GROUND 
AMBULANCE SERVICES.—Until such time as 
the fee schedule established under this sub-
section is modified by the regulation de-
scribed in section 224(b) of the Medicare, 
Medicaid, and SCHIP Balanced Budget Re-
finement Act of 2000, the amount of payment 
under this subsection for ground ambulance 
services provided in a rural area (as defined 
in section 1886(d)(2)(D)) shall be the greater 
of— 

‘‘(A) the amount determined under the fee 
schedule established under this subsection 
(without regard to any phase-in established 
pursuant to paragraph (2)(E)); or 

‘‘(B) the amount that would have been paid 
for such services if the amendments made by 
section 4531(b) of the Balanced Budget Act of 
1997 had not been enacted; 

as adjusted for inflation in the manner de-
scribed in paragraph (3)(B). For purposes of 
this paragraph, an ambulance trip shall be 
considered to have been provided in a rural 
area only if the transportation of the patient 
originated in a rural area.’’. 

(b) CONFORMING AMENDMENTS.—Section 
1833(a)(1) (42 U.S.C. 1395l(a)(1)) is amended— 

(1) in subparagraph (R)— 
(A) by inserting ‘‘except as provided in sub-

paragraph (T),’’ before ‘‘with respect’’; and 
(B) by striking ‘‘and’’ at the end; and 
(2) in subparagraph (S), by striking the 

semicolon at the end and inserting ‘‘, and (T) 
with respect to ambulance services described 
in section 1834(l)(9), the amount paid shall be 
80 percent of the lesser of the actual charge 
for the services or the amount determined 
under such section;’’. 

(c) EFFECTIVE DATE.—The amendments 
made by this section shall apply with respect 
to services provided on and after January 1, 
2001. 

SEC. 226. GAO STUDY AND REPORT ON THE 
COSTS OF EMERGENCY AND MED-
ICAL TRANSPORTATION SERVICES. 

(a) STUDY.—The Comptroller General of 
the United States shall conduct a study of 
the costs of providing emergency and med-
ical transportation services across the range 
of acuity levels of conditions for which such 
transportation services are provided. 

(b) REPORT.—Not later than 18 months 
after the date of enactment of this Act, the 
Comptroller General shall submit a report to 
the Secretary of Health and Human Services 
and Congress on the study conducted under 
subsection (a), together with recommenda-
tions for any changes in methodology or pay-
ment level necessary to fairly compensate 
suppliers of emergency and medical trans-
portation services and to ensure the access 
of beneficiaries under the medicare program 
under title XVIII of the Social Security Act 
(42 U.S.C. 1395 et seq.) to such services. 

Subtitle D—Preventive Services 
SEC. 231. ELIMINATION OF DEDUCTIBLES AND 

COINSURANCE FOR PREVENTIVE 
BENEFITS. 

(a) IN GENERAL.—Section 1833 (42 U.S.C. 
1395l) is amended by inserting after sub-
section (o) the following new subsection: 

‘‘(p) DEDUCTIBLES AND COINSURANCE 
WAIVED FOR PREVENTIVE BENEFITS.—The Sec-
retary may not require the payment of any 
deductible or coinsurance under subsection 
(a) or (b) of any individual enrolled for cov-
erage under this part for any of the following 
preventive health care items and services: 

‘‘(1) Blood-testing strips, lancets, and blood 
glucose monitors for individuals with diabe-
tes described in section 1861(n). 

‘‘(2) Diabetes outpatient self-management 
training services (as defined in section 
1861(qq)(1)). 

‘‘(3) Pneumococcal, influenza, and hepa-
titis B vaccines and administration de-
scribed in section 1861(s)(10). 

‘‘(4) Screening mammography (as defined 
in section 1861(jj)). 

‘‘(5) Screening pap smear and screening 
pelvic exam (as defined in paragraphs (1) and 
(2) of section 1861(nn), respectively). 

‘‘(6) Bone mass measurement (as defined in 
section 1861(rr)(1)). 

‘‘(7) Prostate cancer screening test (as de-
fined in section 1861(oo)(1)). 

‘‘(8) Colorectal cancer screening test (as 
defined in section 1861(pp)(1)).’’. 

(b) WAIVER OF COINSURANCE.—Section 
1833(a)(1)(B) (42 U.S.C. 1395l(a)(1)(B)) is 
amended to read as follows: ‘‘(B) with respect 
to preventive health care items and services 
described in subsection (p), the amounts paid 
shall be 100 percent of the fee schedule or 
other basis of payment under this title,’’. 

(c) WAIVER OF DEDUCTIBLE.—Section 
1833(b)(1) (42 U.S.C. 1395l(b)(1)) is amended to 
read as follows: ‘‘(1) such deductible shall not 
apply with respect to preventive health care 
items and services described in subsection 
(p),’’. 

(d) ADDING ‘‘LANCET’’ TO DEFINITION OF 
DME.—Section 1861(n) (42 U.S.C. 1395x(n)) is 
amended by striking ‘‘blood-testing strips 
and blood glucose monitors’’ and inserting 
‘‘blood-testing strips, lancets, and blood glu-
cose monitors’’. 

(e) CONFORMING AMENDMENTS.— 
(1) ELIMINATION OF COINSURANCE FOR CLIN-

ICAL DIAGNOSTIC LABORATORY TESTS.—Para-
graphs (1)(D)(i) and (2)(D)(i) of section 1833(a) 
(42 U.S.C. 1395l(a)) are each amended— 

(A) by striking ‘‘basis or which’’ and in-
serting ‘‘basis, which’’; and 

(B) by inserting ‘‘, or which are described 
in subsection (p)’’ after ‘‘critical access hos-
pital’’. 

(2) ELIMINATION OF COINSURANCE FOR CER-
TAIN DME.—Section 1834(a)(1)(A) (42 U.S.C. 
1395m(a)(1)(A)) is amended by inserting ‘‘(or 
100 percent, in the case of such an item de-
scribed in section 1833(p))’’ after ‘‘80 per-
cent’’. 

(3) ELIMINATION OF COINSURANCE FOR 
SCREENING MAMMOGRAPHY.—Section 
1834(c)(1)(C) (42 U.S.C. 1395m(c)(1)(C)) is 
amended by striking ‘‘80 percent’’ and insert-
ing ‘‘100 percent’’. 

(4) ELIMINATION OF DEDUCTIBLES AND COIN-
SURANCE FOR COLORECTAL CANCER SCREENING 
TESTS.—Section 1834(d) (42 U.S.C. 1395m(d)) is 
amended— 

(A) in paragraph (2)(C)— 
(i) by striking clause (ii); 
(ii) by striking ‘‘FACILITY PAYMENT LIMIT.— 

’’ and all that follows through ‘‘Notwith-
standing’’ and inserting ‘‘FACILITY PAYMENT 
LIMIT.—Notwithstanding’’; and 

(iii) by redesignating subclauses (I) and (II) 
as clauses (i) and (ii), respectively; and 

(B) in paragraph (3)(C)— 
(i) by striking clause (ii); and 
(ii) by striking ‘‘FACILITY PAYMENT 

LIMIT.—’’ and all that follows through ‘‘Not-
withstanding’’ and inserting ‘‘FACILITY PAY-
MENT LIMIT.—Notwithstanding’’. 

(f) EFFECTIVE DATE.—The amendments 
made by this section shall apply to items 
and services furnished on or after July 1, 
2001. 
SEC. 232. COUNSELING FOR CESSATION OF TO-

BACCO USE. 
(a) COVERAGE.—Section 1861(s)(2) (42 U.S.C. 

1395x(s)(2)) is amended— 
(1) in subparagraph (S), by striking ‘‘and’’ 

at the end; 
(2) in subparagraph (T), by inserting ‘‘and’’ 

at the end; and 
(3) by adding at the end the following new 

subparagraph: 
‘‘(U) counseling for cessation of tobacco 

use (as defined in subsection (uu)) for indi-
viduals who have a history of tobacco use;’’. 

(b) SERVICES DESCRIBED.—Section 1861 (42 
U.S.C. 1395x) is amended by adding at the end 
the following new subsection: 

‘‘Counseling for Cessation of Tobacco Use 
‘‘(uu)(1) Except as provided in paragraph 

(2), the term ‘counseling for cessation of to-
bacco use’ means diagnostic, therapy, and 
counseling services for cessation of tobacco 
use which are furnished— 

‘‘(A) by or under the supervision of a physi-
cian; or 

‘‘(B) by any other health care professional 
who is legally authorized to furnish such 
services under State law (or the State regu-
latory mechanism provided by State law) of 
the State in which the services are fur-
nished, as would otherwise be covered if fur-
nished by a physician or as an incident to a 
physician’s professional service. 

‘‘(2) The term ‘counseling for cessation of 
tobacco use’ does not include coverage for 
drugs or biologicals that are not otherwise 
covered under this title.’’. 

(c) ELIMINATION OF COST-SHARING.— 
(1) ELIMINATION OF COINSURANCE.—Section 

1833(a)(1) (42 U.S.C. 1395l(a)(1)), as amended 
by section 225(b), is amended— 

(A) by striking ‘‘and’’ before ‘‘(T)’’; and 
(B) by inserting before the semicolon at 

the end the following: ‘‘, and (U) with respect 
to counseling for cessation of tobacco use (as 
defined in section 1861(uu)), the amount paid 
shall be 100 percent of the lesser of the ac-
tual charge for the services or the amount 
determined by a fee schedule established by 
the Secretary for the purposes of this sub-
paragraph’’. 

(2) ELIMINATION OF DEDUCTIBLE.—The first 
sentence of section 1833(b) (42 U.S.C. 1395l(b)) 
is amended— 

(A) by striking ‘‘and’’ before ‘‘(6)’’; and 
(B) by inserting before the period the fol-

lowing: ‘‘, and (7) such deductible shall not 
apply with respect to counseling for ces-
sation of tobacco use (as defined in section 
1861(uu))’’. 

(d) EFFECTIVE DATE.—The amendments 
made by this section shall apply to services 
furnished on or after July 1, 2001. 
SEC. 233. COVERAGE OF GLAUCOMA DETECTION 

TESTS. 
(a) IN GENERAL.—Section 1861 (42 U.S.C. 

1395x), as amended by section 232, is amend-
ed— 

(1) in subsection (s)(2)— 
(A) in subparagraph (T), by striking ‘‘and’’ 

at the end; 
(B) in subparagraph (U), by inserting 

‘‘and’’ at the end; and 
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(C) by adding at the end the following new 

subparagraph: 
‘‘(V) glaucoma detection tests (as defined 

in subsection (vv));’’; and 
(2) by adding at the end the following new 

subsection: 

‘‘Glaucoma Detection Tests 

‘‘(vv) The term ‘glaucoma detection test’ 
means all of the following conducted for the 
purpose of early detection of glaucoma: 

‘‘(1) A dilated eye examination with an 
intraocular pressure measurement. 

‘‘(2) Direct ophthalmoscopy or slit-lamp 
biomicroscopic examination.’’. 

(b) LIMITATION ON ELIGIBILITY AND FRE-
QUENCY.—Section 1834 (42 U.S.C. 1395m) is 
amended by adding at the end the following 
new subsection: 

‘‘(m) LIMITATION ON COVERAGE OF GLAU-
COMA DETECTION TESTS.— 

‘‘(1) IN GENERAL.—Notwithstanding any 
other provision of this part, with respect to 
expenses incurred for glaucoma detection 
tests (as defined in section 1861(vv)), pay-
ment may be made only for glaucoma detec-
tion tests conducted— 

‘‘(A) for individuals described in paragraph 
(2); and 

‘‘(B) consistent with the frequency per-
mitted under paragraph (3). 

‘‘(2) INDIVIDUALS ELIGIBLE FOR BENEFIT.— 
Individuals described in this paragraph are 
as follows: 

‘‘(A) Individuals who are 60 years of age or 
older and who have a family history of glau-
coma. 

‘‘(B) Other individuals who are at high risk 
(as determined by the Secretary) of devel-
oping glaucoma. 

‘‘(3) FREQUENCY LIMIT.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), payment may not be made under this 
part for a glaucoma detection test performed 
for an individual within 23 months following 
the month in which a glaucoma detection 
test was performed under this part for the 
individual. 

‘‘(B) EXCEPTION.—The Secretary may per-
mit a glaucoma detection test to be covered 
on a more frequent basis than that provided 
under subparagraph (A) under such cir-
cumstances as the Secretary determines to 
be appropriate.’’. 

(c) NO APPLICATION OF DEDUCTIBLE.—Sec-
tion 1833(b)(5) (42 U.S.C. 1395l(b)(5)) is amend-
ed by inserting ‘‘or with respect to glaucoma 
detection tests (as defined in section 
1861(vv))’’ after ‘‘1861(jj))’’. 

(d) CONFORMING AMENDMENTS.—Section 
1862(a) (42 U.S.C. 1395y(a)) is amended— 

(1) in paragraph (1)— 
(A) in subparagraph (H), by striking ‘‘and’’ 

at the end; 
(B) in subparagraph (I), by striking the 

semicolon at the end and inserting ‘‘, and’’; 
and 

(C) by adding at the end the following new 
subparagraph: 

‘‘(J) in the case of glaucoma detection 
tests (as defined in section 1861(vv)), which 
are furnished to an individual not described 
in paragraph (2) of section 1834(m) or which 
are performed more frequently than is cov-
ered under paragraph (3) of such section;’’; 
and 

(2) in paragraph (7), by striking ‘‘or (H)’’ 
and inserting ‘‘(H), or (I)’’. 

(e) EFFECTIVE DATE.—The amendments 
made by this section apply to tests provided 
on or after July 1, 2001. 

SEC. 234. MEDICAL NUTRITION THERAPY SERV-
ICES FOR BENEFICIARIES WITH DIA-
BETES, A CARDIOVASCULAR DIS-
EASE, OR A RENAL DISEASE. 

(a) COVERAGE.—Section 1861(s)(2) (42 U.S.C. 
1395x(s)(2)), as amended by section 233(a), is 
amended— 

(1) in subparagraph (U) by striking ‘‘and’’ 
at the end; 

(2) in subparagraph (V) by inserting ‘‘and’’ 
at the end; and 

(3) by adding at the end the following new 
subparagraph: 

‘‘(W) medical nutrition therapy services 
(as defined in subsection (ww)(1)) in the case 
of a beneficiary with diabetes, a cardio-
vascular disease (including congestive heart 
failure, arteriosclerosis, hyperlipidemia, hy-
pertension, and hypercholesterolemia), or a 
renal disease;’’. 

(b) SERVICES DESCRIBED.—Section 1861 (42 
U.S.C. 1395x), as amended by section 233(a), is 
amended by adding at the end the following 
new subsection: 
‘‘Medical Nutrition Therapy Services; Reg-

istered Dietitian or Nutrition Professional 
‘‘(ww)(1) The term ‘medical nutrition ther-

apy services’ means nutritional diagnostic, 
therapy, and counseling services for the pur-
pose of disease management which are fur-
nished by a registered dietitian or nutrition 
professional (as defined in paragraph (2)) pur-
suant to a referral by a physician (as defined 
in subsection (r)(1)). 

‘‘(2) Subject to paragraph (3), the term 
‘registered dietitian or nutrition profes-
sional’ means an individual who— 

‘‘(A) holds a baccalaureate or higher degree 
granted by a regionally accredited college or 
university in the United States (or an equiv-
alent foreign degree) with completion of the 
academic requirements of a program in nu-
trition or dietetics, as accredited by an ap-
propriate national accreditation organiza-
tion recognized by the Secretary for this 
purpose; 

‘‘(B) has completed at least 900 hours of su-
pervised dietetics practice under the super-
vision of a registered dietitian or nutrition 
professional; and 

‘‘(C)(i) is licensed or certified as a dietitian 
or nutrition professional by the State in 
which the services are performed; or 

‘‘(ii) in the case of an individual in a State 
that does not provide for such licensure or 
certification, meets such other criteria as 
the Secretary establishes. 

‘‘(3) Subparagraphs (A) and (B) of para-
graph (2) shall not apply in the case of an in-
dividual who, as of the date of enactment of 
this subsection, is licensed or certified as a 
dietitian or nutrition professional by the 
State in which medical nutrition therapy 
services are performed.’’. 

(c) PAYMENT.—Section 1833(a)(1) (42 U.S.C. 
1395l(a)(1)), as amended by section 232(c)(1), 
is amended— 

(1) by striking ‘‘and’’ before ‘‘(U)’’; and 
(2) by inserting before the semicolon at the 

end the following: ‘‘, and (V) with respect to 
medical nutrition therapy services (as de-
fined in section 1861(ww)), the amount paid 
shall be 85 percent of the lesser of the actual 
charge for the services or the amount deter-
mined under the fee schedule established 
under section 1848(b) for the same services if 
furnished by a physician’’. 

(d) EFFECTIVE DATE.—The amendments 
made by this section apply to services fur-
nished on or after July 1, 2001. 
SEC. 235. STUDIES ON PREVENTIVE INTERVEN-

TIONS IN PRIMARY CARE FOR 
OLDER AMERICANS. 

(a) STUDIES.—The Secretary of Health and 
Human Services, acting through the United 

States Preventive Services Task Force, shall 
conduct a series of studies designed to iden-
tify preventive interventions that can be de-
livered in the primary care setting that are 
most valuable to older Americans. 

(b) MISSION STATEMENT.—The mission 
statement of the United States Preventive 
Services Task Force is amended to include 
the evaluation of services that are of par-
ticular relevance to older Americans. 

(c) REPORT.—Not later than 1 year after 
the date of enactment of this Act, and annu-
ally thereafter, the Secretary of Health and 
Human Services shall submit a report to 
Congress on the conclusions of the studies 
conducted under subsection (a), together 
with recommendations for such legislation 
and administrative actions as the Secretary 
considers appropriate. 
SEC. 236. INSTITUTE OF MEDICINE 5-YEAR MEDI-

CARE PREVENTION BENEFIT STUDY 
AND REPORT. 

(a) STUDY.— 
(1) IN GENERAL.—The Secretary of Health 

and Human Services shall contract with the 
Institute of Medicine of the National Acad-
emy of Sciences to conduct a comprehensive 
study of current literature and best practices 
in the field of health promotion and disease 
prevention among medicare beneficiaries in-
cluding the issues described in paragraph (2) 
and to submit the report described in sub-
section (b). 

(2) ISSUES STUDIED.—The study required 
under paragraph (1) shall include an assess-
ment of— 

(A) whether each covered benefit is— 
(i) medically effective; and 
(ii) a cost-effective benefit or a cost-saving 

benefit; 
(B) utilization of covered benefits (includ-

ing any barriers to or incentives to increase 
utilization); and 

(C) quality of life issues associated with 
both health promotion and disease preven-
tion benefits covered under the medicare 
program and those that are not covered 
under such program that would affect all 
medicare beneficiaries. 

(b) REPORT.— 
(1) IN GENERAL.—Not later than 5 years 

after the date of enactment of this section, 
and every fifth year thereafter, the Institute 
of Medicine of the National Academy of 
Sciences shall submit to the President a re-
port that contains a detailed statement of 
the findings and conclusions of the study 
conducted under subsection (a) and the rec-
ommendations for legislation described in 
paragraph (2). 

(2) RECOMMENDATIONS FOR LEGISLATION.— 
The Institute of Medicine of the National 
Academy of Sciences, in consultation with 
the Partnership for Prevention, shall develop 
recommendations in legislative form that— 

(A) prioritize the preventive benefits under 
the medicare program; and 

(B) modify preventive benefits offered 
under the medicare program based on the 
study conducted under subsection (a). 

(c) TRANSMISSION TO CONGRESS.— 
(1) IN GENERAL.—On the day on which the 

report described in subsection (b) is sub-
mitted to the President, the President shall 
transmit the report and recommendations in 
legislative form described in subsection (b)(2) 
to Congress. 

(2) DELIVERY.—Copies of the report and 
recommendations in legislative form re-
quired to be transmitted to Congress under 
paragraph (1) shall be delivered— 

(A) to both Houses of Congress on the same 
day; 

(B) to the Clerk of the House of Represent-
atives if the House is not in session; and 
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(C) to the Secretary of the Senate if the 

Senate is not in session. 
(d) DEFINITIONS.—In this section: 
(1) COST-EFFECTIVE BENEFIT.—The term 

‘‘cost-effective benefit’’ means a benefit or 
technique that has— 

(A) been subject to peer review; 
(B) been described in scientific journals; 

and 
(C) demonstrated value as measured by 

unit costs relative to health outcomes 
achieved. 

(2) COST-SAVING BENEFIT.—The term ‘‘cost- 
saving benefit’’ means a benefit or technique 
that has— 

(A) been subject to peer review; 
(B) been described in scientific journals; 

and 
(C) caused a net reduction in health care 

costs for medicare beneficiaries. 
(3) MEDICALLY EFFECTIVE.—The term 

‘‘medically effective’’ means, with respect to 
a benefit or technique, that the benefit or 
technique has been— 

(A) subject to peer review; 
(B) described in scientific journals; and 
(C) determined to achieve an intended goal 

under normal programmatic conditions. 
(4) MEDICARE BENEFICIARY.—The term 

‘‘medicare beneficiary’’ means any indi-
vidual who is entitled to benefits under part 
A or enrolled under part B of the medicare 
program, including any individual enrolled 
in a Medicare+Choice plan offered by a 
Medicare+Choice organization under part C 
of such program. 

(5) MEDICARE PROGRAM.—The term ‘‘medi-
care program’’ means the health benefits 
program under title XVIII of the Social Se-
curity Act (42 U.S.C. 1395 et seq.). 
SEC. 237. FAST-TRACK CONSIDERATION OF PRE-

VENTION BENEFIT LEGISLATION. 
(a) RULES OF HOUSE OF REPRESENTATIVES 

AND SENATE.—This section is enacted by 
Congress— 

(1) as an exercise of the rulemaking power 
of the House of Representatives and the Sen-
ate, respectively, and is deemed a part of the 
rules of each House of Congress, but— 

(A) is applicable only with respect to the 
procedure to be followed in that House of 
Congress in the case of an implementing bill 
(as defined in subsection (d)); and 

(B) supersedes other rules only to the ex-
tent that such rules are inconsistent with 
this section; and 

(2) with full recognition of the constitu-
tional right of either House of Congress to 
change the rules (so far as relating to the 
procedure of that House of Congress) at any 
time, in the same manner and to the same 
extent as in the case of any other rule of 
that House of Congress. 

(b) INTRODUCTION AND REFERRAL.— 
(1) INTRODUCTION.— 
(A) IN GENERAL.—Subject to paragraph (2), 

on the day on which the President transmits 
the report pursuant to section 236(c) to the 
House of Representatives and the Senate, the 
recommendations in legislative form trans-
mitted by the President with respect to such 
report shall be introduced as a bill (by re-
quest) in the following manner: 

(i) HOUSE OF REPRESENTATIVES.—In the 
House of Representatives, by the Majority 
Leader, for himself and the Minority Leader, 
or by Members of the House of Representa-
tives designated by the Majority Leader and 
Minority Leader. 

(ii) SENATE.—In the Senate, by the Major-
ity Leader, for himself and the Minority 
Leader, or by Members of the Senate des-
ignated by the Majority Leader and Minority 
Leader. 

(B) SPECIAL RULE.—If either House of Con-
gress is not in session on the day on which 
such recommendations in legislative form 
are transmitted, the recommendations in 
legislative form shall be introduced as a bill 
in that House of Congress, as provided in 
subparagraph (A), on the first day thereafter 
on which that House of Congress is in ses-
sion. 

(2) REFERRAL.—Such bills shall be referred 
by the presiding officers of the respective 
Houses to the appropriate committee, or, in 
the case of a bill containing provisions with-
in the jurisdiction of 2 or more committees, 
jointly to such committees for consideration 
of those provisions within their respective 
jurisdictions. 

(c) CONSIDERATION.—After the rec-
ommendations in legislative form have been 
introduced as a bill and referred under sub-
section (b), such implementing bill shall be 
considered in the same manner as an imple-
menting bill is considered under subsections 
(d), (e), (f), and (g) of section 151 of the Trade 
Act of 1974 (19 U.S.C. 2191). 

(d) IMPLEMENTING BILL DEFINED.—In this 
section, the term ‘‘implementing bill’’ means 
only the recommendations in legislative 
form of the Institute of Medicine of the Na-
tional Academy of Sciences described in sec-
tion 236(b)(2), transmitted by the President 
to the House of Representatives and the Sen-
ate under section 236(c), and introduced and 
referred as provided in subsection (b) as a 
bill of either House of Congress. 

(e) COUNTING OF DAYS.—For purposes of 
this section, any period of days referred to in 
section 151 of the Trade Act of 1974 shall be 
computed by excluding— 

(1) the days on which either House of Con-
gress is not in session because of an adjourn-
ment of more than 3 days to a day certain or 
an adjournment of Congress sine die; and 

(2) any Saturday and Sunday, not excluded 
under paragraph (1), when either House is 
not in session. 

Subtitle E—Other Services 
SEC. 241. REVISION OF MORATORIUM IN CAPS 

FOR THERAPY SERVICES. 
(a) EXTENSION OF MORATORIUM.—Section 

1833(g)(4) (42 U.S.C. 1395l(g)(4)) is amended by 
striking ‘‘during 2000 and 2001’’ and inserting 
‘‘during the period beginning on January 1, 
2000, and ending on the date that is 18 
months after the date the Secretary submits 
the report required under section 4541(d)(2) of 
the Balanced Budget Act of 1997 to Con-
gress’’. 

(b) EXTENSION OF REPORTING DATE.—Sec-
tion 4541(d)(2) of BBA (42 U.S.C. 1395l note), 
as amended by section 221(c) of BBRA (113 
Stat. 1501A–351), is amended by striking 
‘‘January 1, 2001’’ and inserting ‘‘January 1, 
2002’’. 
SEC. 242. REVISION OF COVERAGE OF IMMUNO-

SUPPRESSIVE DRUGS. 
(a) REVISION.— 
(1) IN GENERAL.—Section 1861(s)(2)(J) (42 

U.S.C. 1395x(s)(2)(J)) is amended to read as 
follows: 

‘‘(J) prescription drugs used in immuno-
suppressive therapy furnished— 

‘‘(i) on or after the date of enactment of 
the Medicare, Medicaid, and SCHIP Balanced 
Budget Refinement Act of 2000 and before 
January 1, 2004, to an individual who has re-
ceived an organ transplant; and 

‘‘(ii) on or after January 1, 2004, to an indi-
vidual who receives an organ transplant for 
which payment is made under this title, but 
only in the case of drugs furnished within 36 
months after the date of the transplant pro-
cedure.’’. 

(2) CONFORMING AMENDMENTS.— 

(A) EXTENDED COVERAGE.—Section 1832 (42 
U.S.C. 1395k) is amended— 

(i) by striking subsection (b); and 
(ii) by redesignating subsection (c) as sub-

section (b). 
(B) PASS-THROUGH; REPORT.—Subsections 

(c) and (d) of section 227 of BBRA (113 Stat. 
1501A–355) are repealed. 

(3) EFFECTIVE DATE.—The amendments 
made by this subsection shall apply to drugs 
furnished on or after the date of enactment 
of this Act. 

(b) EXTENSION OF CERTAIN SECONDARY 
PAYER REQUIREMENTS.—Section 1862(b)(1)(C) 
(42 U.S.C. 1395y(b)(1)(C)) is amended by add-
ing at the end the following: ‘‘With regard to 
immunosuppressive drugs furnished on or 
after the date of enactment of the Medicare, 
Medicaid, and SCHIP Balanced Budget Re-
finement Act of 2000 and before January 1, 
2004, this subparagraph shall be applied with-
out regard to any time limitation.’’. 
SEC. 243. STATE ACCREDITATION OF DIABETES 

SELF-MANAGEMENT TRAINING PRO-
GRAMS. 

Section 1861(qq)(2) of the Social Security 
Act (42 U.S.C. 1395xx(qq)(2)) is amended— 

(1) in the matter preceding subparagraph 
(A), by striking ‘‘paragraph (1)—’’ and insert-
ing ‘‘paragraph (1):’’; 

(2) in subparagraph (A)— 
(A) by striking ‘‘a ‘certified provider’ ’’ and 

inserting ‘‘A ‘certified provider’ ’’; and 
(B) by striking ‘‘; and’’ and inserting a pe-

riod; and 
(3) in subparagraph (B)— 
(A) by striking ‘‘a physician, or such other 

individual’’ and inserting ‘‘(i) A physician, or 
such other individual’’; 

(B) by inserting ‘‘(I)’’ before ‘‘meets appli-
cable standards’’; 

(C) by inserting ‘‘(II)’’ before ‘‘is recog-
nized’’; 

(D) by inserting ‘‘, or by a program de-
scribed in clause (ii),’’ after ‘‘recognized by 
an organization that represents individuals 
(including individuals under this title) with 
diabetes’’; and 

(E) by adding at the end the following new 
clause: 

‘‘(ii) Notwithstanding any reference to ‘a 
national accreditation body’ in section 
1865(b), for purposes of clause (i), a program 
described in this clause is a program oper-
ated by a State for the purposes of accred-
iting diabetes self-management training pro-
grams, if the Secretary determines that such 
State program has established quality stand-
ards that meet or exceed the standards es-
tablished by the Secretary under clause (i) or 
the standards originally established by the 
National Diabetes Advisory Board and subse-
quently revised as described in clause (i).’’. 
SEC. 244. ELIMINATION OF REDUCTION IN PAY-

MENT AMOUNTS FOR DURABLE 
MEDICAL EQUIPMENT AND OXYGEN 
AND OXYGEN EQUIPMENT. 

(a) UPDATE FOR COVERED ITEMS.—Section 
1834(a)(14)(C) (42 U.S.C. 1395m(a)(14)(C)) is 
amended by striking ‘‘through 2002’’ and in-
serting ‘‘through 2000’’. 

(b) ORTHOTICS AND PROSTHETICS.—Section 
1834(h)(4)(A)(v) (42 U.S.C. 1395m(h)(4)(A)(v)) is 
amended by striking ‘‘through 2002’’ and in-
serting ‘‘through 2000’’. 

(c) PARENTERAL AND ENTERAL NUTRIENTS, 
SUPPLIES, AND EQUIPMENT.—Section 4551(b) 
of BBA (42 U.S.C. 1395m note) is amended by 
striking ‘‘through 2002’’ and inserting 
‘‘through 2000’’. 

(d) OXYGEN AND OXYGEN EQUIPMENT.—Sec-
tion 1834(a)(9)(B) (42 U.S.C. 1395m(a)(9)(B)) is 
amended— 

(1) in clause (v), by striking ‘‘and’’ at the 
end; 
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(2) in clause (vi)— 
(A) by striking ‘‘each subsequent year’’ 

and inserting ‘‘2000’’; and 
(B) by striking the period at the end and 

inserting ‘‘; and’’; and 
(3) by adding at the end the following new 

clause: 
‘‘(vii) for 2001 and each subsequent year, 

the amount determined under this subpara-
graph for the preceding year increased by the 
covered item update for such subsequent 
year.’’. 

(e) CONFORMING AMENDMENT.—Section 228 
of BBRA (113 Stat. 1501A–356) is repealed. 
SEC. 245. STANDARDS REGARDING PAYMENT FOR 

CERTAIN ORTHOTICS AND PROS-
THETICS. 

(a) STANDARDS.— 
(1) IN GENERAL.—Section 1834(h)(1) (42 

U.S.C. 1395m(h)(1)) is amended by adding at 
the end the following: 

‘‘(F) ESTABLISHMENT OF STANDARDS FOR 
CERTAIN ITEMS.— 

‘‘(i) IN GENERAL.—No payment shall be 
made for an applicable item unless such item 
is provided by a qualified practitioner or a 
qualified supplier under the system estab-
lished by the Secretary under clause (iii). 
For purposes of the preceding sentence, if a 
qualified practitioner or a qualified supplier 
contracts with an entity to provide an appli-
cable item, then no payment shall be made 
for such item unless the entity is also a 
qualified supplier. 

‘‘(ii) DEFINITIONS.—In this subparagraph— 
‘‘(I) APPLICABLE ITEM.—The term ‘applica-

ble item’ means orthotics and prosthetics 
that require education, training, and experi-
ence to custom fabricate such item. Such 
term does not include shoes and shoe inserts. 

‘‘(II) QUALIFIED PRACTITIONER.—The term 
‘qualified practitioner’ means a physician or 
health professional who meets any of the fol-
lowing requirements: 

‘‘(aa) The physician or health professional 
is specifically trained and educated to pro-
vide or manage the provision of custom-de-
signed, fabricated, modified, and fitted 
orthotics and prosthetics, and is either cer-
tified by the American Board for Certifi-
cation in Orthotics and Prosthetics, Inc., 
certified by the Board for Orthotist/Pros-
thetist Certification, or credentialed and ap-
proved by a program that the Secretary de-
termines, in consultation with appropriate 
experts in orthotics and prosthetics, has 
training and education standards that are 
necessary to provide applicable items. 

‘‘(bb) The physician or health professional 
is licensed in orthotics or prosthetics by the 
State in which the applicable item is sup-
plied, but only if the Secretary determines 
that the mechanisms used by the State to 
provide such licensure meet standards deter-
mined appropriate by the Secretary. 

‘‘(cc) The physician or health professional 
has completed at least 10 years practice in 
the provision of applicable items. A physi-
cian or health professional may not qualify 
as a qualified practitioner under the pre-
ceding sentence with respect to an applicable 
item if the item was provided on or after 
January 1, 2005. 

‘‘(III) QUALIFIED SUPPLIER.—The term 
‘qualified supplier’ means any entity that 
is— 

‘‘(aa) accredited by the American Board for 
Certification in Orthotics and Prosthetics, 
Inc. or the Board for Orthotist/Prosthetist 
Certification; or 

‘‘(bb) accredited and approved by a pro-
gram that the Secretary determines has ac-
creditation and approval standards that are 
essentially equivalent to those of such 
Board. 

‘‘(iii) SYSTEM.—The Secretary, in consulta-
tion with appropriate experts in orthotics 
and prosthetics, shall establish a system 
under which the Secretary shall— 

‘‘(I) determine which items are applicable 
items and formulate a list of such items; 

‘‘(II) review the applicable items billed 
under the coding system established under 
this title; and 

‘‘(III) limit payment for applicable items 
pursuant to clause (i).’’. 

(2) EFFECTIVE DATE.—The amendment 
made by paragraph (1) shall apply to items 
provided on or after January 1, 2003. 

(b) REVISION OF DEFINITION OF ORTHOTICS.— 
(1) IN GENERAL.—Section 1861(s)(9) (42 

U.S.C. 1395x(s)(9)) is amended by inserting 
‘‘(including such braces that are used in con-
junction with, or as components of, other 
medical or non-medical equipment when pro-
vided by a qualified practitioner (as defined 
in subclause (II) of section 1834(h)(1)(F))) or a 
qualified supplier (as defined in subclause 
(III) of such section)’’ after ‘‘braces’’. 

(2) EFFECTIVE DATE.—The amendment 
made by paragraph (1) shall apply to items 
provided on or after January 1, 2003. 
SEC. 246. NATIONAL LIMITATION AMOUNT EQUAL 

TO 100 PERCENT OF NATIONAL ME-
DIAN FOR NEW PAP SMEAR TECH-
NOLOGIES AND OTHER NEW CLIN-
ICAL LABORATORY TEST TECH-
NOLOGIES. 

Section 1833(h)(4)(B)(viii) (42 U.S.C. 
1395l(h)(4)(B)(viii)) is amended by inserting 
before the period at the end the following: 
‘‘(or 100 percent of such median in the case of 
a clinical diagnostic laboratory test per-
formed on or after January 1, 2001, that the 
Secretary determines is a new test for which 
no limitation amount has previously been es-
tablished under this subparagraph)’’. 
SEC. 247. INCREASED MEDICARE PAYMENTS FOR 

CERTIFIED NURSE-MIDWIFE SERV-
ICES. 

(a) AMOUNT OF PAYMENT.—Section 
1833(a)(1)(K) (42 U.S.C. 1395l(a)(1)(K)) is 
amended by striking ‘‘65 percent of the pre-
vailing charge that would be allowed for the 
same service performed by a physician, or, 
for services furnished on or after January 1, 
1992, 65 percent’’ and inserting ‘‘85 percent’’. 

(b) EFFECTIVE DATE.—The amendment 
made by subsection (a) shall apply to serv-
ices furnished on or after January 1, 2001. 
SEC. 248. PAYMENT FOR ADMINISTRATION OF 

DRUGS. 
(a) REVIEW OF CHEMOTHERAPY ADMINISTRA-

TION PRACTICE EXPENSES RVUS.—The Sec-
retary of Health and Human Services shall 
review the resource-based practice expense 
component of relative value units under the 
physician fee schedule under section 1848 of 
the Social Security Act (42 U.S.C. 1395w–4) 
for chemotherapy administration services to 
determine if such units should be increased. 

(b) MORE ACCURATE CHEMOTHERAPY DRUG 
PAYMENTS TIED TO INCREASES IN CHEMO-
THERAPY ADMINISTRATION PAYMENTS.—If the 
Secretary of Health and Human Services de-
termines, as a result of the review under sub-
section (a), that the resource-based practice 
expense relative value units for chemo-
therapy administration services should be 
increased, the Secretary— 

(1) may implement such increases for such 
services, but only if the Secretary simulta-
neously implements more accurate average 
wholesale prices for chemotherapy drugs 
(but in no case shall such simultaneous im-
plementation occur prior to January 1, 2002); 
and 

(2) if the Secretary implements such in-
creases for such services, shall do so without 
taking into account the requirement under 

the physician fee schedule under section 
1848(c)(2)(B)(ii)(II) of the Social Security Act 
(42 U.S.C. 1395w–4(c)(2)(B)(ii)(II)). 

(c) BLOOD CLOTTING DRUG-RELATED ACTIVI-
TIES.— 

(1) COVERAGE.—Section 1861(s)(2)(I) (42 
U.S.C. 1395x(s)(2)(I)) is amended— 

(A) by striking ‘‘and’’ after ‘‘supervision,’’; 
and 

(B) by inserting the following before the 
semicolon: ‘‘, and the costs (pursuant to sec-
tion 1834(n)) incurred by suppliers of such 
factors’’. 

(2) PAYMENTS.—Section 1834 (42 U.S.C. 
1395m), as amended by section 233(b), is 
amended by adding at the end the following 
new subsection: 

‘‘(n) PAYMENT FOR BLOOD CLOTTING DRUG- 
RELATED ACTIVITIES.— 

‘‘(1) IN GENERAL.—The Secretary shall 
make payments in accordance with para-
graph (2) to suppliers of blood clotting fac-
tors (as described in section 1861(s)(2)(I)) to 
cover the costs (such as shipping, storage, in-
ventory control, or other costs specified by 
the Secretary) incurred by such suppliers in 
furnishing such factors to individuals en-
rolled under this part. 

‘‘(2) PAYMENT AMOUNT.—The amount of 
payment for furnishing such blood clotting 
factors (as so described) shall be an amount 
equal to 80 percent of the lesser of— 

‘‘(A) the actual charge for the furnishing of 
such factors; or 

‘‘(B) an amount equal to 10 cents (or such 
other amount determined appropriate by the 
Secretary) per unit of such factor fur-
nished.’’. 

(3) EFFECTIVE DATE.—The amendments 
made by this subsection shall apply to blood 
clotting factors (as described in section 
1861(s)(2)(I) of the Social Security Act (42 
U.S.C. 1395x(s)(2)(I))) furnished on or after 
the date that the Secretary of Health and 
Human Services implements more accurate 
average wholesale prices for such factors. 
SEC. 249. MEDPAC STUDY ON IN-HOME INFUSION 

THERAPY NURSING SERVICES. 
(a) STUDY.—The Medicare Payment Advi-

sory Commission established under section 
1805 of the Social Security Act (42 U.S.C. 
1395b–6) (in this section referred to as 
‘‘MedPAC’’) shall conduct a study on the 
provision of in-home infusion therapy nurs-
ing services, including a review of any docu-
mentation of clinical efficacy for those serv-
ices and any costs associated with providing 
those services. 

(b) REPORT.—Not later than 18 months 
after the date of enactment of this Act, 
MedPAC shall submit a report to the Sec-
retary of Health and Human Services and 
Congress on the study and review conducted 
under subsection (a) together with rec-
ommendations regarding the establishment 
of a payment methodology for in-home infu-
sion therapy nursing services that ensures 
the continuing access of beneficiaries under 
the medicare program under title XVIII of 
the Social Security Act (42 U.S.C. 1395 et 
seq.) to those services. 

TITLE III—PROVISIONS RELATING TO 
PARTS A AND B 

Subtitle A—Home Health Services 
SEC. 301. ELIMINATION OF 15 PERCENT REDUC-

TION IN PAYMENT RATES UNDER 
THE PROSPECTIVE PAYMENT SYS-
TEM FOR HOME HEALTH SERVICES. 

(a) IN GENERAL.—Section 1895(b)(3)(A) (42 
U.S.C. 1395fff(b)(3)(A)) is amended to read as 
follows: 

‘‘(A) INITIAL BASIS.—Under such system the 
Secretary shall provide for computation of a 
standard prospective payment amount (or 
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amounts). Such amount (or amounts) shall 
initially be based on the most current au-
dited cost report data available to the Sec-
retary and shall be computed in a manner so 
that the total amounts payable under the 
system for the 12-month period beginning on 
the date the Secretary implements the sys-
tem shall be equal to the total amount that 
would have been made if the system had not 
been in effect and if section 1861(v)(1)(L)(ix) 
had not been enacted. Each such amount 
shall be standardized in a manner that elimi-
nates the effect of variations in relative case 
mix and area wage adjustments among dif-
ferent home health agencies in a budget neu-
tral manner consistent with the case mix 
and wage level adjustments provided under 
paragraph (4)(A). Under the system, the Sec-
retary may recognize regional differences or 
differences based upon whether or not the 
services or agency are in an urbanized 
area.’’. 

(b) EFFECTIVE DATE.—The amendment 
made by subsection (a) shall take effect as if 
included in the enactment of BBRA. 
SEC. 302. EXCLUSION OF CERTAIN NONROUTINE 

MEDICAL SUPPLIES UNDER THE PPS 
FOR HOME HEALTH SERVICES. 

(a) EXCLUSION.— 
(1) IN GENERAL.—Section 1895 (42 U.S.C. 

1395fff) is amended by adding at the end the 
following new subsection: 

‘‘(e) EXCLUSION OF NONROUTINE MEDICAL 
SUPPLIES.— 

‘‘(1) IN GENERAL.—Notwithstanding the pre-
ceding provisions of this section, in the case 
of all nonroutine medical supplies (as defined 
by the Secretary) furnished by a home 
health agency during a year (beginning with 
2001) for which payment is otherwise made 
on the basis of the prospective payment 
amount under this section, payment under 
this section shall be based instead on the 
lesser of— 

‘‘(A) the actual charge for the nonroutine 
medical supply; or 

‘‘(B) the amount determined under the fee 
schedule established by the Secretary for 
purposes of making payment for such items 
under part B for nonroutine medical supplies 
furnished during that year. 

‘‘(2) BUDGET NEUTRALITY ADJUSTMENT.—The 
Secretary shall provide for an appropriate 
proportional reduction in payments under 
this section so that beginning with fiscal 
year 2001, the aggregate amount of such re-
ductions is equal to the aggregate increase 
in payments attributable to the exclusion ef-
fected under paragraph (1).’’. 

(2) CONFORMING AMENDMENT.—Section 
1895(b)(1) of the Social Security Act (42 
U.S.C. 1395fff(b)(1)) is amended by striking 
‘‘The Secretary’’ and inserting ‘‘Subject to 
subsection (e), the Secretary’’. 

(3) EFFECTIVE DATE.—The amendments 
made by this subsection shall apply to sup-
plies furnished on or after January 1, 2001. 

(b) EXCLUSION FROM CONSOLIDATED BILL-
ING.— 

(1) IN GENERAL.—For items provided during 
the applicable period, the Secretary of 
Health and Human Services shall administer 
the medicare program under title XVIII of 
the Social Security Act (42 U.S.C. 1395 et 
seq.) as if— 

(A) section 1842(b)(6)(F) of such Act (42 
U.S.C. 1395u(b)(6)(F)) was amended by strik-
ing ‘‘(including medical supplies described in 
section 1861(m)(5), but excluding durable 
medical equipment to the extent provided 
for in such section)’’ and inserting ‘‘(exclud-
ing medical supplies and durable medical 
equipment described in section 1861(m)(5))’’; 
and 

(B) section 1862(a)(21) of such Act (42 U.S.C. 
1395y(a)(21)) was amended by striking ‘‘(in-
cluding medical supplies described in section 
1861(m)(5), but excluding durable medical 
equipment to the extent provided for in such 
section)’’ and inserting ‘‘(excluding medical 
supplies and durable medical equipment de-
scribed in section 1861(m)(5))’’. 

(2) APPLICABLE PERIOD DEFINED.—For pur-
poses of paragraph (1), the term ‘‘applicable 
period’’ means the period beginning on Janu-
ary 1, 2001, and ending on the later of— 

(A) the date that is 18 months after the 
date of enactment of this Act; or 

(B) the date determined appropriate by the 
Secretary of Health and Human Services. 

(c) STUDY ON EXCLUSION OF CERTAIN NON-
ROUTINE MEDICAL SUPPLIES UNDER THE PPS 
FOR HOME HEALTH SERVICES.— 

(1) STUDY.—The Secretary of Health and 
Human Services (in this subsection referred 
to as the ‘‘Secretary’’) shall conduct a study 
to identify any nonroutine medical supply 
that may be appropriately and cost-effec-
tively excluded from the prospective pay-
ment system for home health services under 
section 1895 of the Social Security Act (42 
U.S.C. 1395fff). Specifically, the Secretary 
shall consider whether wound care and 
ostomy supplies should be excluded from 
such prospective payment system. 

(2) REPORT.—Not later than 18 months 
after the date of enactment of this Act, the 
Secretary shall submit to the committees of 
jurisdiction of the House of Representatives 
and the Senate a report on the study con-
ducted under paragraph (1), including a list 
of any nonroutine medical supplies that 
should be excluded from the prospective pay-
ment system for home health services under 
section 1895 of the Social Security Act (42 
U.S.C. 1395fff). 

(d) EXCLUSION OF OTHER NONROUTINE MED-
ICAL SUPPLIES.—Upon submission of the re-
port under subsection (c)(2), the Secretary 
shall (if necessary) revise the definition of 
nonroutine medical supply, as defined for 
purposes of section 1895(e) (as added by sub-
section (a)), based on the list of nonroutine 
medical supplies included in such report. 
SEC. 303. PERMITTING HOME HEALTH PATIENTS 

WITH ALZHEIMER’S DISEASE OR A 
RELATED DEMENTIA TO ATTEND 
ADULT DAY-CARE. 

(a) IN GENERAL.—Sections 1814(a) and 
1835(a) of the Social Security Act (42 U.S.C. 
1395f(a); 1395n(a)) are each amended in the 
last sentence by inserting ‘‘(including regu-
larly participating, for the purpose of thera-
peutic treatment for Alzheimer’s disease or a 
related dementia, in an adult day-care pro-
gram that is licensed, certified, or accredited 
by a State to furnish adult day-care services 
in the State)’’ before the period. 

(b) EFFECTIVE DATE.—The amendments 
made by subsection (a) shall apply to items 
and services provided on or after October 1, 
2001. 
SEC. 304. STANDARDS FOR HOME HEALTH 

BRANCH OFFICES. 
(a) IN GENERAL.—Section 1861(o) (42 U.S.C. 

1395x(o)) is amended by adding at the end the 
following new sentences: ‘‘For purposes of 
this subsection, a home health agency may 
provide services through a single site or 
through a branch office. For purposes of the 
preceding sentence, the term ‘branch office’ 
means a service site for home health services 
that is controlled and supervised by a home 
health agency.’’. 

(b) ESTABLISHMENT OF STANDARDS.— 
(1) IN GENERAL.—The Secretary of Health 

and Human Services (in this subsection re-
ferred to as the ‘‘Secretary’’) shall establish, 

using a negotiated rulemaking process under 
subchapter III of chapter 5 of title 5, United 
States Code, standards for the operation of a 
branch office (as defined in the last sentence 
of section 1861(o) of the Social Security Act 
(42 U.S.C. 1395x(o)), as added by subsection 
(a)). 

(2) REQUIREMENTS.—In establishing stand-
ards under paragraph (1), the Secretary 
shall— 

(A) provide for the special treatment of 
any home health agency or branch office— 

(i) that is located in a frontier area; or 
(ii) with any other special circumstance 

that the Secretary determines is appro-
priate; and 

(B) allow the use of technology used by the 
home health agency to supervise the branch 
office. 

(3) CONSULTATION.—The Secretary shall es-
tablish the regulations under this subsection 
in consultation with representatives of the 
home health industry. 
SEC. 305. TREATMENT OF HOME HEALTH SERV-

ICES PROVIDED IN CERTAIN COUN-
TIES. 

(a) IN GENERAL.—Notwithstanding any 
other provision of law, effective for home 
health services provided under the prospec-
tive payment system under section 1895 of 
the Social Security Act (42 U.S.C. 1395fff) 
during fiscal year 2001 in an applicable coun-
ty, the geographic adjustment factors appli-
cable in such year to hospitals physically lo-
cated in such county under section 1886(d) of 
such Act (42 U.S.C. 1395ww(d)) (including the 
factors applicable to such hospitals by rea-
son of any reclassification or deemed reclas-
sification) shall be deemed to apply to such 
services instead of the area wage adjustment 
factors that would otherwise be applicable to 
such services under section 1895(b)(4)(C) of 
such Act (42 U.S.C. 1395fff(b)(4)(C)). 

(b) APPLICABLE COUNTY DEFINED.—For pur-
poses of subsection (a), the term ‘‘applicable 
county’’ means any of the following coun-
ties: 

(1) Duchess County, New York. 
(2) Orange County, New York. 
(3) Clinton County, New York. 
(4) Ulster County, New York. 
(5) Otsego County, New York. 
(6) Cayuga County, New York. 
(7) St. Jefferson County, New York. 

Subtitle B—Direct Graduate Medical 
Education 

SEC. 311. NOT COUNTING CERTAIN GERIATRIC 
RESIDENTS AGAINST GRADUATE 
MEDICAL EDUCATION LIMITATIONS. 

For cost reporting periods beginning on or 
after October 1, 2000, and before October 1, 
2005, in applying the limitations regarding 
the total number of full-time equivalent in-
terns and residents in the field of allopathic 
or osteopathic medicine under subsections 
(d)(5)(B)(v) and (h)(4)(F) of section 1886 of the 
Social Security Act (42 U.S.C. 1395ww) for a 
hospital, the Secretary of Health and Human 
Services shall not take into account a max-
imum of 3 interns or residents in the field of 
geriatric medicine to the extent the hospital 
increases the number of geriatric interns or 
residents above the number of such interns 
or residents for the hospital’s most recent 
cost reporting period ending before October 
1, 2000. 
SEC. 312. PROGRAM OF PAYMENTS TO CHIL-

DREN’S HOSPITALS THAT OPERATE 
GRADUATE MEDICAL EDUCATION 
PROGRAMS. 

Part A of title XI (42 U.S.C. 1301 et seq.) is 
amended by adding after section 1150 the fol-
lowing new section: 
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‘‘PROGRAM OF PAYMENTS TO CHILDREN’S HOS-

PITALS THAT OPERATE GRADUATE MEDICAL 
EDUCATION PROGRAMS 
‘‘SEC. 1150A. (a) PAYMENTS.—The Secretary 

shall make 2 payments under this section to 
each children’s hospital for each of fiscal 
years 2002 through 2005, 1 for the direct ex-
penses and the other for the indirect ex-
penses associated with operating approved 
graduate medical residency training pro-
grams. 

‘‘(b) AMOUNT OF PAYMENTS.— 
‘‘(1) IN GENERAL.—Subject to paragraph (2), 

the amounts payable under this section to a 
children’s hospital for an approved graduate 
medical residency training program for a fis-
cal year are each of the following amounts: 

‘‘(A) DIRECT EXPENSE AMOUNT.—The 
amount determined under subsection (c) for 
direct expenses associated with operating ap-
proved graduate medical residency training 
programs. 

‘‘(B) INDIRECT EXPENSE AMOUNT.—The 
amount determined under subsection (d) for 
indirect expenses associated with the treat-
ment of more severely ill patients and the 
additional costs relating to teaching resi-
dents in such programs. 

‘‘(2) CAPPED AMOUNT.— 
‘‘(A) IN GENERAL.—The total of the pay-

ments made to children’s hospitals under 
subparagraph (A) or (B) of paragraph (1) in a 
fiscal year shall not exceed the funds appro-
priated under paragraph (1) or (2), respec-
tively, of subsection (f) for such payments 
for that fiscal year. 

‘‘(B) PRO RATA REDUCTIONS OF PAYMENTS 
FOR DIRECT EXPENSES.—If the Secretary de-
termines that the amount of funds appro-
priated under subsection (f)(1) for a fiscal 
year is insufficient to provide the total 
amount of payments otherwise due for such 
periods under paragraph (1)(A), the Secretary 
shall reduce the amounts so payable on a pro 
rata basis to reflect such shortfall. 

‘‘(c) AMOUNT OF PAYMENT FOR DIRECT 
GRADUATE MEDICAL EDUCATION.— 

‘‘(1) IN GENERAL.—The amount determined 
under this subsection for payments to a chil-
dren’s hospital for direct graduate expenses 
relating to approved graduate medical resi-
dency training programs for a fiscal year is 
equal to the product of— 

‘‘(A) the updated per resident amount for 
direct graduate medical education, as deter-
mined under paragraph (2); and 

‘‘(B) the average number of full-time 
equivalent residents in the hospital’s grad-
uate approved medical residency training 
programs (as determined under section 
1886(h)(4)) during the fiscal year. 

‘‘(2) UPDATED PER RESIDENT AMOUNT FOR DI-
RECT GRADUATE MEDICAL EDUCATION.—The up-
dated per resident amount for direct grad-
uate medical education for a hospital for a 
fiscal year is an amount determined as fol-
lows: 

‘‘(A) DETERMINATION OF HOSPITAL SINGLE 
PER RESIDENT AMOUNT.—The Secretary shall 
compute for each hospital operating an ap-
proved graduate medical education program 
(regardless of whether or not it is a chil-
dren’s hospital) a single per resident amount 
equal to the average (weighted by number of 
full-time equivalent residents) of the pri-
mary care per resident amount and the non- 
primary care per resident amount computed 
under section 1886(h)(2) for cost reporting pe-
riods ending during fiscal year 1997. 

‘‘(B) DETERMINATION OF WAGE AND NON- 
WAGE-RELATED PROPORTION OF THE SINGLE 
PER RESIDENT AMOUNT.—The Secretary shall 
estimate the average proportion of the single 
per resident amounts computed under sub-

paragraph (A) that is attributable to wages 
and wage-related costs. 

‘‘(C) STANDARDIZING PER RESIDENT 
AMOUNTS.—The Secretary shall establish a 
standardized per resident amount for each 
such hospital— 

‘‘(i) by dividing the single per resident 
amount computed under subparagraph (A) 
into a wage-related portion and a non-wage- 
related portion by applying the proportion 
determined under subparagraph (B); 

‘‘(ii) by dividing the wage-related portion 
by the factor applied under section 
1886(d)(3)(E) for discharges occurring during 
fiscal year 1999 for the hospital’s area; and 

‘‘(iii) by adding the non-wage-related por-
tion to the amount computed under clause 
(ii). 

‘‘(D) DETERMINATION OF NATIONAL AVER-
AGE.—The Secretary shall compute a na-
tional average per resident amount equal to 
the average of the standardized per resident 
amounts computed under subparagraph (C) 
for such hospitals, with the amount for each 
hospital weighted by the average number of 
full-time equivalent residents at such hos-
pital. 

‘‘(E) APPLICATION TO INDIVIDUAL HOS-
PITALS.—The Secretary shall compute for 
each such hospital that is a children’s hos-
pital a per resident amount— 

‘‘(i) by dividing the national average per 
resident amount computed under subpara-
graph (D) into a wage-related portion and a 
non-wage-related portion by applying the 
proportion determined under subparagraph 
(B); 

‘‘(ii) by multiplying the wage-related por-
tion by the factor described in subparagraph 
(C)(ii) for the hospital’s area; and 

‘‘(iii) by adding the non-wage-related por-
tion to the amount computed under clause 
(ii). 

‘‘(F) UPDATING RATE.—The Secretary shall 
update such per resident amount for each 
such children’s hospital by the estimated 
percentage increase in the Consumer Price 
Index for all urban consumers (U.S. city av-
erage) during the period beginning October 
1997, and ending with the midpoint of the 
Federal fiscal year for which payments are 
made. 

‘‘(d) AMOUNT OF PAYMENT FOR INDIRECT 
MEDICAL EDUCATION.— 

‘‘(1) IN GENERAL.—The amount determined 
under this subsection for payments to a chil-
dren’s hospital for indirect expenses associ-
ated with the treatment of more severely ill 
patients and the additional costs related to 
the teaching of residents for a fiscal year is 
equal to an amount determined appropriate 
by the Secretary. 

‘‘(2) FACTORS.—In determining the amount 
under paragraph (1), the Secretary shall— 

‘‘(A) take into account variations in case 
mix and regional wage levels among chil-
dren’s hospitals and the number of full-time 
equivalent residents in the hospitals’ ap-
proved graduate medical residency training 
programs; and 

‘‘(B) assure that the aggregate of the pay-
ments for indirect expenses associated with 
the treatment of more severely ill patients 
and the additional costs related to the teach-
ing of residents under this section in a fiscal 
year are equal to the amount appropriated 
for such expenses for the fiscal year involved 
under subsection (f)(2). 

‘‘(e) MAKING OF PAYMENTS.— 
‘‘(1) INTERIM PAYMENTS.—The Secretary 

shall determine, before the beginning of each 
fiscal year involved for which payments may 
be made for a hospital under this section, the 
amounts of the payments for direct graduate 

medical education and indirect medical edu-
cation for such fiscal year and shall (subject 
to paragraph (2)) make the payments of such 
amounts in 26 equal interim installments 
during such period. Such interim payments 
to each individual hospital shall be based on 
the number of residents reported in the hos-
pital’s most recently filed medicare cost re-
port prior to the application date for the 
Federal fiscal year for which the interim 
payment amounts are established. 

‘‘(2) WITHHOLDING.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), the Secretary shall withhold 25 percent 
from each interim installment for direct and 
indirect graduate medical education paid 
under paragraph (1). 

‘‘(B) REDUCTION OF WITHHOLDING.—The Sec-
retary shall reduce the percent withheld 
from each installment pursuant to subpara-
graph (A) if the Secretary determines that 
such reduced percent will provide the Sec-
retary with a reasonable level of assurance 
that most hospitals will not be overpaid on 
an interim basis. 

‘‘(3) RECONCILIATION.—Prior to the end of 
each fiscal year, the Secretary shall deter-
mine any changes to the number of residents 
reported by a hospital and shall use that 
number of residents to determine the final 
amount payable to the hospital for the cur-
rent fiscal year for both direct expense and 
indirect expense amounts. Based on such de-
termination, the Secretary shall recoup any 
overpayments made or pay any balance due 
to the extent possible. In the event that a 
hospital’s interim payments were greater 
than the final amount to which it is entitled, 
the Secretary shall have the option of re-
couping that excess amount in determining 
the amount to be paid in the subsequent year 
to that hospital. The final amount so deter-
mined shall be considered a final inter-
mediary determination for purposes of ap-
plying section 1878 and shall be subject to re-
view under that section in the same manner 
as the amount of payment under section 
1886(d) is subject to review under such sec-
tion. 

‘‘(f) AUTHORIZATION OF APPROPRIATIONS.— 
‘‘(1) DIRECT GRADUATE MEDICAL EDU-

CATION.— 
‘‘(A) IN GENERAL.—There are appropriated, 

out of any money in the Treasury not other-
wise appropriated, for payments under sub-
section (b)(1)(A) for each of fiscal years 2002 
through 2005, $95,000,000. 

‘‘(B) CARRYOVER OF EXCESS.—The amounts 
appropriated under subparagraph (A) for 
each fiscal year shall remain available for 
obligation through the end of the subsequent 
fiscal year. 

‘‘(2) INDIRECT MEDICAL EDUCATION.—There 
are appropriated, out of any money in the 
Treasury not otherwise appropriated, for 
payments under subsection (b)(1)(A) for each 
of fiscal years 2002 through 2005, $190,000,000. 

‘‘(g) DEFINITIONS.—In this section: 
‘‘(1) APPROVED GRADUATE MEDICAL RESI-

DENCY TRAINING PROGRAM.—The term ‘ap-
proved graduate medical residency training 
program’ has the meaning given the term 
‘approved medical residency training pro-
gram’ in section 1886(h)(5)(A). 

‘‘(2) CHILDREN’S HOSPITAL.—The term ‘chil-
dren’s hospital’ means a hospital with a 
medicare payment agreement and which is 
excluded from the medicare inpatient pro-
spective payment system pursuant to section 
1886(d)(1)(B)(iii) and its accompanying regu-
lations. 

‘‘(3) DIRECT GRADUATE MEDICAL EDUCATION 
COSTS.—The term ‘direct graduate medical 
education costs’ has the meaning given such 
term in section 1886(h)(5)(C).’’. 
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SEC. 313. AUTHORITY TO INCLUDE COSTS OF 

TRAINING OF CLINICAL PSYCHOLO-
GISTS IN PAYMENTS TO HOSPITALS. 

Effective for cost reporting periods begin-
ning on or after October 1, 1999, for purposes 
of payments to hospitals under the medicare 
program under title XVIII of the Social Se-
curity Act (42 U.S.C. 1395 et seq.) for costs of 
approved educational activities (as defined 
in section 413.85 of title 42 of the Code of Fed-
eral Regulations), such approved educational 
activities shall include the clinical portion 
of professional educational training pro-
grams, recognized by the Secretary, for clin-
ical psychologists. 
SEC. 314. TREATMENT OF CERTAIN NEWLY ES-

TABLISHED RESIDENCY PROGRAMS 
IN COMPUTING MEDICARE PAY-
MENTS FOR THE COSTS OF MEDICAL 
EDUCATION. 

(a) IN GENERAL.—Section 1886(h)(4)(H) (42 
U.S.C. 1395ww(h)(4)(H)) is amended by adding 
at the end the following new clause: 

‘‘(v) TREATMENT OF CERTAIN NEWLY ESTAB-
LISHED PROGRAMS.—Any hospital that has re-
ceived payments under this subsection for a 
cost reporting period ending before January 
1, 1995, and that operates an approved med-
ical residency training program established 
on or after August 5, 1997, shall be treated as 
meeting the requirements for an adjustment 
under the rules prescribed pursuant to clause 
(i) with respect to such program if— 

‘‘(I) such program received accreditation 
from the American Council of Graduate Med-
ical Education not later than August 5, 1998; 

‘‘(II) such program was in operation (with 
1 or more residents in training) as of Janu-
ary 1, 2000; 

‘‘(III) such hospital is located in an area 
that is contiguous to a rural area and serves 
individuals from such rural area; and 

‘‘(IV) such hospital serves a medical serv-
ice area with a population that is less than 
500,000.’’. 

(b) EFFECTIVE DATE.—The amendment 
made by subsection (a) shall take effect as if 
included in the enactment of section 4623 of 
BBA (111 Stat. 477). 

Subtitle C—Miscellaneous Provisions 
SEC. 321. WAIVER OF 24-MONTH WAITING PERIOD 

FOR MEDICARE COVERAGE OF INDI-
VIDUALS DISABLED WITH 
AMYOTROPHIC LATERAL SCLEROSIS 
(ALS). 

(a) IN GENERAL.—Section 226 (42 U.S.C. 426) 
is amended— 

(1) by redesignating subsection (h) as sub-
section (j) and by moving such subsection to 
the end of the section; and 

(2) by inserting after subsection (g) the fol-
lowing new subsection: 

‘‘(h) For purposes of applying this section 
in the case of an individual medically deter-
mined to have amyotrophic lateral sclerosis 
(ALS), the following special rules apply: 

‘‘(1) Subsection (b) shall be applied as if 
there were no requirement for any entitle-
ment to benefits, or status, for a period 
longer than 1 month. 

‘‘(2) The entitlement under such subsection 
shall begin with the first month (rather than 
twenty-fifth month) of entitlement or sta-
tus. 

‘‘(3) Subsection (f) shall not be applied.’’. 
(b) CONFORMING AMENDMENT.—Section 1837 

(42 U.S.C. 1395p) is amended by adding at the 
end the following new subsection: 

‘‘(j) In applying this section in the case of 
an individual who is entitled to benefits 
under part A pursuant to the operation of 
section 226(h), the following special rules 
apply: 

‘‘(1) The initial enrollment period under 
subsection (d) shall begin on the first day of 

the first month in which the individual satis-
fies the requirement of section 1836(1). 

‘‘(2) In applying subsection (g)(1), the ini-
tial enrollment period shall begin on the 
first day of the first month of entitlement to 
disability insurance benefits referred to in 
such subsection.’’. 

(c) EFFECTIVE DATE.—The amendments 
made by this section shall apply to benefits 
for months beginning after the date of enact-
ment of this Act. 
TITLE IV—RURAL PROVIDER PROVISIONS 

Subtitle A—Critical Access Hospitals 
SEC. 401. PAYMENTS TO CRITICAL ACCESS HOS-

PITALS FOR CLINICAL DIAGNOSTIC 
LABORATORY TESTS. 

(a) PAYMENT ON COST BASIS WITHOUT BENE-
FICIARY COST-SHARING.— 

(1) IN GENERAL.—Section 1833(a)(6) (42 
U.S.C. 1395l(a)(6)) is amended by inserting 
‘‘(including clinical diagnostic laboratory 
services furnished by a critical access hos-
pital)’’ after ‘‘outpatient critical access hos-
pital services’’. 

(2) NO BENEFICIARY COST-SHARING.— 
(A) IN GENERAL.—Section 1834(g) (42 U.S.C. 

1395m(g)) is amended by inserting ‘‘(except 
that in the case of clinical diagnostic labora-
tory services furnished by a critical access 
hospital the amount of payment shall be 
equal to 100 percent of the reasonable costs 
of the critical access hospital in providing 
such services)’’ before the period at the end. 

(B) BBRA AMENDMENT.—Section 1834(g) (42 
U.S.C. 1395m(g)), as amended by section 
403(d) of BBRA (113 Stat. 1501A–371), is 
amended— 

(i) in paragraph (1), by inserting ‘‘(except 
that in the case of clinical diagnostic labora-
tory services furnished by a critical access 
hospital the amount of payment shall be 
equal to 100 percent of the reasonable costs 
of the critical access hospital in providing 
such services)’’ after ‘‘such services’’; and 

(ii) in paragraph (2)(A), by inserting ‘‘(ex-
cept that in the case of clinical diagnostic 
laboratory services furnished by a critical 
access hospital the amount of payment shall 
be equal to 100 percent of the reasonable 
costs of the critical access hospital in pro-
viding such services)’’ before the period at 
the end. 

(b) CONFORMING AMENDMENTS.—Paragraphs 
(1)(D)(i) and (2)(D)(i) of section 1833(a) (42 
U.S.C. 1395l(a)(1)(D)(i); 1395l(a)(2)(D)(i)) are 
each amended by striking ‘‘or which are fur-
nished on an outpatient basis by a critical 
access hospital’’. 

(c) TECHNICAL AMENDMENT.—Section 
403(d)(2) of BBRA (113 Stat. 1501A–371) is 
amended by striking ‘‘subsection (a)’’ and in-
serting ‘‘paragraph (1)’’. 

(d) EFFECTIVE DATES.— 
(1) IN GENERAL.—Except as provided in 

paragraph (2), the amendments made by this 
section shall apply to services furnished on 
or after November 29, 1999. 

(2) BBRA AND TECHNICAL AMENDMENTS.— 
The amendments made by subsections 
(a)(2)(B) and (c) shall take effect as if in-
cluded in the enactment of section 403(d) of 
BBRA (113 Stat. 1501A–371). 
SEC. 402. REVISION OF PAYMENT FOR PROFES-

SIONAL SERVICES PROVIDED BY A 
CRITICAL ACCESS HOSPITAL. 

(a) IN GENERAL.—Section 1834(g)(2)(B) (42 
U.S.C. 1395m(g)(2)(B)), as amended by section 
403(d) of BBRA (113 Stat. 1501A–371), is 
amended by inserting ‘‘120 percent of’’ after 
‘‘hospital services,’’. 

(b) EFFECTIVE DATE.—The amendment 
made by subsection (a) shall take effect as if 
included in the enactment of section 403(d) of 
BBRA (113 Stat. 1501A–371). 

SEC. 403. PERMITTING CRITICAL ACCESS HOS-
PITALS TO OPERATE PPS EXEMPT 
DISTINCT PART PSYCHIATRIC AND 
REHABILITATION UNITS. 

(a) CRITERIA FOR DESIGNATION AS A CRIT-
ICAL ACCESS HOSPITAL.—Section 
1820(c)(2)(B)(iii) (42 U.S.C. 1395i–4(c)(2)(B)(iii)) 
is amended by inserting ‘‘excluding any psy-
chiatric or rehabilitation unit of the facility 
which is a distinct part of the facility,’’ be-
fore ‘‘provides not’’. 

(b) DEFINITION OF PPS EXEMPT DISTINCT 
PART PSYCHIATRIC AND REHABILITATION 
UNITS.—Section 1886(d)(1)(B) (42 U.S.C. 
1395ww(d)(1)(B)) is amended by inserting be-
fore the last sentence the following new sen-
tence: ‘‘In establishing such definition, the 
Secretary may not exclude from such defini-
tion a psychiatric or rehabilitation unit of a 
critical access hospital which is a distinct 
part of such hospital solely because such 
hospital is exempt from the prospective pay-
ment system under this section.’’. 

(c) EFFECTIVE DATE.—The amendments 
made by this section shall take effect on the 
date of enactment of this Act. 

Subtitle B—Medicare Dependent, Small Rural 
Hospital Program 

SEC. 411. MAKING THE MEDICARE DEPENDENT, 
SMALL RURAL HOSPITAL PROGRAM 
PERMANENT. 

(a) PAYMENT METHODOLOGY.—Section 
1886(d)(5)(G) (42 U.S.C. 1395ww(d)(5)(G)) is 
amended— 

(1) in clause (i), by striking ‘‘and before Oc-
tober 1, 2006,’’; and 

(2) in clause (ii)(II), by striking ‘‘and before 
October 1, 2006,’’. 

(b) CONFORMING AMENDMENTS.— 
(1) TARGET AMOUNT.—Section 1886(b)(3)(D) 

(42 U.S.C. 1395ww(b)(3)(D)) is amended— 
(A) in the matter preceding clause (i), by 

striking ‘‘and before October 1, 2006,’’; and 
(B) in clause (iv), by striking ‘‘through fis-

cal year 2005,’’ and inserting ‘‘or any subse-
quent fiscal year,’’. 

(2) PERMITTING HOSPITALS TO DECLINE RE-
CLASSIFICATION.—Section 13501(e)(2) of the 
Omnibus Budget Reconciliation Act of 1993 
(42 U.S.C. 1395ww note), as amended by sec-
tion 404(b)(2) of BBRA (113 Stat. 1501A–372), is 
amended by striking ‘‘or fiscal year 2000 
through fiscal year 2005’’ and inserting ‘‘fis-
cal year 2000, or any subsequent fiscal 
year,’’. 
SEC. 412. OPTION TO BASE ELIGIBILITY FOR 

MEDICARE DEPENDENT, SMALL 
RURAL HOSPITAL PROGRAM ON DIS-
CHARGES DURING ANY OF THE 3 
MOST RECENT AUDITED COST RE-
PORTING PERIODS. 

(a) IN GENERAL.—Section 
1886(d)(5)(G)(iv)(IV) (42 U.S.C. 
1395ww(d)(5)(G)(iv)(IV)) is amended by insert-
ing ‘‘, or any of the 3 most recent audited 
cost reporting periods,’’ after ‘‘1987’’. 

(b) EFFECTIVE DATE.—The amendment 
made by this section shall apply with respect 
to cost reporting periods beginning on or 
after the date of enactment of this Act. 

Subtitle C—Sole Community Hospitals 
SEC. 421. EXTENSION OF OPTION TO USE 

REBASED TARGET AMOUNTS TO ALL 
SOLE COMMUNITY HOSPITALS. 

(a) IN GENERAL.—Section 1886(b)(3)(I)(i) (42 
U.S.C. 1395ww(b)(3)(I)(i)) is amended— 

(1) in the matter preceding subclause (I)— 
(A) by striking ‘‘that for its cost reporting 

period beginning during 1999 is paid on the 
basis of the target amount applicable to the 
hospital under subparagraph (C) and that 
elects (in a form and manner determined by 
the Secretary) this subparagraph to apply to 
the hospital’’; and 
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(B) by striking ‘‘substituted for such tar-

get amount’’ and inserting ‘‘substituted, if 
such substitution results in a greater pay-
ment under this section for such hospital, for 
the amount otherwise determined under sub-
section (d)(5)(D)(i)’’; 

(2) in subclause (I), by striking ‘‘target 
amount otherwise applicable’’ and all that 
follows through ‘‘target amount’)’’ and in-
serting ‘‘the amount otherwise applicable to 
the hospital under subsection (d)(5)(D)(i) (re-
ferred to in this clause as the ‘subsection 
(d)(5)(D)(i) amount’)’’; and 

(3) in each of subclauses (II) and (III), by 
striking ‘‘subparagraph (C) target amount’’ 
and inserting ‘‘subsection (d)(5)(D)(i) 
amount’’. 

(b) EFFECTIVE DATE.—The amendments 
made by this section shall take effect as if 
included in the enactment of section 405 of 
BBRA (113 Stat. 1501A–372). 
SEC. 422. DEEMING A CERTAIN HOSPITAL AS A 

SOLE COMMUNITY HOSPITAL. 
Notwithstanding any other provision of 

law, for purposes of discharges occurring on 
or after October 1, 2000, the Greensville Me-
morial Hospital located in Emporia, Virginia 
shall be deemed to have satisfied the travel 
and time criteria under section 
1886(d)(5)(D)(iii)(II) of the Social Security 
Act (42 U.S.C. 1395ww(d)(5)(D)(iii)(II)) for 
classification as a sole community hospital. 
Subtitle D—Other Rural Hospital Provisions 

SEC. 431. EXEMPTION OF HOSPITAL SWING-BED 
PROGRAM FROM THE PPS FOR 
SKILLED NURSING FACILITIES. 

(a) EXEMPTION FOR MEDICARE SWING-BED 
HOSPITALS.— 

(1) IN GENERAL.—Section 1888(e)(7) (42 
U.S.C. 1395yy(e)(7)(A)) is amended— 

(A) in the heading, by striking ‘‘TRANSI-
TION’’ and inserting ‘‘EXEMPTION’’; 

(B) by striking subparagraph (A) and in-
serting the following new subparagraph: 

‘‘(A) IN GENERAL.—The prospective pay-
ment system under this subsection shall not 
apply to items and services provided by a fa-
cility described in subparagraph (B).’’; and 

(C) in subparagraph (B), by striking ‘‘, for 
which payment’’ and all that follows before 
the period. 

(2) EFFECTIVE DATE.—The amendments 
made by paragraph (1) shall take effect as if 
included in the enactment of section 4432 of 
BBA (111 Stat. 414). 

(b) CHANGE IN EFFECTIVE DATE OF BBRA 
AMENDMENTS.— 

(1) IN GENERAL.—Section 408(c) of BBRA 
(113 Stat. 1501A–375) is amended by striking 
‘‘the date that is’’ and all that follows and 
inserting ‘‘January 1, 2001.’’. 

(2) EFFECTIVE DATE.—The amendment 
made by paragraph (1) shall take effect as if 
included in the enactment of section 408 of 
BBRA (113 Stat. 1501A–375). 
SEC. 432. PERMANENT GUARANTEE OF PRE-BBA 

PAYMENT LEVELS FOR OUTPATIENT 
SERVICES FURNISHED BY RURAL 
HOSPITALS. 

(a) IN GENERAL.—Section 1833(t)(7)(D), as 
amended by section 203, is amended to read 
as follows: 

‘‘(D) HOLD HARMLESS PROVISIONS FOR SMALL 
RURAL AND CANCER HOSPITALS.—In the case of 
a hospital located in a rural area and that 
has not more than 100 beds or a hospital de-
scribed in section 1886(d)(1)(B)(v), for covered 
OPD services for which the PPS amount is 
less than the pre-BBA amount, the amount 
of payment under this subsection shall be in-
creased by the amount of such difference.’’. 

(b) EFFECTIVE DATE.—The amendment 
made by subsection (a) shall take effect as if 
included in the enactment of section 202 of 
BBRA (111 Stat. 1501A–342). 

SEC. 433. TREATMENT OF CERTAIN PHYSICIAN 
PATHOLOGY SERVICES. 

(a) IN GENERAL.—Section 1848(i) (42 U.S.C. 
1395w–4(i)) is amended by adding at the end 
the following new paragraph: 

‘‘(4) TREATMENT OF CERTAIN PHYSICIAN PA-
THOLOGY SERVICES.— 

‘‘(A) IN GENERAL.—Notwithstanding any 
other provision of law, when an independent 
laboratory furnishes the technical compo-
nent of a physician pathology service with 
respect to a fee-for-service medicare bene-
ficiary who is a patient of a grandfathered 
hospital, such component shall be treated as 
a service for which payment shall be made to 
the laboratory under this section and not 
as— 

‘‘(i) an inpatient hospital service for which 
payment is made to the hospital under sec-
tion 1886(d); or 

‘‘(ii) a hospital outpatient service for 
which payment is made to the hospital under 
the prospective payment system under sec-
tion 1834(t). 

‘‘(B) DEFINITIONS.—In this paragraph: 
‘‘(i) GRANDFATHERED HOSPITAL.—The term 

‘grandfathered hospital’ means a hospital 
that had an arrangement with an inde-
pendent laboratory— 

‘‘(I) that was in effect as of July 22, 1999; 
and 

‘‘(II) under which the laboratory furnished 
the technical component of physician pa-
thology services with respect to patients of 
the hospital and submitted a claim for pay-
ment for such component to a carrier with a 
contract under section 1842 (and not to the 
hospital). 

‘‘(ii) FEE-FOR-SERVICE MEDICARE BENE-
FICIARY.—The term ‘fee-for-service medicare 
beneficiary’ means an individual who is not 
enrolled— 

‘‘(I) in a Medicare+Choice plan under part 
C; 

‘‘(II) in a plan offered by an eligible organi-
zation under section 1876; 

‘‘(III) with a PACE provider under section 
1894; 

‘‘(IV) in a medicare managed care dem-
onstration project; or 

‘‘(V) in the case of a service furnished to an 
individual on an outpatient basis, in a health 
care prepayment plan under section 
1833(a)(1)(A).’’. 

(b) EFFECTIVE DATE.—The amendment 
made by this section shall apply to services 
furnished on or after January 1, 2001. 

Subtitle E—Other Rural Provisions 

SEC. 441. REVISION OF BONUS PAYMENTS FOR 
SERVICES FURNISHED IN HEALTH 
PROFESSIONAL SHORTAGE AREAS. 

(a) EXPANSION OF BONUS PAYMENTS TO IN-
CLUDE PHYSICIAN ASSISTANT AND NURSE 
PRACTITIONER SERVICES.—Section 1833(m) (42 
U.S.C. 1395l(m)) is amended— 

(1) by inserting ‘‘(or services furnished by a 
physician assistant or nurse practitioner 
that would be physicians’ services if fur-
nished by a physician)’’ after ‘‘physicians’ 
services’’; 

(2) by inserting ‘‘, physician assistant (in 
the case of a physician assistant described in 
subparagraph (C)(ii) of section 1842(b)(6)), or 
nurse practitioner’’ after ‘‘physician’’; and 

(3) by striking ‘‘clause (A) of section 
1842(b)(6)’’ and inserting ‘‘subparagraphs (A) 
and (C)(i) of such section’’. 

(b) ELIMINATION OF REQUIREMENT TO MAKE 
BONUS PAYMENTS ON MONTHLY OR QUARTERLY 
BASIS.—Section 1833(m) (42 U.S.C. 1395l(m)) is 
amended by striking ‘‘(on a monthly or quar-
terly basis)’’. 

(c) EFFECTIVE DATES.— 

(1) IN GENERAL.—The amendments made by 
subsection (a) shall apply to services fur-
nished on or after July 1, 2001. 

(2) MONTHLY OR QUARTERLY PAYMENTS.— 
The amendment made by subsection (b) shall 
apply to services furnished on or after the 
first day of the first calendar quarter begin-
ning at least 240 days after the date of enact-
ment of this Act. 
SEC. 442. PROVIDER-BASED RURAL HEALTH 

CLINIC CAP EXEMPTION. 

(a) IN GENERAL.—The matter in section 
1833(f) (42 U.S.C. 1395l(f)) preceding paragraph 
(1) is amended by striking ‘‘with less than 50 
beds’’ and inserting ‘‘with an average daily 
patient census that does not exceed 50’’. 

(b) EFFECTIVE DATE.—The amendment 
made by subparagraph (A) shall apply to 
services furnished on or after January 1, 2001. 
SEC. 443. PAYMENT FOR CERTAIN PHYSICIAN AS-

SISTANT SERVICES. 

(a) PAYMENT FOR CERTAIN PHYSICIAN AS-
SISTANT SERVICES.—Section 1842(b)(6)(C) (42 
U.S.C. 1395u(b)(6)(C)) is amended by striking 
‘‘for such services provided before January 1, 
2003,’’. 

(b) EFFECTIVE DATE.—The amendment 
made by subsection (a) shall take effect on 
the date of enactment of this Act. 
SEC. 444. BONUS PAYMENTS FOR RURAL HOME 

HEALTH AGENCIES IN 2001 AND 2002. 

(a) INCREASE IN PAYMENT RATES FOR RURAL 
AGENCIES IN 2001 AND 2002.—Section 1895(b) 
(42 U.S.C. 1395fff(b)) is amended by adding at 
the end the following new paragraph: 

‘‘(7) ADDITIONAL PAYMENT AMOUNT FOR 
SERVICES FURNISHED IN RURAL AREAS IN 2001 
AND 2002.—In the case of home health services 
furnished in a rural area (as defined in sec-
tion 1886(d)(2)(D)) during 2001 or 2002, the 
Secretary shall provide for an addition or ad-
justment to the payment amount otherwise 
made under this section for services fur-
nished in a rural area in an amount equal to 
10 percent of the amount otherwise deter-
mined under this subsection.’’. 

(b) WAIVING BUDGET NEUTRALITY.—Section 
1895(b)(3) (42 U.S.C. 1395fff(b)(3)) is amended 
by adding at the end the following new sub-
paragraph: 

‘‘(D) NO ADJUSTMENT FOR ADDITIONAL PAY-
MENTS FOR RURAL SERVICES.—The Secretary 
shall not reduce the standard prospective 
payment amount (or amounts) under this 
paragraph applicable to home health services 
furnished during a period to offset the in-
crease in payments resulting from the appli-
cation of paragraph (7) (relating to services 
furnished in rural areas).’’. 
SEC. 445. EXCLUSION OF CLINICAL SOCIAL 

WORKER SERVICES AND SERVICES 
PERFORMED UNDER A CONTRACT 
WITH A RURAL HEALTH CLINIC OR 
FEDERALLY QUALIFIED HEALTH 
CENTER FROM THE PPS FOR SNFs. 

(a) IN GENERAL.—Section 1888(e)(2)(A)(ii) 
(42 U.S.C. 1395yy(e)(2)(A)(ii)) is amended— 

(1) in the first sentence, by inserting ‘‘clin-
ical social worker services,’’ after ‘‘qualified 
psychologist services,’’; and 

(2) by inserting after the first sentence the 
following: ‘‘Services described in this clause 
also include services that are provided by a 
physician, a physician assistant, a nurse 
practitioner, a certified nurse midwife, a 
qualified psychologist, or a clinical social 
worker who is employed, or otherwise under 
contract, with a rural health clinic or a Fed-
erally qualified health center.’’. 

(b) EFFECTIVE DATE.—The amendments 
made by this section shall apply to services 
provided on or after the date which is 60 days 
after the date of enactment of this Act. 
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SEC. 446. COVERAGE OF MARRIAGE AND FAMILY 

THERAPIST SERVICES PROVIDED IN 
RURAL HEALTH CLINICS. 

(a) COVERAGE OF MARRIAGE AND FAMILY 
THERAPIST SERVICES.— 

(1) PROVISION OF SERVICES IN RURAL HEALTH 
CLINICS.—Section 1861(aa)(1)(B) (42 U.S.C. 
1395x(aa)(1)(B)) is amended by striking ‘‘Sec-
retary)’’ and inserting ‘‘Secretary), by a 
marriage and family therapist (as defined in 
subsection (xx)(2)),’’. 

(2) MARRIAGE AND FAMILY THERAPIST SERV-
ICES DEFINED.—Section 1861 (42 U.S.C. 1395x), 
as amended by section 234(b), is amended by 
adding at the end the following new sub-
section: 

‘‘Marriage and Family Therapist Services 

‘‘(xx)(1) The term ‘marriage and family 
therapist services’ means services performed 
by a marriage and family therapist (as de-
fined in paragraph (2)) for the diagnosis and 
treatment of mental illnesses, which the 
marriage and family therapist is legally au-
thorized to perform under State law (or the 
State regulatory mechanism provided by 
State law) of the State in which such serv-
ices are performed, as would otherwise be 
covered if furnished by a physician or as an 
incident to a physician’s professional serv-
ice, but only if no facility or other provider 
charges or is paid any amounts with respect 
to the furnishing of such services. 

‘‘(2) The term ‘marriage and family thera-
pist’ means an individual who— 

‘‘(A) possesses a master’s or doctoral de-
gree which qualifies for licensure or certifi-
cation as a marriage and family therapist 
pursuant to State law; 

‘‘(B) after obtaining such degree has per-
formed at least 2 years of clinical supervised 
experience in marriage and family therapy; 
and 

‘‘(C)(i) is licensed or certified as a marriage 
and family therapist in the State in which 
marriage and family therapist services are 
performed; or 

‘‘(ii) in the case of a State that does not 
provide for such licensure or certification, 
meets such other criteria as the Secretary 
establishes.’’. 

(b) EFFECTIVE DATE.—The amendments 
made by this section shall apply with respect 
to services furnished on or after January 1, 
2002. 
SEC. 447. CAPITAL INFRASTRUCTURE REVOLV-

ING LOAN PROGRAM. 
(a) IN GENERAL.—Part A of title XVI of the 

Public Health Service Act (42 U.S.C. 300q et 
seq.) is amended by adding at the end the fol-
lowing new section: 

‘‘CAPITAL INFRASTRUCTURE REVOLVING LOAN 
PROGRAM 

‘‘SEC. 1603. (a) AUTHORITY TO MAKE AND 
GUARANTEE LOANS.— 

‘‘(1) AUTHORITY TO MAKE LOANS.—The Sec-
retary may make loans from the fund estab-
lished under section 1602(d) to any rural enti-
ty for projects for capital improvements, in-
cluding— 

‘‘(A) the acquisition of land necessary for 
the capital improvements; 

‘‘(B) the renovation or modernization of 
any building; 

‘‘(C) the acquisition or repair of fixed or 
major movable equipment; and 

‘‘(D) such other project expenses as the 
Secretary determines appropriate. 

‘‘(2) AUTHORITY TO GUARANTEE LOANS.— 
‘‘(A) IN GENERAL.—The Secretary may 

guarantee the payment of principal and in-
terest for loans to rural entities for projects 
for capital improvements described in para-
graph (1) to non-Federal lenders. 

‘‘(B) INTEREST SUBSIDIES.—In the case of a 
guarantee of any loan to a rural entity under 
subparagraph (A)(i), the Secretary may pay 
to the holder of such loan and for and on be-
half of the project for which the loan was 
made, amounts sufficient to reduce by not 
more than 3 percentage points of the net ef-
fective interest rate otherwise payable on 
such loan. 

‘‘(b) AMOUNT OF LOAN.—The principal 
amount of a loan directly made or guaran-
teed under subsection (a) for a project for 
capital improvement may not exceed 
$5,000,000. 

‘‘(c) FUNDING LIMITATIONS.— 
‘‘(1) GOVERNMENT CREDIT SUBSIDY EXPO-

SURE.—The total of the Government credit 
subsidy exposure under the Credit Reform 
Act of 1990 scoring protocol with respect to 
the loans outstanding at any time with re-
spect to which guarantees have been issued, 
or which have been directly made, under sub-
section (a) may not exceed $50,000,000 per 
year. 

‘‘(2) TOTAL AMOUNTS.—Subject to para-
graph (1), the total of the principal amount 
of all loans directly made or guaranteed 
under subsection (a) may not exceed 
$250,000,000 per year. 

‘‘(d) ADDITIONAL ASSISTANCE.— 
‘‘(1) NONREPAYABLE GRANTS.—Subject to 

paragraph (2), the Secretary may make a 
grant to a rural entity, in an amount not to 
exceed $50,000, for purposes of capital assess-
ment and business planning. 

‘‘(2) LIMITATION.—The cumulative total of 
grants awarded under this subsection may 
not exceed $2,500,000 per year. 

‘‘(e) TERMINATION OF AUTHORITY.—The Sec-
retary may not directly make or guarantee 
any loan under subsection (a) or make a 
grant under subsection (d) after September 
30, 2005.’’. 

(b) RURAL ENTITY DEFINED.—Section 1624 of 
the Public Health Service Act (42 U.S.C. 
300s–3) is amended by adding at the end the 
following new paragraph: 

‘‘(15)(A) The term ‘rural entity’ includes— 
‘‘(i) a rural health clinic, as defined in sec-

tion 1861(aa)(2) of the Social Security Act; 
‘‘(ii) any medical facility with at least 1, 

but less than 50, beds that is located in— 
‘‘(I) a county that is not part of a metro-

politan statistical area; or 
‘‘(II) a rural census tract of a metropolitan 

statistical area (as determined under the 
most recent modification of the Goldsmith 
Modification, originally published in the 
Federal Register on February 27, 1992 (57 
Fed. Reg. 6725)); 

‘‘(iii) a hospital that is classified as a 
rural, regional, or national referral center 
under section 1886(d)(5)(C) of the Social Secu-
rity Act; and 

‘‘(iv) a hospital that is a sole community 
hospital (as defined in section 
1886(d)(5)(D)(iii) of the Social Security Act). 

‘‘(B) For purposes of subparagraph (A), the 
fact that a clinic, facility, or hospital has 
been geographically reclassified under the 
medicare program under title XVIII of the 
Social Security Act shall not preclude a hos-
pital from being considered a rural entity 
under clause (i) or (ii) of subparagraph (A).’’. 

(c) CONFORMING AMENDMENTS.—Section 
1602 of the Public Health Service Act (42 
U.S.C. 300q–2) is amended— 

(1) in subsection (b)(2)(D), by inserting ‘‘or 
1603(a)(2)(B)’’ after ‘‘1601(a)(2)(B)’’; and 

(2) in subsection (d)— 
(A) in paragraph (1)(C), by striking ‘‘sec-

tion 1601(a)(2)(B)’’ and inserting ‘‘sections 
1601(a)(2)(B) and 1603(a)(2)(B)’’; and 

(B) in paragraph (2)(A), by inserting ‘‘or 
1603(a)(2)(B)’’ after ‘‘1601(a)(2)(B)’’. 

SEC. 448. GRANTS FOR UPGRADING DATA SYS-
TEMS. 

(a) IN GENERAL.—Part B of title XVI of the 
Public Health Service Act (42 U.S.C. 300r et 
seq.) is amended by adding at the end the fol-
lowing new section: 

‘‘GRANTS FOR UPGRADING DATA SYSTEMS 
‘‘SEC. 1611. (a) GRANTS TO HOSPITALS.— 
‘‘(1) IN GENERAL.—The Secretary shall es-

tablish a program to make grants to hos-
pitals that have submitted applications in 
accordance with subsection (c) to assist eli-
gible small rural hospitals in offsetting the 
costs of establishing data systems— 

‘‘(A) required to— 
‘‘(i) implement prospective payment sys-

tems under title XVIII of the Social Security 
Act; and 

‘‘(ii) comply with the administrative sim-
plification requirements under part C of title 
XI of such Act; or 

‘‘(B) to reduce medication errors. 
‘‘(2) COSTS.—For purposes of paragraph (1), 

the term ‘costs’ shall include costs associ-
ated with— 

‘‘(A) purchasing computer software and 
hardware; and 

‘‘(B) providing education and training to 
hospital staff on computer information sys-
tems. 

‘‘(3) LIMITATION.—A hospital that has re-
ceived a grant under section 142 of the Medi-
care, Medicaid, and SCHIP Balanced Budget 
Refinement Act of 2000 is not eligible to re-
ceive a grant under this section. 

‘‘(b) ELIGIBLE SMALL RURAL HOSPITAL DE-
FINED.—For purposes of this section, the 
term ‘eligible small rural hospital’ means a 
non-Federal, short-term general acute care 
hospital that— 

‘‘(1) is located in a rural area, as defined 
for purposes of section 1886(d) of the Social 
Security Act; and 

‘‘(2) has less than 50 beds. 
‘‘(c) APPLICATION.—A hospital seeking a 

grant under this section shall submit an ap-
plication to the Secretary at such time and 
in such form and manner as the Secretary 
specifies. 

‘‘(d) AMOUNT OF GRANT.—A grant to a hos-
pital under this section may not exceed 
$100,000. 

‘‘(e) REPORTS.— 
‘‘(1) INFORMATION.—A hospital receiving a 

grant under this section shall furnish the 
Secretary with such information as the Sec-
retary may require to— 

‘‘(A) evaluate the project for which the 
grant is made; and 

‘‘(B) ensure that the grant is expended for 
the purposes for which it is made. 

‘‘(2) TIMING OF SUBMISSION.— 
‘‘(A) INTERIM REPORTS.—The Secretary 

shall report to the Committee on Commerce 
of the House of Representatives and the 
Committee on Health, Education, Labor, and 
Pensions of the Senate at least annually on 
the grant program established under this 
section, including in such report information 
on the number of grants made, the nature of 
the projects involved, the geographic dis-
tribution of grant recipients, and such other 
matters as the Secretary deems appropriate. 

‘‘(B) FINAL REPORT.—The Secretary shall 
submit a final report to such committees not 
later than 180 days after the completion of 
all of the projects for which a grant is made 
under this section. 

‘‘(f) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated such 
sums as may be necessary for grants under 
this section.’’. 

(b) CONFORMING AMENDMENT.—Section 
1820(g)(3) (42 U.S.C. 1395i–4(g)(3)) is repealed. 
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SEC. 449. RELIEF FOR FINANCIALLY DISTRESSED 

RURAL HOSPITALS. 
Title III of the Public Health Service Act 

(42 U.S.C. 241 et seq.) is amended by inserting 
after section 330D the following new section: 
‘‘SEC. 330E. RELIEF FOR FINANCIALLY DIS-

TRESSED RURAL HOSPITALS. 
‘‘(a) GRANTS TO SMALL RURAL HOSPITALS.— 

The Secretary, acting through the Health 
Resources and Services Administration, may 
award grants to eligible small rural hospitals 
that have submitted applications in accord-
ance with subsection (c) to provide relief for 
financial distress that has a negative impact 
on access to care for beneficiaries under the 
medicare program under title XVIII of the 
Social Security Act (42 U.S.C. 1395 et seq.) 
that reside in a rural area. 

‘‘(b) ELIGIBLE SMALL RURAL HOSPITAL DE-
FINED.—For purposes of this paragraph, the 
term ‘eligible small rural hospital’ means a 
non-Federal, short-term general acute care 
hospital that— 

‘‘(1) is located in a rural area (as defined 
for purposes of section 1886(d) of the Social 
Security Act (42 U.S.C. 1395ww(d))); and 

‘‘(2) has less than 50 beds. 
‘‘(c) APPLICATION AND APPROVAL.— 
‘‘(1) APPLICATION.—Each eligible small 

rural hospital that desires to receive a grant 
under this paragraph shall submit an appli-
cation to the Secretary, at such time, in 
such form and manner, and accompanied by 
such additional information as the Secretary 
may reasonably require. 

‘‘(2) APPROVAL.—The Secretary shall ap-
prove applications submitted under para-
graph (1) based on a methodology developed 
by the Secretary in consultation with the Of-
fice of Rural Health Policy. 

‘‘(d) AMOUNT OF GRANT.—A grant to an eli-
gible small rural hospital under this para-
graph may not exceed $250,000. 

‘‘(e) USE OF FUNDS.— 
‘‘(1) IN GENERAL.—Except as provided in 

paragraph (2), an eligible small rural hos-
pital may use amounts received under a 
grant under this section to temporarily off-
set financial operating losses, with emphasis 
on those losses attributable to reimburse-
ment formula changes that resulted from the 
Balanced Budget Act of 1997, in order to en-
sure continued operation and short-term sus-
tainability or to address emergency physical 
capital needs that might otherwise result in 
closure. 

‘‘(2) PROHIBITED USES.—A hospital may not 
use funds received under a grant under this 
section for new construction, the purchase of 
medical equipment, or for computer software 
or hardware. 

‘‘(f) REPORT.— 
‘‘(1) INFORMATION.—A hospital receiving a 

grant under this section shall furnish the 
Secretary with such information as the Sec-
retary may require to evaluate the project 
for which the grant is made and to ensure 
that the grant is expended for the purposes 
for which it is made. 

‘‘(2) REPORTING.— 
‘‘(A) ANNUAL REPORTS.— 
‘‘(i) IN GENERAL.—Not later than December 

31 of each year (beginning with 2001), the 
Secretary shall submit a report to the com-
mittees of jurisdiction of the House of Rep-
resentatives and the Senate on the grant 
program established under this section. 

‘‘(ii) INFORMATION INCLUDED.—The report 
submitted under clause (i) shall include in-
formation on the number of grants made, the 
nature of the projects involved, the geo-
graphic distribution of grant recipients, and 
such other information as the Secretary de-
termines is appropriate. 

‘‘(B) FINAL REPORT.—Not later than 180 
days after the completion of all of the 
projects for which a grant is made under this 
section, the Secretary shall submit a final 
report on the grant program established 
under this section to the committees de-
scribed in subparagraph (A). 

‘‘(g) APPROPRIATIONS.—There are appro-
priated, out of any money in the Treasury 
not otherwise appropriated, for making 
grants under this section $25,000,000 for each 
of the fiscal years 2001 through 2005.’’. 
SEC. 450. REFINEMENT OF MEDICARE REIM-

BURSEMENT FOR TELEHEALTH 
SERVICES. 

(a) REVISION OF TELEHEALTH PAYMENT 
METHODOLOGY AND ELIMINATION OF FEE- 
SHARING REQUIREMENT.—Section 4206(b) of 
the Balanced Budget Act of 1997 (42 U.S.C. 
1395l note) is amended to read as follows: 

‘‘(b) METHODOLOGY FOR DETERMINING 
AMOUNT OF PAYMENTS.— 

‘‘(1) IN GENERAL.—The Secretary shall pay 
to— 

‘‘(A) the physician or practitioner at a dis-
tant site that provides an item or service 
under subsection (a) an amount equal to the 
amount that such physician or provider 
would have been paid had the item or service 
been provided without the use of a tele-
communications system; and 

‘‘(B) the originating site a facility fee for 
facility services furnished in connection 
with such item or service. 

‘‘(2) APPLICATION OF PART B COINSURANCE 
AND DEDUCTIBLE.—Any payment made under 
this section shall be subject to the coinsur-
ance and deductible requirements under sub-
sections (a)(1) and (b) of section 1833 of the 
Social Security Act (42 U.S.C. 1395l). 

‘‘(3) DEFINITIONS.—In this subsection: 
‘‘(A) DISTANT SITE.—The term ‘distant site’ 

means the site at which the physician or 
practitioner is located at the time the item 
or service is provided via a telecommuni-
cations system. 

‘‘(B) FACILITY FEE.—The term ‘facility fee’ 
means an amount equal to— 

‘‘(i) for 2000 and 2001, $20; and 
‘‘(ii) for a subsequent year, the facility fee 

under this subsection for the previous year 
increased by the percentage increase in the 
MEI (as defined in section 1842(i)(3)) for such 
subsequent year. 

‘‘(C) ORIGINATING SITE.— 
‘‘(i) IN GENERAL.—The term ‘originating 

site’ means the site described in clause (ii) at 
which the eligible telehealth beneficiary 
under the medicare program is located at the 
time the item or service is provided via a 
telecommunications system. 

‘‘(ii) SITES DESCRIBED.—The sites described 
in this paragraph are as follows: 

‘‘(I) On or before January 1, 2002, the office 
of a physician or a practitioner, a critical ac-
cess hospital, a rural health clinic, and a 
Federally qualified health center. 

‘‘(II) On or before January 1, 2003, a hos-
pital, a skilled nursing facility, a com-
prehensive outpatient rehabilitation facility, 
a renal dialysis facility, an ambulatory sur-
gical center, an Indian Health Service facil-
ity, and a community mental health cen-
ter.’’. 

(b) ELIMINATION OF REQUIREMENT FOR TELE-
PRESENTER.—Section 4206 of the Balanced 
Budget Act of 1997 (42 U.S.C. 1395l note) is 
amended— 

(1) in subsection (a), by striking ‘‘, not-
withstanding that the individual physician’’ 
and all that follows before the period at the 
end; and 

(2) by adding at the end the following new 
subsection: 

‘‘(e) TELEPRESENTER NOT REQUIRED.—Noth-
ing in this section shall be construed as re-
quiring an eligible telehealth beneficiary to 
be presented by a physician or practitioner 
for the provision of an item or service via a 
telecommunications system.’’. 

(c) REIMBURSEMENT FOR MEDICARE BENE-
FICIARIES WHO DO NOT RESIDE IN A HPSA.— 
Section 4206(a) of the Balanced Budget Act of 
1997 (42 U.S.C. 1395l note), as amended by sub-
section (b), is amended— 

(1) by striking ‘‘IN GENERAL.—Not later 
than’’ and inserting the following: ‘‘TELE-
HEALTH SERVICES REIMBURSED.— 

‘‘(1) IN GENERAL.—Not later than’’; 
(2) by striking ‘‘furnishing a service for 

which payment’’ and all that follows before 
the period and inserting ‘‘to an eligible tele-
health beneficiary’’; and 

(3) by adding at the end the following new 
paragraph: 

‘‘(2) ELIGIBLE TELEHEALTH BENEFICIARY DE-
FINED.—In this section, the term ‘eligible 
telehealth beneficiary’ means a beneficiary 
under the medicare program under title 
XVIII of the Social Security Act (42 U.S.C. 
1395 et seq.) that resides in— 

‘‘(A) an area that is designated as a health 
professional shortage area under section 
332(a)(1)(A) of the Public Health Service Act 
(42 U.S.C. 254e(a)(1)(A)); 

‘‘(B) a county that is not included in a 
Metropolitan Statistical Area; or 

‘‘(C) an inner-city area that is medically 
underserved (as defined in section 330(b)(3) of 
the Public Health Service Act (42 U.S.C. 
254b(b)(3))).’’. 

(d) TELEHEALTH COVERAGE FOR DIRECT PA-
TIENT CARE.— 

(1) IN GENERAL.—Section 4206 of the Bal-
anced Budget Act of 1997 (42 U.S.C. 1395l 
note), as amended by subsection (c), is 
amended— 

(A) in subsection (a)(1), by striking ‘‘pro-
fessional consultation via telecommuni-
cations systems with a physician’’ and in-
serting ‘‘items and services for which pay-
ment may be made under such part that are 
furnished via a telecommunications system 
by a physician’’; and 

(B) by adding at the end the following new 
subsection: 

‘‘(f) COVERAGE OF ITEMS AND SERVICES.— 
Payment for items and services provided 
pursuant to subsection (a) shall include pay-
ment for professional consultations, office 
visits, office psychiatry services, including 
any service identified as of July 1, 2000, by 
HCPCS codes 99241–99275, 99201–99215, 90804– 
90815, and 90862.’’. 

(2) STUDY AND REPORT REGARDING ADDI-
TIONAL ITEMS AND SERVICES.— 

(A) STUDY.—The Secretary of Health and 
Human Services shall conduct a study to 
identify items and services in addition to 
those described in section 4206(f) of the Bal-
anced Budget Act of 1997 (as added by para-
graph (1)) that would be appropriate to pro-
vide payment under title XVIII of the Social 
Security Act (42 U.S.C. 1395 et seq.). 

(B) REPORT.—Not later than 2 years after 
the date of enactment of this Act, the Sec-
retary shall submit a report to Congress on 
the study conducted under subparagraph (A) 
together with such recommendations for leg-
islation that the Secretary determines are 
appropriate. 

(e) ALL PHYSICIANS AND PRACTITIONERS ELI-
GIBLE FOR TELEHEALTH REIMBURSEMENT.— 
Section 4206(a) of the Balanced Budget Act of 
1997 (42 U.S.C. 1395l note), as amended by sub-
section (d), is amended— 

(1) in paragraph (1), by striking ‘‘(described 
in section 1842(b)(18)(C) of such Act (42 U.S.C. 
1395u(b)(18)(C))’’; and 
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(2) by adding at the end the following new 

paragraph: 
‘‘(3) PRACTITIONER DEFINED.—For purposes 

of paragraph (1), the term ‘practitioner’ in-
cludes— 

‘‘(A) a practitioner described in section 
1842(b)(18)(C) of the Social Security Act (42 
U.S.C. 1395u(b)(18)(C)); and 

‘‘(B) a physical, occupational, or speech 
therapist.’’. 

(f) TELEHEALTH SERVICES PROVIDED USING 
STORE-AND-FORWARD TECHNOLOGIES.—Sec-
tion 4206(a)(1) of the Balanced Budget Act of 
1997 (42 U.S.C. 1395l note), as amended by sub-
section (e), is amended by adding at the end 
the following new paragraph: 

‘‘(4) USE OF STORE-AND-FORWARD TECH-
NOLOGIES.—For purposes of paragraph (1), in 
the case of any Federal telemedicine dem-
onstration program in Alaska or Hawaii, the 
term ‘telecommunications system’ includes 
store-and-forward technologies that provide 
for the asynchronous transmission of health 
care information in single or multimedia for-
mats.’’. 

(g) CONSTRUCTION RELATING TO HOME 
HEALTH SERVICES.—Section 4206(a) of the 
Balanced Budget Act of 1997 (42 U.S.C. 1395l 
note), as amended by subsection (f), is 
amended by adding at the end the following 
new paragraph: 

‘‘(5) CONSTRUCTION RELATING TO HOME 
HEALTH SERVICES.— 

‘‘(A) IN GENERAL.—Nothing in this section 
or in section 1895 of the Social Security Act 
(42 U.S.C. 1395fff) shall be construed as pre-
venting a home health agency that is receiv-
ing payment under the prospective payment 
system described in such section from fur-
nishing a home health service via a tele-
communications system. 

‘‘(B) LIMITATION.—The Secretary shall not 
consider a home health service provided in 
the manner described in subparagraph (A) to 
be a home health visit for purposes of— 

‘‘(i) determining the amount of payment to 
be made under the prospective payment sys-
tem established under section 1895 of the So-
cial Security Act (42 U.S.C. 1395fff); or 

‘‘(ii) any requirement relating to the cer-
tification of a physician required under sec-
tion 1814(a)(2)(C) of such Act (42 U.S.C. 
1395f(a)(2)(C)).’’. 

(h) FIVE-YEAR APPLICATION.—The amend-
ments made by this section shall apply to 
items and services provided on or after April 
1, 2001, and before April 1, 2006. 
SEC. 451. MEDPAC STUDY ON LOW-VOLUME, ISO-

LATED RURAL HEALTH CARE PRO-
VIDERS. 

(a) STUDY.—The Medicare Payment Advi-
sory Commission established under section 
1805 of the Social Security Act (42 U.S.C. 
1395b–6) (in this section referred to as 
‘‘MedPAC’’) shall conduct a study on the ef-
fect of low patient and procedure volume on 
the financial status of low-volume, isolated 
rural health care providers participating in 
the medicare program under title XVIII of 
the Social Security Act (42 U.S.C. 1395 et 
seq.). 

(b) REPORT.—Not later than 18 months 
after the date of enactment of this Act, 
MedPAC shall submit a report to the Sec-
retary of Health and Human Services and 
Congress on the study conducted under sub-
section (a) indicating— 

(1) whether low-volume, isolated rural 
health care providers are having, or may 
have, significantly decreased medicare mar-
gins or other financial difficulties resulting 
from any of the payment methodologies de-
scribed in subsection (c); 

(2) whether the status as a low-volume, iso-
lated rural health care provider should be 

designated under the medicare program and 
any criteria that should be used to qualify 
for such a status; and 

(3) any changes in the payment methodolo-
gies described in subsection (c) that are nec-
essary to provide appropriate reimbursement 
under the medicare program to low-volume, 
isolated rural health care providers (as des-
ignated pursuant to paragraph (2)). 

(c) PAYMENT METHODOLOGIES DESCRIBED.— 
The payment methodologies described in 
this subsection are the following: 

(1) The prospective payment system for 
hospital outpatient department services 
under section 1833(t) of the Social Security 
Act (42 U.S.C. 1395l). 

(2) The fee schedule for ambulance services 
under section 1834(l) of such Act (42 U.S.C. 
1395m(l)). 

(3) The prospective payment system for in-
patient hospital services under section 1886 
of such Act (42 U.S.C. 1395ww). 

(4) The prospective payment system for 
routine service costs of skilled nursing fa-
cilities under section 1888(e) of such Act (42 
U.S.C. 1395yy(e)). 

(5) The prospective payment system for 
home health services under section 1895 of 
such Act (42 U.S.C. 1395fff). 
TITLE V—PROVISIONS RELATING TO PART 

C (MEDICARE+CHOICE PROGRAM) AND 
OTHER MEDICARE MANAGED CARE 
PROVISIONS 

SEC. 501. RESTORING EFFECTIVE DATE OF ELEC-
TIONS AND CHANGES OF ELECTIONS 
OF MEDICARE+CHOICE PLANS. 

(a) OPEN ENROLLMENT.—Section 1851(f)(2) 
(42 U.S.C. 1395w–21(f)(2)) is amended by strik-
ing ‘‘, except that if such election or change 
is made after the 10th day of any calendar 
month, then the election or change shall not 
take effect until the first day of the second 
calendar month following the date on which 
the election or change is made’’. 

(b) EFFECTIVE DATE.—The amendment 
made by this section shall apply to elections 
and changes of coverage made on or after 
January 1, 2001. 
SEC. 502. SPECIAL MEDIGAP ENROLLMENT ANTI-

DISCRIMINATION PROVISION FOR 
CERTAIN BENEFICIARIES. 

(a) DISENROLLMENT WINDOW IN ACCORDANCE 
WITH BENEFICIARY’S CIRCUMSTANCE.—Section 
1882(s)(3) (42 U.S.C. 1395ss(s)(3)) is amended— 

(1) in subparagraph (A), in the matter fol-
lowing clause (iii), by striking ‘‘, subject to 
subparagraph (E), seeks to enroll under the 
policy not later than 63 days after the date of 
termination of enrollment described in such 
subparagraph’’ and inserting ‘‘seeks to enroll 
under the policy during the period specified 
in subparagraph (E)’’; and 

(2) by striking subparagraph (E) and insert-
ing the following new subparagraph: 

‘‘(E) For purposes of subparagraph (A), the 
time period specified in this subparagraph 
is— 

‘‘(i) in the case of an individual described 
in subparagraph (B)(i), the period beginning 
on the date the individual receives a notice 
of termination or cessation of all supple-
mental health benefits (or, if no such notice 
is received, notice that a claim has been de-
nied because of such a termination or ces-
sation) and ending on the date that is 63 days 
after the applicable notice; 

‘‘(ii) in the case of an individual described 
in clause (ii), (iii), (v), or (vi) of subpara-
graph (B) whose enrollment is terminated in-
voluntarily, the period beginning on the date 
that the individual receives a notice of ter-
mination and ending on the date that is 63 
days after the date the applicable coverage is 
terminated; 

‘‘(iii) in the case of an individual described 
in subparagraph (B)(iv)(I), the period begin-
ning on the earlier of (I) the date that the in-
dividual receives a notice of termination, a 
notice of the issuer’s bankruptcy or insol-
vency, or other such similar notice, if any, 
and (II) the date that the applicable coverage 
is terminated, and ending on the date that is 
63 days after the date the coverage is termi-
nated; 

‘‘(iv) in the case of an individual described 
in clause (ii), (iii), (iv)(II), (iv)(III), (v), or (vi) 
of subparagraph (B) who disenrolls volun-
tarily, the period beginning on the date that 
is 60 days before the effective date of the 
disenrollment and ending on the date that is 
63 days after such effective date; and 

‘‘(v) in the case of an individual described 
in subparagraph (B) but not described in the 
preceding provisions of this subparagraph, 
the period beginning on the effective date of 
the disenrollment and ending on the date 
that is 63 days after such effective date.’’. 

(b) EXTENDED MEDIGAP ACCESS FOR INTER-
RUPTED TRIAL PERIODS.—Section 1882(s)(3) (42 
U.S.C. 1395ss(s)(3)), as amended by subsection 
(a), is amended by adding at the end the fol-
lowing new subparagraph: 

‘‘(F) For purposes of this paragraph— 
‘‘(i) in the case of an individual described 

in subparagraph (B)(v) (or deemed to be so 
described, pursuant to this subparagraph) 
whose enrollment with an organization or 
provider described in subclause (II) of such 
subparagraph is involuntarily terminated 
within the first 12 months of such enroll-
ment, and who, without an intervening en-
rollment, enrolls with another such organi-
zation or provider, such subsequent enroll-
ment shall be deemed to be an initial enroll-
ment described in such subparagraph; and 

‘‘(ii) in the case of an individual described 
in clause (vi) of subparagraph (B) (or deemed 
to be so described, pursuant to this subpara-
graph) whose enrollment with a plan or in a 
program described in clause (v)(II) of such 
subparagraph is involuntarily terminated 
within the first 12 months of such enroll-
ment, and who, without an intervening en-
rollment, enrolls in another such plan or 
program, such subsequent enrollment shall 
be deemed to be an initial enrollment de-
scribed in clause (vi) of such subparagraph.’’. 
SEC. 503. INCREASE IN NATIONAL PER CAPITA 

MEDICARE+CHOICE GROWTH PER-
CENTAGE IN 2001 AND 2002. 

Section 1853(c)(6)(B) of the Social Security 
Act (42 U.S.C. 1395w–23(c)(6)(B)) is amended— 

(1) in clause (iv), by striking ‘‘for 2001, 0.5 
percentage points’’ and inserting ‘‘for 2001, 0 
percentage points’’; and 

(2) in clause (v), by striking ‘‘for 2002, 0.3 
percentage points’’ and inserting ‘‘for 2002, 0 
percentage points’’. 
SEC. 504. ALLOWING MOVEMENT TO 50:50 PER-

CENT BLEND IN 2002. 
Section 1853(c)(2) of the Social Security 

Act (42 U.S.C. 1395w–23(c)(2)) is amended— 
(1) by striking the period at the end of sub-

paragraph (F) and inserting a semicolon; and 
(2) by adding after and below subparagraph 

(F) the following: 

‘‘except that a Medicare+Choice organiza-
tion may elect to apply subparagraph (F) 
(rather than subparagraph (E)) for 2002.’’. 
SEC. 505. DELAY FROM JULY TO NOVEMBER 2000, 

IN DEADLINE FOR OFFERING AND 
WITHDRAWING MEDICARE+CHOICE 
PLANS FOR 2001. 

Notwithstanding any other provision of 
law, the deadline for a Medicare+Choice or-
ganization to withdraw the offering of a 
Medicare+Choice plan under part C of title 
XVIII of the Social Security Act (or other-
wise to submit information required for the 
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offering of such a plan) for 2001 is delayed 
from July 1, 2000, to November 1, 2000, and 
any such organization that provided notice 
of withdrawal of such a plan during 2000 be-
fore the date of enactment of this Act may 
rescind such withdrawal at any time before 
November 1, 2000. 
SEC. 506. AMOUNTS IN MEDICARE TRUST FUNDS 

AVAILABLE FOR SECRETARY’S 
SHARE OF MEDICARE+CHOICE EDU-
CATION AND ENROLLMENT-RE-
LATED COSTS. 

(a) RELOCATION OF PROVISIONS.—Section 
1857(e)(2) (42 U.S.C. 1395w–27(e)(2)) is amended 
to read as follows: 

‘‘(2) COST-SHARING IN ENROLLMENT-RELATED 
COSTS.—A Medicare+Choice organization 
shall pay the fee established by the Sec-
retary under section 1851(j)(3)(A).’’. 

(b) FUNDING FOR EDUCATION AND ENROLL-
MENT ACTIVITIES.—Section 1851 (42 U.S.C. 
1395w–21) is amended by adding at the end 
the following new subsection: 

‘‘(j) FUNDING FOR BENEFICIARY EDUCATION 
AND ENROLLMENT ACTIVITIES.— 

‘‘(1) SECRETARY’S ESTIMATE OF TOTAL 
COSTS.—The Secretary shall annually esti-
mate the total cost for a fiscal year of car-
rying out this section, section 4360 of the 
Omnibus Budget Reconciliation Act of 1990 
(relating to the health insurance counseling 
and assistance program), and related activi-
ties. 

‘‘(2) TOTAL AMOUNT AVAILABLE.—The total 
amount available to the Secretary for a fis-
cal year for the costs of the activities de-
scribed in paragraph (1) shall be equal to the 
lesser of— 

‘‘(A) the amount estimated for such fiscal 
year under paragraph (1); or 

‘‘(B) for— 
‘‘(i) fiscal year 2001, $130,000,000; and 
‘‘(ii) fiscal year 2002 and each subsequent 

fiscal year, the amount for the previous fis-
cal year, adjusted to account for inflation, 
any change in the number of beneficiaries 
under this title, and any other relevant fac-
tors. 

‘‘(3) COST-SHARING IN ENROLLMENT-RELATED 
COSTS.— 

‘‘(A) AMOUNTS FROM MEDICARE+CHOICE OR-
GANIZATIONS.— 

‘‘(i) IN GENERAL.—The Secretary is author-
ized to charge a fee to each Medicare+Choice 
organization with a contract under this part 
that is equal to the organization’s pro rata 
share (as determined by the Secretary) of the 
Medicare+Choice portion (as defined in 
clause (ii)) of the total amount available 
under paragraph (2) for a fiscal year. Any 
amounts collected shall be available without 
further appropriation to the Secretary for 
the costs of the activities described in para-
graph (1). 

‘‘(ii) MEDICARE+CHOICE PORTION DEFINED.— 
For purposes of clause (i), the term 
‘Medicare+Choice portion’ means, for a fiscal 
year, the ratio, as estimated by the Sec-
retary, of— 

‘‘(I) the average number of individuals en-
rolled in Medicare+Choice plans during the 
fiscal year; to 

‘‘(II) the average number of individuals en-
titled to benefits under parts A, and enrolled 
under part B, during the fiscal year. 

‘‘(B) SECRETARY’S SHARE.— 
‘‘(i) AMOUNTS AVAILABLE FROM TRUST 

FUNDS.—The Secretary’s share of expenses 
shall be payable from funds in the Federal 
Hospital Insurance Trust Fund and the Fed-
eral Supplementary Medical Insurance Trust 
Fund, in such proportion as the Secretary 
shall deem to be fair and equitable after tak-
ing into consideration the expenses attrib-
utable to the administration of this part 

with respect to part A and B. The Secretary 
shall make such transfers of moneys between 
such Trust Funds as may be appropriate to 
settle accounts between the Trust Funds in 
cases where expenses properly payable from 
one such Trust Fund have been paid from the 
other such Trust Fund. 

‘‘(ii) SECRETARY’S SHARE OF EXPENSES DE-
FINED.—For purposes of clause (i), the term 
‘Secretary’s share of expenses’ means, for a 
fiscal year, an amount equal to— 

‘‘(I) the total amount available to the Sec-
retary under paragraph (2) for the fiscal 
year; less 

‘‘(II) the amount collected under subpara-
graph (A) for the fiscal year.’’. 
SEC. 507. REVISED TERMS AND CONDITIONS FOR 

EXTENSION OF MEDICARE COMMU-
NITY NURSING ORGANIZATION (CNO) 
DEMONSTRATION PROJECT. 

(a) IN GENERAL.—Section 532 of BBRA (42 
U.S.C. 1395mm note) is amended— 

(1) in subsection (a), by striking the second 
sentence; and 

(2) by striking subsection (b) and inserting 
the following new subsections: 

‘‘(b) TERMS AND CONDITIONS.— 
‘‘(1) JANUARY THROUGH SEPTEMBER 2000.— 

For the 9-month period beginning with Janu-
ary 2000, any such demonstration project 
shall be conducted under the same terms and 
conditions as applied to such demonstration 
during 1999. 

‘‘(2) OCTOBER 2000 THROUGH DECEMBER 2001.— 
For the 15-month period beginning with Oc-
tober 2000, any such demonstration project 
shall be conducted under the same terms and 
conditions as applied to such demonstration 
during 1999, except that the following modi-
fications shall apply: 

‘‘(A) BASIC CAPITATION RATE.—The basic 
capitation rate paid for services covered 
under the project (other than case manage-
ment services) per enrollee per month shall 
be basic capitation rate paid for such serv-
ices for 1999, reduced by 10 percent in the 
case of the demonstration sites located in 
Arizona, Minnesota, and Illinois, and 15 per-
cent for the demonstration site located in 
New York. 

‘‘(B) TARGETED CASE MANAGEMENT FEE.—A 
case management fee shall be paid only for 
enrollees who are classified as ‘moderate’ or 
‘at risk’ through a baseline health assess-
ment (as required for Medicare+Choice plans 
under section 1852(e) of the Social Security 
Act (42 U.S.C. 1395ww–22(e)). 

‘‘(C) GREATER UNIFORMITY IN CLINICAL FEA-
TURES AMONG SITES.—Each project shall im-
plement for each site— 

‘‘(i) protocols for periodic telephonic con-
tact with enrollees based on— 

‘‘(I) the results of such standardized writ-
ten health assessment; and 

‘‘(II) the application of appropriate care 
planning approaches; 

‘‘(ii) disease management programs for tar-
geted diseases (such as congestive heart fail-
ure, arthritis, diabetes, and hypertension) 
that are highly prevalent in the enrolled 
populations; 

‘‘(iii) systems and protocols to track en-
rollees through hospitalizations, including 
pre-admission planning, concurrent manage-
ment during inpatient hospital stays, and 
post-discharge assessment, planning, and fol-
low-up; and 

‘‘(iv) standardized patient educational ma-
terials for specified diseases and health con-
ditions. 

‘‘(D) QUALITY IMPROVEMENT.—Each project 
shall implement at each site once during the 
15-month period— 

‘‘(i) enrollee satisfaction surveys; and 

‘‘(ii) reporting on specified quality indica-
tors for the enrolled population. 

‘‘(c) EVALUATION.— 
‘‘(1) PRELIMINARY REPORT.—Not later than 

July 1, 2001, the Secretary of Health and 
Human Services shall submit to the Commit-
tees on Ways and Means and Commerce of 
the House of Representatives and the Com-
mittee on Finance of the Senate a prelimi-
nary report that— 

‘‘(A) evaluates such demonstration 
projects for the period beginning July 1, 1997, 
and ending December 31, 1999, on a site-spe-
cific basis with respect to the impact on per 
beneficiary spending, specific health utiliza-
tion measures, and enrollee satisfaction; and 

‘‘(B) includes a similar evaluation of such 
projects for the portion of the extension pe-
riod that occurs after September 30, 2000. 

‘‘(2) FINAL REPORT.—Not later than July 1, 
2002, the Secretary shall submit a final re-
port to such Committees on such demonstra-
tion projects. Such report shall include the 
same elements as the preliminary report re-
quired by paragraph (1), but for the period 
after December 31, 1999. 

‘‘(3) METHODOLOGY FOR SPENDING COMPARI-
SONS.—Any evaluation of the impact of the 
demonstration projects on per beneficiary 
spending included in such reports shall be 
based on a comparison of— 

‘‘(A) data for all individuals who— 
‘‘(i) were enrolled in such demonstration 

projects as of the first day of the period 
under evaluation; and 

‘‘(ii) were enrolled for a minimum of 6 
months thereafter; with 

‘‘(B) data for a matched sample of individ-
uals who are enrolled under part B of title 
XVIII of the Social Security Act (42 U.S.C. 
1395j et seq.) and who are not enrolled in 
such a project, in a Medicare+Choice plan 
under part C of such title (42 U.S.C. 1395w–21 
et seq.), a plan offered by an eligible organi-
zation under section 1876 of such Act (42 
U.S.C. 1395mm), or a health care prepayment 
plan under section 1833(a)(1)(A) of such Act 
(42 U.S.C. 1395l(a)(1)(A)).’’. 

(b) EFFECTIVE DATE.—The amendments 
made by subsection (a) shall be effective as if 
included in the enactment of section 532 of 
BBRA (42 U.S.C. 1395mm note). 
SEC. 508. MODIFICATION OF PAYMENT RULES 

FOR CERTAIN FRAIL ELDERLY MEDI-
CARE BENEFICIARIES. 

(a) MODIFICATION OF PAYMENT RULES.—Sec-
tion 1853 (42 U.S.C. 1395w–23) is amended— 

(1) in subsection (a)— 
(A) in paragraph (1)(A), by striking ‘‘sub-

sections (e), (g), and (i)’’ and inserting ‘‘sub-
sections (e), (g), (i), and (j)’’; 

(B) in paragraph (3)(D), by inserting ‘‘para-
graph (4) and’’ after ‘‘Subject to’’; and 

(C) by adding at the end the following new 
paragraph: 

‘‘(4) EXEMPTION FROM RISK-ADJUSTMENT 
SYSTEM FOR FRAIL ELDERLY BENEFICIARIES EN-
ROLLED IN SPECIALIZED PROGRAMS.— 

‘‘(A) IN GENERAL.—In applying the risk-ad-
justment factors established under para-
graph (3) during the period described in sub-
paragraph (B), the limitation under para-
graph (3)(C)(ii)(I) shall apply to a frail elder-
ly Medicare+Choice beneficiary (as defined 
in subsection (j)(3)) who is enrolled in a 
Medicare+Choice plan under a specialized 
program for the frail elderly (as defined in 
subsection (j)(2)) during the entire period. 

‘‘(B) PERIOD OF APPLICATION.—The period 
described in this subparagraph begins with 
January 2001, and ends with the first month 
for which the Secretary certifies to Congress 
that a comprehensive risk adjustment meth-
odology under paragraph (3)(C) that takes 
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into account the factors described in sub-
section (j)(1)(B) is being fully implemented.’’; 
and 

(2) by adding at the end the following new 
subsection: 

‘‘(j) SPECIAL RULES FOR FRAIL ELDERLY EN-
ROLLED IN SPECIALIZED PROGRAMS FOR THE 
FRAIL ELDERLY.— 

‘‘(1) DEVELOPMENT AND IMPLEMENTATION OF 
NEW PAYMENT SYSTEM.— 

‘‘(A) IN GENERAL.—The Secretary shall de-
velop and implement (as soon as possible 
after the date of enactment of the Medicare, 
Medicaid, and SCHIP Balanced Budget Re-
finement Act of 2000), during the period de-
scribed in subsection (a)(4)(B), a payment 
methodology for frail elderly 
Medicare+Choice beneficiaries enrolled in a 
Medicare+Choice plan under a specialized 
program for the frail elderly (as defined in 
paragraph (2)(A)). 

‘‘(B) FACTORS DESCRIBED.—The method-
ology developed and implemented under sub-
paragraph (A) shall take into account the 
prevalence, mix, and severity of chronic con-
ditions among frail elderly Medicare+Choice 
beneficiaries and shall include— 

‘‘(i) medical diagnostic factors from all 
provider settings (including hospital and 
nursing facility settings); 

‘‘(ii) functional indicators of health status; 
and 

‘‘(iii) such other factors as may be nec-
essary to achieve appropriate payments for 
plans serving such beneficiaries. 

‘‘(2) SPECIALIZED PROGRAM FOR THE FRAIL 
ELDERLY DEFINED.— 

‘‘(A) IN GENERAL.—In this part, the term 
‘specialized program for the frail elderly’ 
means a program that the Secretary deter-
mines— 

‘‘(i) is offered under this part as a distinct 
part of a Medicare+Choice plan; 

‘‘(ii) primarily enrolls frail elderly 
Medicare+Choice beneficiaries; and 

‘‘(iii) has a clinical delivery system that is 
specifically designed to serve the special 
needs of such beneficiaries and to coordinate 
short-term and long-term care for such bene-
ficiaries through the use of a team described 
in subparagraph (B) and through the provi-
sion of primary care services to such bene-
ficiaries by means of such a team at the 
nursing facility involved. 

‘‘(B) SPECIALIZED TEAM DESCRIBED.—A team 
described in this subparagraph— 

‘‘(i) includes— 
‘‘(I) a physician; and 
‘‘(II) a nurse practitioner or geriatric care 

manager; and 
‘‘(ii) has as members individuals who— 
‘‘(I) have special training in the care and 

management of the frail elderly bene-
ficiaries; and 

‘‘(II) specialize in the care and manage-
ment of such beneficiaries. 

‘‘(3) FRAIL ELDERLY MEDICARE+CHOICE BENE-
FICIARY DEFINED.—In this part, the term 
‘frail elderly Medicare+Choice beneficiary’ 
means a Medicare+Choice eligible individual 
who— 

‘‘(A) is residing in a skilled nursing facility 
(as defined in section 1819(a)) or a nursing fa-
cility (as defined in section 1919(a)) for an in-
definite period and without any intention of 
residing outside the facility; and 

‘‘(B) has a severity of condition that makes 
the individual frail (as determined under 
guidelines approved by the Secretary).’’. 

(b) EFFECTIVE DATE.—The amendments 
made by this section shall take effect on the 
date of enactment of this Act. 

TITLE VI—PROVISIONS RELATING TO IN-
DIVIDUALS WITH END-STAGE RENAL 
DISEASE 

SEC. 601. UPDATE IN RENAL DIALYSIS COM-
POSITE RATE. 

(a) IN GENERAL.—The last sentence of sec-
tion 1881(b)(7) (42 U.S.C. 1395rr(b)(7)) is 
amended by striking ‘‘, and for such serv-
ices’’ and all that follows before the period 
at the end and inserting the following: ‘‘, for 
such services furnished during 2001, by 2.4 
percent above such composite rate payment 
amounts for such services furnished on De-
cember 31, 2000, for such services furnished 
during 2002 and 2003, by the percentage in-
crease in the Consumer Price Index for all 
urban consumers (U.S. city average) for the 
12-month period ending with June of the pre-
vious year above such composite rate pay-
ment amounts for such services furnished on 
December 31 of the previous year, and for 
such services furnished during a subsequent 
year, by the ESRD market basket percent-
age increase above such composite rate pay-
ment amounts for such services furnished on 
December 31 of the previous year’’. 

(b) ESRD MARKET BASKET PERCENTAGE IN-
CREASE DEFINED.—Section 1881(b) (42 U.S.C. 
1395rr(b)) is amended by adding at the end 
the following new paragraph: 

‘‘(12)(A) For purposes of this title, the term 
‘ESRD market basket percentage increase’ 
means, with respect to a calendar year, the 
percentage (estimated by the Secretary be-
fore the beginning of such year) by which— 

‘‘(i) the cost of the mix of goods and serv-
ices included in the provision of dialysis 
services (which may include the costs de-
scribed in subparagraph (D) as determined 
appropriate by the Secretary) that is deter-
mined based on an index of appropriately 
weighted indicators of changes in wages and 
prices which are representative of the mix of 
goods and services included in such dialysis 
services for the calendar year; exceeds 

‘‘(ii) the cost of such mix of goods and serv-
ices for the preceding calendar year. 

‘‘(B) In determining the percentage under 
subparagraph (A), the Secretary may take 
into account any increase in the costs of fur-
nishing the mix of goods and services de-
scribed in such subparagraph resulting 
from— 

‘‘(i) the adoption of scientific and techno-
logical innovations used to provide dialysis 
services; and 

‘‘(ii) changes in the manner or method of 
delivering dialysis services. 

‘‘(C) The Secretary shall periodically re-
view and update (as necessary) the items and 
services included in the mix of goods and 
services used to determine the percentage 
under subparagraph (A). 

‘‘(D) The costs described in this subpara-
graph include— 

‘‘(i) labor, including direct patient care 
costs and administrative labor costs, vaca-
tion and holiday pay, payroll taxes, and em-
ployee benefits; 

‘‘(ii) other direct costs, including drugs, 
supplies, and laboratory fees; 

‘‘(iii) overhead, including medical director 
fees, temporary services, general and admin-
istrative costs, interest expenses, and bad 
debt; 

‘‘(iv) capital, including rent, real estate 
taxes, depreciation, utilities, repairs, and 
maintenance; and 

‘‘(v) such other allowable costs as the Sec-
retary may specify.’’. 
SEC. 602. REVISION OF PAYMENT RATES FOR 

ESRD PATIENTS ENROLLED IN 
MEDICARE+CHOICE PLANS. 

(a) IN GENERAL.—Section 1853(a)(1)(B) (42 
U.S.C. 1395w–23(a)(1)(B)) is amended by add-

ing at the end the following: ‘‘In establishing 
such rates the Secretary shall provide for ap-
propriate adjustments to increase each rate 
to reflect the demonstration rate (including 
any risk-adjustment associated with such 
rate) of the social health maintenance orga-
nization end-stage renal disease demonstra-
tions established by section 2355 of the Def-
icit Reduction Act of 1984 (Public Law 98–369; 
98 Stat. 1103), as amended by section 13567(b) 
of the Omnibus Budget Reconciliation Act of 
1993 (Public Law 103–66; 107 Stat. 608), and 
shall compute such rates by not taking into 
account individuals with kidney transplants 
and individuals in which the program under 
this title is a secondary payer to another 
payer (or payers) pursuant to section 
1862(b).’’. 

(b) EFFECTIVE DATE.—The amendment 
made by subsection (a) shall apply to pay-
ments for months beginning with January 
2002. 

(c) PUBLICATION.—The Secretary of Health 
and Human Services, not later than 6 months 
after the date of enactment of this Act, shall 
publish for public comment a description of 
the appropriate adjustments described in the 
last sentence of section 1853(a)(1)(B) of the 
Social Security Act (42 U.S.C. 1395w– 
23(a)(1)(B)), as added by subsection (a). The 
Secretary shall publish in final form such ad-
justments by not later than July 1, 2001, so 
that the amendment made by subsection (a) 
is implemented on a timely basis consistent 
with subsection (b). 
SEC. 603. PERMITTING ESRD BENEFICIARIES TO 

ENROLL IN ANOTHER 
MEDICARE+CHOICE PLAN IF THE 
PLAN IN WHICH THEY ARE EN-
ROLLED IS TERMINATED. 

(a) IN GENERAL.—Section 1851(a)(3)(B) (42 
U.S.C. 1395w–21(a)(3)(B)) is amended by strik-
ing ‘‘except that’’ and all that follows and 
inserting the following: ‘‘except that— 

‘‘(i) an individual who develops end-stage 
renal disease while enrolled in a 
Medicare+Choice plan may continue to be 
enrolled in that plan; and 

‘‘(ii) in the case of such an individual who 
is enrolled in a Medicare+Choice plan under 
clause (i) (or subsequently under this clause), 
if the enrollment is discontinued under cir-
cumstances described in section 1851(e)(4)(A) 
then the individual will be treated as a 
‘Medicare+Choice eligible individual’ for 
purposes of electing to continue enrollment 
in another Medicare+Choice plan.’’. 

(b) EFFECTIVE DATE.— 
(1) IN GENERAL.—The amendment made by 

subsection (a) shall apply to terminations 
and discontinuations occurring on or after 
the date of enactment of this Act. 

(2) APPLICATION TO PRIOR PLAN TERMI-
NATIONS.—Clause (ii) of section 1851(a)(3)(B) 
of the Social Security Act (as inserted by 
subsection (a)) also shall apply to individuals 
whose enrollment in a Medicare+Choice plan 
was terminated or discontinued after Decem-
ber 31, 1997, and before the date of enactment 
of this Act. In applying this paragraph, such 
an individual shall be treated, for purposes of 
part C of title XVIII of the Social Security 
Act, as having discontinued enrollment in 
such a plan as of the date of enactment of 
this Act. 
SEC. 604. COVERAGE OF CERTAIN VASCULAR AC-

CESS SERVICES FOR ESRD BENE-
FICIARIES PROVIDED BY AMBULA-
TORY SURGICAL CENTERS. 

(a) IN GENERAL.—The matter following sub-
paragraph (B) of section 1833(i)(1) (42 U.S.C. 
1395l(i)(1)) is amended by adding at the end 
the following new sentence: ‘‘Such lists shall 
include the procedures identified as of July 
30, 1999, by vascular access codes 34101, 34111, 
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34490, 35190, 35458, 35460, 35475, 35476, 35903, 
36005, 36010, 36011, 36120, 36140, 36145, 36215– 
36218, 36831–36834, 37201, 37204–37208, 37250, 
37251, and 49423.’’. 

(b) EFFECTIVE DATE.—The amendment 
made by subsection (a) shall apply to vas-
cular access services furnished on or after 
January 1, 2000. 
SEC. 605. COLLECTION AND ANALYSIS OF INFOR-

MATION ON THE SATISFACTION OF 
ESRD BENEFICIARIES WITH THE 
QUALITY OF AND ACCESS TO 
HEALTH CARE UNDER THE MEDI-
CARE PROGRAM. 

(a) COLLECTION OF INFORMATION.—The Sec-
retary shall collect information on the satis-
faction of each ESRD medicare beneficiary 
with the quality of health care under the 
original fee-for-service medicare program 
and the Medicare+Choice program, and the 
access of each beneficiary to that care. 

(b) ANALYSIS OF COLLECTED INFORMATION.— 
(1) IN GENERAL.—The Secretary shall con-

duct an analysis of the information collected 
under subsection (a) to determine— 

(A) the kinds of health care that each non- 
dialysis health care provider provides to 
each ESRD medicare beneficiary for the 
treatment of end-stage renal disease and 
each comorbidity; 

(B) the effect of the availability of supple-
mental insurance on the use by beneficiary 
of health care; 

(C) the perceptions of each beneficiary re-
garding the access of that beneficiary to 
health care; and 

(D) the quality of health care provided to 
each ESRD medicare beneficiary enrolled 
under the Medicare+Choice program com-
pared to each beneficiary enrolled under the 
original fee-for-service medicare program. 

(2) CONSIDERATIONS.—In conducting the 
analysis under paragraph (1), the Secretary 
shall consider— 

(A) the feasibility of routinely collecting 
information on the satisfaction of each 
ESRD medicare beneficiary with dialysis and 
non-dialysis health care; 

(B) whether to collect information using 
disease specific questions or generic ques-
tions (similar to those used in conducting 
the Medicare Current Beneficiary Survey); 

(C) how well collected information detects 
access problems within each specific group of 
ESRD medicare beneficiaries, including 
beneficiaries without supplemental insur-
ance and beneficiaries that reside in a rural 
area; and 

(D) each obstacle that a health care pro-
vider may face in offering each type of dialy-
sis service. 

(c) AVAILABILITY OF INFORMATION AND 
ANALYSIS.—Not later than January 1 of each 
year (beginning in 2002) the Secretary shall 
make the information collected under sub-
section (a) and the analysis conducted under 
subsection (b) available to the public. 

(d) DEFINITIONS.—In this section: 
(1) ESRD MEDICARE BENEFICIARY.—The 

term ‘‘ESRD medicare beneficiary’’ means 
an individual eligible for benefits under the 
medicare program that has end-stage renal 
disease (including an individual enrolled in a 
Medicare+Choice plan offered by a 
Medicare+Choice organization under the 
Medicare+Choice program). 

(2) MEDICARE+CHOICE PROGRAM.—The term 
‘‘Medicare+Choice program’’ means the pro-
gram established under part C of title XVIII 
of the Social Security Act (42 U.S.C. 1395w– 
21 et seq.). 

(3) ORIGINAL FEE-FOR-SERVICE MEDICARE 
PROGRAM.—The term ‘‘original fee-for-serv-
ice medicare program’’ means the health 
benefits program under parts A and B title 

XVIII of the Social Security Act (42 U.S.C. 
1395 et seq.). 

(4) SECRETARY.—The term ‘‘Secretary’’ 
means the Secretary of Health and Human 
Services, acting through the Administrator 
of the Health Care Financing Administra-
tion. 
TITLE VII—ACCESS TO CARE IMPROVE-

MENTS THROUGH MEDICAID AND SCHIP 
SEC. 701. NEW PROSPECTIVE PAYMENT SYSTEM 

FOR FEDERALLY-QUALIFIED 
HEALTH CENTERS AND RURAL 
HEALTH CLINICS. 

(a) IN GENERAL.—Section 1902(a) (42 U.S.C. 
1396a(a)) is amended— 

(1) in paragraph (13)— 
(A) in subparagraph (A), by adding ‘‘and’’ 

at the end; 
(B) in subparagraph (B), by striking ‘‘and’’ 

at the end; and 
(C) by striking subparagraph (C); and 
(2) by inserting after paragraph (14) the fol-

lowing new paragraph: 
‘‘(15) for payment for services described in 

subparagraph (B) or (C) of section 1905(a)(2) 
under the plan in accordance with subsection 
(aa);’’. 

(b) NEW PROSPECTIVE PAYMENT SYSTEM.— 
Section 1902 (42 U.S.C. 1396a) is amended by 
adding at the end the following: 

‘‘(aa) PAYMENT FOR SERVICES PROVIDED BY 
FEDERALLY-QUALIFIED HEALTH CENTERS AND 
RURAL HEALTH CLINICS.— 

‘‘(1) IN GENERAL.—Beginning with fiscal 
year 2001 and each succeeding fiscal year, the 
State plan shall provide for payment for 
services described in section 1905(a)(2)(C) fur-
nished by a Federally-qualified health center 
and services described in section 1905(a)(2)(B) 
furnished by a rural health clinic in accord-
ance with the provisions of this subsection. 

‘‘(2) FISCAL YEAR 2001.—Subject to para-
graph (4), for services furnished during fiscal 
year 2001, the State plan shall provide for 
payment for such services in an amount (cal-
culated on a per visit basis) that is equal to 
100 percent of the costs of the center or clin-
ic of furnishing such services during fiscal 
year 2000 which are reasonable and related to 
the cost of furnishing such services, or based 
on such other tests of reasonableness as the 
Secretary prescribes in regulations under 
section 1833(a)(3), or, in the case of services 
to which such regulations do not apply, the 
same methodology used under section 
1833(a)(3), adjusted to take into account any 
increase in the scope of such services fur-
nished by the center or clinic during fiscal 
year 2001. 

‘‘(3) FISCAL YEAR 2002 AND SUCCEEDING FIS-
CAL YEARS.—Subject to paragraph (4), for 
services furnished during fiscal year 2002 or a 
succeeding fiscal year, the State plan shall 
provide for payment for such services in an 
amount (calculated on a per visit basis) that 
is equal to the amount calculated for such 
services under this subsection for the pre-
ceding fiscal year— 

‘‘(A) increased by the percentage increase 
in the MEI (as defined in section 1842(i)(3)) 
applicable to primary care services (as de-
fined in section 1842(i)(4)) for that fiscal 
year; and 

‘‘(B) adjusted to take into account any in-
crease in the scope of such services furnished 
by the center or clinic during that fiscal 
year. 

‘‘(4) ESTABLISHMENT OF INITIAL YEAR PAY-
MENT AMOUNT FOR NEW CENTERS OR CLINICS.— 
In any case in which an entity first qualifies 
as a Federally-qualified health center or 
rural health clinic after fiscal year 2000, the 
State plan shall provide for payment for 
services described in section 1905(a)(2)(C) fur-

nished by the center or services described in 
section 1905(a)(2)(B) furnished by the clinic 
in the first fiscal year in which the center or 
clinic so qualifies in an amount (calculated 
on a per visit basis) that is equal to 100 per-
cent of the costs of furnishing such services 
during such fiscal year in accordance with 
the regulations and methodology referred to 
in paragraph (2). For each fiscal year fol-
lowing the fiscal year in which the entity 
first qualifies as a Federally-qualified health 
center or rural health clinic, the State plan 
shall provide for the payment amount to be 
calculated in accordance with paragraph (3). 

‘‘(5) ADMINISTRATION IN THE CASE OF MAN-
AGED CARE.—In the case of services furnished 
by a Federally-qualified health center or 
rural health clinic pursuant to a contract be-
tween the center or clinic and a managed 
care entity (as defined in section 
1932(a)(1)(B)), the State plan shall provide for 
payment to the center or clinic (at least 
quarterly) by the State of a supplemental 
payment equal to the amount (if any) by 
which the amount determined under para-
graphs (2), (3), and (4) of this subsection ex-
ceeds the amount of the payments provided 
under the contract. 

‘‘(6) ALTERNATIVE PAYMENT METHODOLO-
GIES.—Notwithstanding any other provision 
of this section, the State plan may provide 
for payment in any fiscal year to a Feder-
ally-qualified health center for services de-
scribed in section 1905(a)(2)(C) or to a rural 
health clinic for services described in section 
1905(a)(2)(B) in an amount which is deter-
mined under an alternative payment meth-
odology that— 

‘‘(A) is agreed to by the State and the cen-
ter or clinic; and 

‘‘(B) results in payment to the center or 
clinic of an amount which is at least equal to 
the amount otherwise required to be paid to 
the center or clinic under this section.’’. 

(c) CONFORMING AMENDMENTS.— 
(1) Section 4712 of BBA (111 Stat. 508) is 

amended by striking subsection (c). 
(2) Section 1915(b) (42 U.S.C. 1396n(b)) is 

amended by striking ‘‘1902(a)(13)(E)’’ and in-
serting ‘‘1902(a)(15), 1902(aa),’’. 

(d) EFFECTIVE DATE.—The amendments 
made by this section take effect on October 
1, 2000, and apply to services furnished on or 
after such date. 
SEC. 702. TRANSITIONAL MEDICAL ASSISTANCE. 

(a) MAKING PROVISION PERMANENT.— 
(1) IN GENERAL.—Subsection (f) of section 

1925 (42 U.S.C. 1396r–6) is repealed. 
(2) CONFORMING AMENDMENT.—Section 

1902(e)(1) (42 U.S.C. 1396a(e)(1)) is repealed. 
(b) STATE OPTION OF INITIAL 12-MONTH ELI-

GIBILITY.—Section 1925 (42 U.S.C. 1396r–6) is 
amended— 

(1) in subsection (a), by adding at the end 
the following new paragraph: 

‘‘(5) OPTION OF 12-MONTH INITIAL ELIGIBILITY 
PERIOD.—A State may elect to treat any ref-
erence in this subsection to a 6-month period 
(or 6 months) as a reference to a 12-month 
period (or 12 months). In the case of such an 
election, subsection (b) shall not apply.’’; 
and 

(2) in subsection (b)(1), by inserting ‘‘and 
subsection (a)(5)’’ after ‘‘paragraph (3)’’. 

(c) SIMPLIFICATION OPTIONS.— 
(1) REMOVAL OF ADMINISTRATIVE REPORTING 

REQUIREMENTS FOR ADDITIONAL 6-MONTH EX-
TENSION.—Section 1925(b) (42 U.S.C. 1396r– 
6(b)) is amended— 

(A) in paragraph (2)— 
(i) in the heading, by striking ‘‘AND RE-

PORTING’’; 
(ii) by striking subparagraph (B); 
(iii) in subparagraph (A)(i)— 
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(I) by striking ‘‘(I)’’ and all that follows 

through ‘‘(II)’’ and inserting ‘‘(i)’’; 
(II) by striking ‘‘, and (III)’’ and inserting 

‘‘and (ii)’’; and 
(III) by redesignating such subparagraph as 

subparagraph (A) (with appropriate indenta-
tion); and 

(iv) in subparagraph (A)(ii)— 
(I) by striking ‘‘notify the family of the re-

porting requirement under subparagraph 
(B)(ii) and a statement of’’ and inserting 
‘‘provide the family with notification of’’; 
and 

(II) by redesignating such subparagraph as 
subparagraph (B) (with appropriate indenta-
tion); 

(B) in paragraph (3)(A)— 
(i) in clause (iii)— 
(I) in the heading, by striking ‘‘REPORTING 

AND TEST’’; 
(II) by striking subclause (I); and 
(III) by redesignating subclauses (II) and 

(III) as subclauses (I) and (II), respectively; 
and 

(ii) by striking the last 3 sentences; and 
(C) in paragraph (3)(B), by striking ‘‘sub-

paragraph (A)(iii)(II)’’ and inserting ‘‘sub-
paragraph (A)(iii)(I)’’. 

(2) EXEMPTION FOR STATES COVERING NEEDY 
FAMILIES UP TO 185 PERCENT OF POVERTY.— 
Section 1925 (42 U.S.C. 1396r–6), as amended 
by subsection (a), is amended— 

(A) in each of subsections (a)(1) and (b)(1), 
by inserting ‘‘but subject to subsection (f),’’ 
after ‘‘Notwithstanding any other provision 
of this title,’’; and 

(B) by adding at the end the following new 
subsection: 

‘‘(f) EXEMPTION FOR STATE COVERING NEEDY 
FAMILIES UP TO 185 PERCENT OF POVERTY.— 
At State option, the provisions of this sec-
tion shall not apply to a State that uses the 
authority under section 1931(b)(2)(C) to make 
medical assistance available under the State 
plan under this title, at a minimum, to all 
individuals described in section 1931(b)(1) in 
families with gross incomes (determined 
without regard to work-related child care ex-
penses of such individuals) at or below 185 
percent of the income official poverty line 
(as defined by the Office of Management and 
Budget, and revised annually in accordance 
with section 673(2) of the Omnibus Budget 
Reconciliation Act of 1981) applicable to a 
family of the size involved.’’. 

(3) STATE OPTION TO ELECT SHORTER PERIOD 
FOR REQUIREMENT FOR RECEIPT OF MEDICAL 
ASSISTANCE AS A CONDITION OF ELIGIBILITY 
FOR TRANSITIONAL MEDICAL ASSISTANCE.—Sec-
tion 1925(a)(1) (42 U.S.C. 1396r–6(a)(1)) is 
amended by inserting ‘‘(or such shorter pe-
riod as the State may elect)’’ after ‘‘3’’. 

(d) APPLICATION OF NOTICE OF ELIGIBILITY 
TO ALL FAMILIES LEAVING WELFARE.—Sec-
tion 1925(a) (42 U.S.C. 1396r–6(a)), as amended 
by subsection (b)(1), is amended by adding at 
the end the following new paragraph: 

‘‘(6) NOTICE OF ELIGIBILITY FOR MEDICAL AS-
SISTANCE TO ALL FAMILIES LEAVING TANF.— 
Each State shall notify each family which 
was receiving assistance under the State pro-
gram funded under part A of title IV and 
which is no longer eligible for such assist-
ance, of the potential eligibility of the fam-
ily and any individual members of such fam-
ily for medical assistance under this title or 
child health assistance under title XXI. Such 
notice shall include a statement that the 
family does not have to be receiving assist-
ance under the State program funded under 
part A of title IV in order to be eligible for 
such medical assistance or child health as-
sistance.’’. 

(e) ENROLLMENT DATA.—Section 1925 (42 
U.S.C. 1396r–6), as amended by subsection 

(c)(2)(B), is amended by adding at the end the 
following new subsection: 

‘‘(g) ENROLLMENT DATA.—The Secretary 
annually shall obtain from each State with a 
State plan approved under this title enroll-
ment data regarding— 

‘‘(1) the number of adults and children 
who— 

‘‘(A) receive medical assistance under this 
title based on eligibility under section 1931; 

‘‘(B) at the time they were first determined 
to be eligible for such medical assistance, 
also received cash assistance under the State 
program funded under part A of title IV; and 

‘‘(C) subsequently ceased to receive assist-
ance under such State program due to in-
creased earnings or increased child support 
income; 

‘‘(2) the percentage of the adults and chil-
dren described in paragraph (1) who receive 
transitional medical assistance under this 
section or otherwise remain enrolled in the 
program under this title; and 

‘‘(3) the percentage of such adults and chil-
dren that receive such transitional medical 
assistance for more than 6 months or that re-
main enrolled in the program under this title 
for more than 6 months after such adults or 
children ceased to receive assistance under 
the State program funded under part A of 
title IV.’’. 

(f) EFFECTIVE DATE.—The amendments 
made by this section take effect on October 
1, 2000. 
SEC. 703. APPLICATION OF SIMPLIFIED SCHIP 

PROCEDURES UNDER THE MED-
ICAID PROGRAM. 

(a) COORDINATION WITH MEDICAID.— 
(1) IN GENERAL.—Section 1902(l) (42 U.S.C. 

1396a(l)) is amended— 
(A) in paragraph (3), by inserting ‘‘subject 

to paragraph (5)’’, after ‘‘Notwithstanding 
subsection (a)(17),’’; and 

(B) by adding at the end the following new 
paragraph: 

‘‘(5) With respect to determining the eligi-
bility of individuals under 19 years of age for 
medical assistance under subsection 
(a)(10)(A)(i)(IV), (a)(10)(A)(i)(VI), 
(a)(10)(A)(i)(VII), (a)(10)(A)(ii)(IX), or 
(a)(10)(A)(ii)(XIV), notwithstanding any 
other provision of this title, if the State has 
established a State child health plan under 
title XXI, or expanded coverage beyond the 
income eligibility standards required for 
such individuals under this title under a 
waiver granted under section 1115— 

‘‘(A) the State may not apply a resource 
standard if the State does not apply such a 
standard under such child health plan or sec-
tion 1115 waiver with respect to such individ-
uals; 

‘‘(B) the State shall use the same sim-
plified eligibility form (including, if applica-
ble, permitting application other than in 
person) as the State uses under such State 
child health plan or section 1115 waiver with 
respect to such individuals; 

‘‘(C) the State shall provide for initial eli-
gibility determinations and redetermina-
tions of eligibility using the same 
verification policies, forms, and frequency as 
the State uses for such purposes under such 
State child health plan or section 1115 waiver 
with respect to such individuals; and 

‘‘(D) the State shall not require a face-to- 
face interview for purposes of initial eligi-
bility determinations and redeterminations 
unless the State required such an interview 
for such purposes under such child health 
plan or section 1115 waiver with respect to 
such individuals.’’. 

(2) EFFECTIVE DATE.—The amendments 
made by paragraph (1) take effect on October 

1, 2000, and apply to eligibility determina-
tions and redeterminations made on or after 
such date. 

(b) AUTOMATIC REASSESSMENT OF ELIGI-
BILITY FOR TITLE XXI AND MEDICAID BENE-
FITS FOR CHILDREN LOSING MEDICAID OR TITLE 
XXI ELIGIBILITY.— 

(1) LOSS OF MEDICAID ELIGIBILITY.—Section 
1902(a) of the Social Security Act (42 U.S.C. 
1396a(a)) is amended— 

(A) by striking the period at the end of 
paragraph (65) and inserting ‘‘; and’’, and 

(B) by inserting after paragraph (65) the 
following new paragraph: 

‘‘(66) provide, by not later than the first 
day of the first month that begins more than 
1 year after the date of the enactment of this 
paragraph and in the case of a State with a 
State child health plan under title XXI, that 
before medical assistance to a child (or a 
parent of a child) is discontinued under this 
title, a determination of whether the child 
(or parent) is eligible for benefits under title 
XXI shall be made and, if determined to be 
so eligible, the child (or parent) shall be 
automatically enrolled in the program under 
such title without the need for a new appli-
cation and without being asked to provide 
any information that is already available to 
the State.’’. 

(2) LOSS OF TITLE XXI ELIGIBILITY.—Section 
2102(b)(3) (42 U.S.C. 1397bb(b)(3)) is amended 
by redesignating subparagraphs (D) and (E) 
as subparagraphs (E) and (F), respectively, 
and by inserting after subparagraph (C) the 
following new subparagraph: 

‘‘(D) that before health assistance to a 
child (or a parent of a child) is discontinued 
under this title, a determination of whether 
the child (or parent) is eligible for benefits 
under title XIX is made and, if determined to 
be so eligible, the child (or parent) is auto-
matically enrolled in the program under 
such title without the need for a new appli-
cation and without being asked to provide 
any information that is already available to 
the State;’’. 

(3) EFFECTIVE DATE.—The amendments 
made by paragraphs (1) and (2) apply to indi-
viduals who lose eligibility under the med-
icaid program under title XIX, or under a 
State child health insurance plan under title 
XXI, respectively, of the Social Security Act 
(42 U.S.C. 1396 et seq.; 1397aa et seq.) on or 
after the date that is 60 days after the date 
of the enactment of this Act. 
SEC. 704. PRESUMPTIVE ELIGIBILITY. 

(a) ADDITIONAL ENTITIES QUALIFIED TO DE-
TERMINE PRESUMPTIVE ELIGIBILITY FOR LOW- 
INCOME CHILDREN.— 

(1) MEDICAID.—Section 1920A(b)(3)(A)(i) (42 
U.S.C. 1396r–1a(b)(3)(A)(i)) is amended— 

(A) by striking ‘‘or (II)’’ and inserting ‘‘, 
(II)’’; and 

(B) by inserting ‘‘eligibility of a child for 
medical assistance under the State plan 
under this title, or eligibility of a child for 
child health assistance under the program 
funded under title XXI, (III) is an elementary 
school or secondary school, as such terms 
are defined in section 14101 of the Elemen-
tary and Secondary Education Act of 1965 (20 
U.S.C. 8801), an elementary or secondary 
school operated or supported by the Bureau 
of Indian Affairs, a State child support en-
forcement agency, a child care resource and 
referral agency, an organization that is pro-
viding emergency food and shelter under a 
grant under the Stewart B. McKinney Home-
less Assistance Act, or a State office or enti-
ty involved in enrollment in the program 
under this title, under part A of title IV, 
under title XXI, or that determines eligi-
bility for any assistance or benefits provided 
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under any program of public or assisted 
housing that receives Federal funds, includ-
ing the program under section 8 or any other 
section of the United States Housing Act of 
1937 (42 U.S.C. 1437 et seq.), or (IV) any other 
entity the State so deems, as approved by 
the Secretary’’ before the semicolon. 

(2) APPLICATION UNDER SCHIP.— 
(A) IN GENERAL.—Section 2107(e)(1) (42 

U.S.C. 1397gg(e)(1)) is amended by adding at 
the end the following new subparagraph: 

‘‘(D) Section 1920A (relating to presump-
tive eligibility).’’. 

(B) EXCEPTION FROM LIMITATION ON ADMINIS-
TRATIVE EXPENSES.—Section 2105(c)(2) (42 
U.S.C. 1397ee(c)(2)) is amended by adding at 
the end the following new subparagraph: 

‘‘(C) EXCEPTION FOR PRESUMPTIVE ELIGI-
BILITY EXPENDITURES.—The limitation under 
subparagraph (A) on expenditures shall not 
apply to expenditures attributable to the ap-
plication of section 1920A (pursuant to sec-
tion 2107(e)(1)(D)), regardless of whether the 
child is determined to be ineligible for the 
program under this title or title XIX.’’. 

(3) TECHNICAL AMENDMENTS.—Section 1920A 
(42 U.S.C. 1396r–1a) is amended— 

(A) in subsection (b)(3)(A)(ii), by striking 
‘‘paragraph (1)(A)’’ and inserting ‘‘paragraph 
(2)(A)’’; and 

(B) in subsection (c)(2), in the matter pre-
ceding subparagraph (A), by striking ‘‘sub-
section (b)(1)(A)’’ and inserting ‘‘subsection 
(b)(2)(A)’’. 

(b) ELIMINATION OF SCHIP FUNDING OFFSET 
FOR EXERCISE OF PRESUMPTIVE ELIGIBILITY 
OPTION.— 

(1) IN GENERAL.—Section 2104(d) (42 U.S.C. 
1397dd(d)) is amended by striking ‘‘the sum 
of—’’ and all that follows through ‘‘(2)’’ and 
conforming the margins of all that remains 
accordingly. 

(2) EFFECTIVE DATE.—The amendment 
made by paragraph (1) takes effect October 1, 
2000, and applies to allotments under title 
XXI of the Social Security Act (42 U.S.C. 
1397aa et seq.) for fiscal year 2001 and each 
succeeding fiscal year thereafter. 
SEC. 705. IMPROVEMENTS TO THE MATERNAL 

AND CHILD HEALTH SERVICES 
BLOCK GRANT. 

(a) INCREASE IN AUTHORIZATION OF APPRO-
PRIATIONS.—Section 501(a) (42 U.S.C. 701(a)) is 
amended in the matter preceding paragraph 
(1) by striking ‘‘$705,000,000 for fiscal year 
1994’’ and inserting ‘‘$1,000,000,000 for fiscal 
year 2001’’. 

(b) COORDINATION WITH MEDICAID AND 
SCHIP.— 

(1) SCHIP.—Section 505(a)(5)(F) (42 U.S.C. 
705(a)(5)(F)) is amended— 

(A) in clause (ii), by inserting ‘‘and in the 
coordination of the administration of the 
State program under title XXI with the care 
and services available under this title, as re-
quired under subsections (b)(3)(G) and (c)(2) 
of section 2102’’ before the comma; and 

(B) in clause (iv), by striking ‘‘and infants 
who are eligible for medical assistance under 
subparagraph (A) or (B) of section 1902(l)(1)’’ 
and inserting ‘‘, infants, and children who 
are eligible for medical assistance under sec-
tion 1902(l)(1), and children who are eligible 
for child health assistance under the State 
program under title XXI’’. 

(2) CONFORMING AMENDMENTS TO SCHIP.— 
Section 2102(b)(3) (42 U.S.C. 1397bb(b)(3)), as 
amended by section 703(b)(2), is amended— 

(A) by striking ‘‘and’’ at the end of sub-
paragraph (E); 

(B) by striking the period at the end of 
subparagraph (F) and inserting ‘‘; and’’; and 

(C) by adding at the end the following new 
subparagraph: 

‘‘(G) that operations and activities under 
this title are developed and implemented in 
consultation and coordination with the pro-
gram operated by the State under title V 
with respect to outreach and enrollment, 
benefits and services, service delivery stand-
ards, public health and social service agency 
relationships, and quality assurance and 
data reporting.’’. 

(c) EFFECTIVE DATE.—The amendments 
made by this section take effect on October 
1, 2000. 
SEC. 706. IMPROVING ACCESS TO MEDICARE 

COST-SHARING ASSISTANCE FOR 
LOW-INCOME BENEFICIARIES. 

(a) INCREASE IN SLMB ELIGIBILITY.— 
(1) IN GENERAL.—Section 1902(a)(10)(E) (42 

U.S.C. 1396a(a)(10)(E)) is amended— 
(A) in clause (iii), by striking ‘‘and 120 per-

cent in 1995’’ and inserting ‘‘, 120 percent in 
1995 through 2000, and 135 percent in 2001’’; 
and 

(B) in clause (iv), by striking ‘‘2002)—’’ and 
all that follows through ‘‘(II) for’’ and insert-
ing ‘‘2002) for’’. 

(2) CONFORMING AMENDMENT.—Section 
1933(c)(2)(A) (42 U.S.C. 1396u–3(c)(2)(A)) is 
amended by striking ‘‘sum of—’’ and all that 
follows through ‘‘(ii) the’’’’. 

(3) EFFECTIVE DATE.—The amendments 
made by this subsection take effect on Janu-
ary 1, 2001, and with respect to the amend-
ment made by paragraph (2), applies to allo-
cations determined under section 1933(c) of 
the Social Security Act (42 U.S.C. 1396u–3(c)) 
for the last 3 quarters of fiscal year 2001 and 
all of fiscal year 2002. 

(b) INDEX OF ASSETS TEST TO INFLATION.— 
Section 1905(p)(1)(C) (42 U.S.C. 1396d(p)(1)(C)) 
is amended by inserting ‘‘, increased (begin-
ning with 2001 and each year thereafter) by 
the percentage increase (if any) in the Con-
sumer Price Index for All Urban Consumers 
(United States city average)’’ before the pe-
riod. 

(c) INCREASED EFFORT TO PROVIDE MEDI-
CARE BENEFICIARIES WITH MEDICARE COST- 
SHARING UNDER THE MEDICAID PROGRAM.— 

(1) IN GENERAL.—Section 1902(a) (42 U.S.C. 
1396a(a)), as amended by section 703(b)(1)(A), 
is amended— 

(A) in paragraph (65), by striking ‘‘and’’ at 
the end; 

(B) in paragraph (66), by striking the pe-
riod and inserting ‘‘; and’’; and 

(C) by inserting after paragraph (66) the 
following new paragraph: 

‘‘(67) provide for the determination of eligi-
bility for medicare cost-sharing (as defined 
in section 1905(p)(3)) for individuals described 
in paragraph (10)(E) and, if eligible for such 
medicare cost-sharing, for the enrollment of 
such individuals at any hospital, clinic, or 
similar entity at which State or local agency 
personnel are stationed for the purpose of de-
termining the eligibility of individuals for 
medical assistance under the State plan or 
providing outreach services to eligible or po-
tentially eligible individuals.’’. 

(2) EFFECTIVE DATE.—The amendments 
made by this paragraph shall take effect on 
the date of enactment of this Act. 

(d) PRESUMPTIVE ELIGIBILITY OF CERTAIN 
LOW-INCOME INDIVIDUALS FOR MEDICARE 
COST-SHARING UNDER THE QMB OR SLMB 
PROGRAM.—Title XIX (42 U.S.C. 1396 et seq.) 
is amended by inserting after section 1920A 
the following new section: 

‘‘PRESUMPTIVE ELIGIBILITY OF CERTAIN LOW- 
INCOME INDIVIDUALS 

‘‘SEC. 1920B. (a) A State plan approved 
under section 1902 shall provide for making 
medical assistance with respect to medicare 
cost-sharing covered under the State plan 

available to a low-income individual on the 
date the low-income individual becomes en-
titled to benefits under part A of title XVIII 
during a presumptive eligibility period. 

‘‘(b) For purposes of this section: 
‘‘(1) The term ‘low-income individual’ 

means an individual who at the age of 65 
years is described— 

‘‘(A) in section 1902(a)(10)(E)(i), or 
‘‘(B) in section 1902(a)(10)(E)(iii). 
‘‘(2) The term ‘medicare cost-sharing’— 
‘‘(A) with respect to an individual de-

scribed in paragraph (1)(A), has the meaning 
given such term in section 1905(p)(3); and 

‘‘(B) with respect to an individual de-
scribed in paragraph (1)(B), has the meaning 
given such term in section 1905(p)(3)(A). 

‘‘(3) The term ‘presumptive eligibility pe-
riod’ means, with respect to a low-income in-
dividual, the period that— 

‘‘(A) begins with the date on which a quali-
fied entity determines, on the basis of pre-
liminary information, that the income and 
resources of the individual do not exceed the 
applicable income and resource level of eligi-
bility under the State plan, and 

‘‘(B) ends with (and includes) the earlier 
of— 

‘‘(i) the day on which a determination is 
made with respect to the eligibility of the 
low-income individual for medical assistance 
for medical cost-sharing under the State 
plan, or 

‘‘(ii) in the case of a low-income individual 
on whose behalf an application is not filed by 
the last day of the month following the 
month during which the entity makes the 
determination referred to in subparagraph 
(A), such last day. 

‘‘(4)(A) Subject to subparagraph (B), the 
term ‘qualified entity’ means any of the fol-
lowing: 

‘‘(i) Qualified individuals within the Social 
Security Administration. 

‘‘(ii) An entity determined by the State 
agency to be capable of making determina-
tions of the type described in paragraph (3). 

‘‘(B) The Secretary may issue regulations 
further limiting those entities that may be-
come qualified entities in order to prevent 
fraud and abuse and for other reasons. 

‘‘(c)(1) The State agency, after consulta-
tion with the Secretary, shall provide quali-
fied entities with— 

‘‘(A) such forms as are necessary for an ap-
plication to be made on behalf of a low-in-
come individual for medical assistance for 
medical cost-sharing under the State plan, 
and 

‘‘(B) information on how to assist low-in-
come individuals and other persons in com-
pleting and filing such forms. 

‘‘(2) A qualified entity that determines 
under subsection (b)(2)(A) that a low-income 
individual is presumptively eligible for med-
ical assistance for medical cost-sharing 
under a State plan shall— 

‘‘(A) notify the State agency of the deter-
mination within 5 working days after the 
date on which the determination is made, 
and 

‘‘(B) inform the low-income individual at 
the time the determination is made that an 
application for medical assistance for med-
ical cost-sharing under the State plan is re-
quired to be made by not later than the last 
day of the month following the month during 
which the determination is made. 

‘‘(3) In the case of a low-income individual 
who is determined by a qualified entity to be 
presumptively eligible for medical assistance 
for medical cost-sharing under a State plan, 
the low-income individual shall make appli-
cation for medical assistance for medical 
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cost-sharing under such plan by not later 
than the last day of the month following the 
month during which the determination is 
made. 

‘‘(d) Notwithstanding any other provision 
of this title, medical assistance for medicare 
cost-sharing that— 

‘‘(1) is furnished to a low-income individual 
during a presumptive eligibility period under 
the State plan; and 

‘‘(2) is included in the services covered by 
a State plan; 
shall be treated as medical assistance pro-
vided by such plan for purposes of section 
1903.’’. 
SEC. 707. BREAST AND CERVICAL CANCER PRE-

VENTION AND TREATMENT. 
(a) COVERAGE AS OPTIONAL CATEGORICALLY 

NEEDY GROUP.— 
(1) IN GENERAL.—Section 1902(a)(10)(A)(ii) 

(42 U.S.C. 1396a(a)(10)(A)(ii)) is amended— 
(A) in subclause (XVI), by striking ‘‘or’’ at 

the end; 
(B) in subclause (XVII), by adding ‘‘or’’ at 

the end; and 
(C) by adding at the end the following: 
‘‘(XVIII) who are described in subsection 

(aa) (relating to certain breast or cervical 
cancer patients);’’. 

(2) GROUP DESCRIBED.—Section 1902 (42 
U.S.C. 1396a) is amended by adding at the end 
the following: 

‘‘(aa) Individuals described in this sub-
section are individuals who— 

‘‘(1) are not described in subsection 
(a)(10)(A)(i); 

‘‘(2) have not attained age 65; 
‘‘(3) have been screened for breast and cer-

vical cancer under the Centers for Disease 
Control and Prevention breast and cervical 
cancer early detection program established 
under title XV of the Public Health Service 
Act (42 U.S.C. 300k et seq.) in accordance 
with the requirements of section 1504 of that 
Act (42 U.S.C. 300n) and need treatment for 
breast or cervical cancer; and 

‘‘(4) are not otherwise covered under cred-
itable coverage, as defined in section 2701(c) 
of the Public Health Service Act (42 U.S.C. 
300gg(c)).’’. 

(3) LIMITATION ON BENEFITS.—Section 
1902(a)(10) (42 U.S.C. 1396a(a)(10)) is amended 
in the matter following subparagraph (G)— 

(A) by striking ‘‘and (XIII)’’ and inserting 
‘‘(XIII)’’; and 

(B) by inserting ‘‘, and (XIV) the medical 
assistance made available to an individual 
described in subsection (aa) who is eligible 
for medical assistance only because of sub-
paragraph (A)(10)(ii)(XVIII) shall be limited 
to medical assistance provided during the pe-
riod in which such an individual requires 
treatment for breast or cervical cancer’’ be-
fore the semicolon. 

(4) CONFORMING AMENDMENTS.—Section 
1905(a) (42 U.S.C. 1396d(a)) is amended in the 
matter preceding paragraph (1)— 

(A) in clause (xi), by striking ‘‘or’’ at the 
end; 

(B) in clause (xii), by adding ‘‘or’’ at the 
end; and 

(C) by inserting after clause (xii) the fol-
lowing: 

‘‘(xiii) individuals described in section 
1902(aa),’’. 

(b) PRESUMPTIVE ELIGIBILITY.— 
(1) IN GENERAL.—Title XIX (42 U.S.C. 1396 

et seq.) is amended by inserting after section 
1920A the following: 

‘‘PRESUMPTIVE ELIGIBILITY FOR CERTAIN 
BREAST OR CERVICAL CANCER PATIENTS 

‘‘SEC. 1920B. (a) STATE OPTION.—A State 
plan approved under section 1902 may pro-
vide for making medical assistance available 

to an individual described in section 1902(aa) 
(relating to certain breast or cervical cancer 
patients) during a presumptive eligibility pe-
riod. 

‘‘(b) DEFINITIONS.—For purposes of this sec-
tion: 

‘‘(1) PRESUMPTIVE ELIGIBILITY PERIOD.—The 
term ‘presumptive eligibility period’ means, 
with respect to an individual described in 
subsection (a), the period that— 

‘‘(A) begins with the date on which a quali-
fied entity determines, on the basis of pre-
liminary information, that the individual is 
described in section 1902(aa); and 

‘‘(B) ends with (and includes) the earlier 
of— 

‘‘(i) the day on which a determination is 
made with respect to the eligibility of such 
individual for services under the State plan; 
or 

‘‘(ii) in the case of such an individual who 
does not file an application by the last day of 
the month following the month during which 
the entity makes the determination referred 
to in subparagraph (A), such last day. 

‘‘(2) QUALIFIED ENTITY.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), the term ‘qualified entity’ means any 
entity that— 

‘‘(i) is eligible for payments under a State 
plan approved under this title; and 

‘‘(ii) is determined by the State agency to 
be capable of making determinations of the 
type described in paragraph (1)(A). 

‘‘(B) REGULATIONS.—The Secretary may 
issue regulations further limiting those enti-
ties that may become qualified entities in 
order to prevent fraud and abuse and for 
other reasons. 

‘‘(C) RULE OF CONSTRUCTION.—Nothing in 
this paragraph shall be construed as pre-
venting a State from limiting the classes of 
entities that may become qualified entities, 
consistent with any limitations imposed 
under subparagraph (B). 

‘‘(c) ADMINISTRATION.— 
‘‘(1) IN GENERAL.—The State agency shall 

provide qualified entities with— 
‘‘(A) such forms as are necessary for an ap-

plication to be made by an individual de-
scribed in subsection (a) for medical assist-
ance under the State plan; and 

‘‘(B) information on how to assist such in-
dividuals in completing and filing such 
forms. 

‘‘(2) NOTIFICATION REQUIREMENTS.—A quali-
fied entity that determines under subsection 
(b)(1)(A) that an individual described in sub-
section (a) is presumptively eligible for med-
ical assistance under a State plan shall— 

‘‘(A) notify the State agency of the deter-
mination within 5 working days after the 
date on which the determination is made; 
and 

‘‘(B) inform such individual at the time the 
determination is made that an application 
for medical assistance under the State plan 
is required to be made by not later than the 
last day of the month following the month 
during which the determination is made. 

‘‘(3) APPLICATION FOR MEDICAL ASSIST-
ANCE.—In the case of an individual described 
in subsection (a) who is determined by a 
qualified entity to be presumptively eligible 
for medical assistance under a State plan, 
the individual shall apply for medical assist-
ance under such plan by not later than the 
last day of the month following the month 
during which the determination is made. 

‘‘(d) PAYMENT.—Notwithstanding any other 
provision of this title, medical assistance 
that— 

‘‘(1) is furnished to an individual described 
in subsection (a)— 

‘‘(A) during a presumptive eligibility pe-
riod; and 

‘‘(B) by a entity that is eligible for pay-
ments under the State plan; and 

‘‘(2) is included in the care and services 
covered by the State plan, 
shall be treated as medical assistance pro-
vided by such plan for purposes of clause (4) 
of the first sentence of section 1905(b).’’. 

(2) CONFORMING AMENDMENTS.— 
(A) Section 1902(a)(47) (42 U.S.C. 

1396a(a)(47)) is amended by inserting before 
the semicolon at the end the following: ‘‘and 
provide for making medical assistance avail-
able to individuals described in subsection 
(a) of section 1920B during a presumptive eli-
gibility period in accordance with such sec-
tion’’. 

(B) Section 1903(u)(1)(D)(v) (42 U.S.C. 
1396b(u)(1)(D)(v)) is amended— 

(i) by striking ‘‘or for’’ and inserting ‘‘, 
for’’; and 

(ii) by inserting before the period the fol-
lowing: ‘‘, or for medical assistance provided 
to an individual described in subsection (a) 
of section 1920B during a presumptive eligi-
bility period under such section’’. 

(c) ENHANCED MATCH.—The first sentence 
of section 1905(b) (42 U.S.C. 1396d(b)) is 
amended— 

(1) by striking ‘‘and’’ before ‘‘(3)’’; and 
(2) by inserting before the period at the end 

the following: ‘‘, and (4) the Federal medical 
assistance percentage shall be equal to the 
enhanced FMAP described in section 2105(b) 
with respect to medical assistance provided 
to individuals who are eligible for such as-
sistance only on the basis of section 
1902(a)(10)(A)(ii)(XVIII)’’. 

(d) EFFECTIVE DATE.—The amendments 
made by this section apply to medical assist-
ance for items and services furnished on or 
after October 1, 2000, without regard to 
whether final regulations to carry out such 
amendments have been promulgated by such 
date. 

TITLE VIII—OTHER PROVISIONS 
SEC. 801. APPROPRIATIONS FOR RICKY RAY HE-

MOPHILIA RELIEF FUND. 
Section 101(e) of the Ricky Ray Hemophilia 

Relief Fund Act of 1998 (42 U.S.C. 300c–22 
note) is amended by adding at the end the 
following: ‘‘There is appropriated to the 
Fund $475,000,000 for fiscal year 2001, to re-
main available until expended.’’. 
SEC. 802. INCREASE IN APPROPRIATIONS FOR 

SPECIAL DIABETES PROGRAMS FOR 
CHILDREN WITH TYPE I DIABETES 
AND INDIANS. 

(a) SPECIAL DIABETES PROGRAMS FOR CHIL-
DREN WITH TYPE I DIABETES.—Section 
330B(b) of the Public Health Service Act (42 
U.S.C. 254c–2(b)) is amended— 

(1) by striking ‘‘Notwithstanding’’ and in-
serting the following: 

‘‘(1) TRANSFERRED FUNDS.—Notwith-
standing’’; and 

(2) by adding at the end the following: 
‘‘(2) APPROPRIATIONS.—For the purpose of 

making grants under this section, there are 
appropriated, out of any money in the Treas-
ury not otherwise appropriated— 

‘‘(A) $70,000,000 for each of fiscal years 2001 
and 2002 (which shall be combined with 
amounts transferred under paragraph (1) for 
each such fiscal years); and 

‘‘(B) $100,000,000 for each of fiscal years 2003 
through 2005.’’. 

(b) SPECIAL DIABETES PROGRAMS FOR INDI-
ANS.—Section 330C(c) of the Public Health 
Service Act (42 U.S.C. 254c–3(c)) is amended— 

(1) by striking ‘‘Notwithstanding’’ and in-
serting the following: 

‘‘(1) TRANSFERRED FUNDS.—Notwith-
standing’’; 
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(2) by adding at the end the following: 
‘‘(2) APPROPRIATIONS.—For the purpose of 

making grants under this section, there are 
appropriated, out of any money in the Treas-
ury not otherwise appropriated— 

‘‘(A) $70,000,000 for each of fiscal years 2001 
and 2002 (which shall be combined with 
amounts transferred under paragraph (1) for 
each such fiscal years); and 

‘‘(B) $100,000,000 for each of fiscal years 2003 
through 2005.’’. 
SEC. 803. DEMONSTRATION GRANTS TO IMPROVE 

OUTREACH, ENROLLMENT, AND CO-
ORDINATION OF PROGRAMS AND 
SERVICES TO HOMELESS INDIVID-
UALS AND FAMILIES. 

(a) AUTHORITY.—The Secretary of Health 
and Human Services may award demonstra-
tion grants to not more than 7 States (or 
other qualified entities) to conduct innova-
tive programs that are designed to improve 
outreach to homeless individuals and fami-
lies under the programs described in sub-
section (b) with respect to enrollment of 
such individuals and families under such pro-
grams and the provision of services (and co-
ordinating the provision of such services) 
under such programs. 

(b) PROGRAMS FOR HOMELESS DESCRIBED.— 
The programs described in this subsection 
are as follows: 

(1) MEDICAID.—The program under title 
XIX of the Social Security Act (42 U.S.C. 1396 
et seq.). 

(2) SCHIP.—The program under title XXI 
of such Act (42 U.S.C. 1397aa et seq.). 

(3) TANF.—The program under part of A of 
title IV of such Act (42 U.S.C. 601 et seq.). 

(4) MATERNAL AND CHILD HEALTH BLOCK 
GRANTS.—The program under title V of the 
Social Security Act (42 U.S.C. 701 et seq.). 

(5) MENTAL HEALTH AND SUBSTANCE ABUSE 
BLOCK GRANTS.—The program under part B of 
title XIX of the Public Health Service Act 
(42 U.S.C. 300x–1 et seq.). 

(6) HIV/AIDS CARE GRANTS.—The program 
under part B of title XXVI of the Public 
Health Service Act (42 U.S.C. 300ff–21 et seq.). 

(7) FOOD STAMP PROGRAM.—The program 
under the Food Stamp Act of 1977 (7 U.S.C. 
2011 et seq.). 

(8) WORKFORCE INVESTMENT ACT.—The pro-
gram under the Workforce Investment Act of 
1999 (29 U.S.C. 2801 et seq.). 

(9) WELFARE-TO-WORK.—The welfare-to- 
work program under section 403(a)(5) of the 
Social Security Act (42 U.S.C. 603(a)(5)). 

(10) OTHER PROGRAMS.—Other public and 
private benefit programs that serve low-in-
come individuals. 

(c) APPROPRIATIONS.—For the purposes of 
carrying out this section, there are appro-
priated, out of any funds in the Treasury not 
otherwise appropriated, $10,000,000, to remain 
available until expended. 
SEC. 804. PROTECTION OF AN HMO ENROLLEE TO 

RECEIVE CONTINUING CARE AT A 
FACILITY SELECTED BY THE EN-
ROLLEE. 

(a) AMENDMENTS TO THE EMPLOYEE RETIRE-
MENT INCOME SECURITY ACT OF 1974.— 

(1) IN GENERAL.—Subpart B of part 7 of sub-
title B of title I of the Employee Retirement 
Income Security Act of 1974 (29 U.S.C. 1185 et 
seq.) is amended by adding at the end the fol-
lowing new section: 
‘‘SEC. 714. ENSURING CHOICE FOR CONTINUING 

CARE. 
‘‘(a) IN GENERAL.—With respect to health 

insurance coverage provided to participants 
or beneficiaries through a managed care or-
ganization under a group health plan, or 
through a health insurance issuer providing 
health insurance coverage in connection 
with a group health plan, such plan or issuer 

may not deny coverage for services provided 
to such participant or beneficiary by a con-
tinuing care retirement community, skilled 
nursing facility, or other qualified facility in 
which the participant or beneficiary resided 
prior to a hospitalization, regardless of 
whether such organization is under contract 
with such community or facility if the re-
quirements described in subsection (b) are 
met. 

‘‘(b) REQUIREMENTS.—The requirements of 
this subsection are that— 

‘‘(1) the service involved is a service for 
which the managed care organization in-
volved would be required to provide or pay 
for under its contract with the participant or 
beneficiary if the continuing care retirement 
community, skilled nursing facility, or other 
qualified facility were under contract with 
the organization; 

‘‘(2) the participant or beneficiary in-
volved— 

‘‘(A) resided in the continuing care retire-
ment community, skilled nursing facility, or 
other qualified facility prior to being hos-
pitalized; 

‘‘(B) had a contractual or other right to re-
turn to the facility after hospitalization; and 

‘‘(C) elects to return to the facility after 
hospitalization, whether or not the residence 
of the participant or beneficiary after re-
turning from the hospital is the same part of 
the facility in which the beneficiary resided 
prior to hospitalization; 

‘‘(3) the continuing care retirement com-
munity, skilled nursing facility, or other 
qualified facility has the capacity to provide 
the services the participant or beneficiary 
needs; and 

‘‘(4) the continuing care retirement com-
munity, skilled nursing facility, or other 
qualified facility is willing to accept sub-
stantially similar payment under the same 
terms and conditions that apply to similarly 
situated health care facility providers under 
contract with the organization involved. 

‘‘(c) SERVICES TO PREVENT HOSPITALIZA-
TION.—A group health plan or health insur-
ance issuer to which this section applies may 
not deny payment for a skilled nursing serv-
ice provided to a participant or beneficiary 
by a continuing care retirement community, 
skilled nursing facility, or other qualified fa-
cility in which the participant or beneficiary 
resides, without a preceding hospital stay, 
regardless of whether the organization is 
under contract with such community or fa-
cility, if— 

‘‘(1) the plan or issuer has determined that 
the service is necessary to prevent the hos-
pitalization of the participant or beneficiary; 
and 

‘‘(2) the service to prevent hospitalization 
is provided as an additional benefit as de-
scribed in section 417.594 of title 42, Code of 
Federal Regulations, and would otherwise be 
covered as provided for in subsection (b)(1). 

‘‘(d) RIGHTS OF SPOUSES.—A group health 
plan or health insurance issuer to which this 
section applies shall not deny payment for 
services provided by a skilled nursing facil-
ity for the care of a participant or bene-
ficiary, regardless of whether the plan or 
issuer is under contract with such facility, if 
the spouse of the participant or beneficiary 
is already a resident of such facility and the 
requirements described in subsection (b) are 
met. 

‘‘(e) EXCEPTIONS.—Subsection (a) shall not 
apply— 

‘‘(1) where the attending acute care pro-
vider and the participant or beneficiary (or a 
designated representative of the participant 
or beneficiary where the participant or bene-

ficiary is physically or mentally incapable of 
making an election under this paragraph) do 
not elect to pursue a course of treatment ne-
cessitating continuing care; or 

‘‘(2) unless the community or facility in-
volved— 

‘‘(A) meets all applicable licensing and cer-
tification requirements of the State in which 
it is located; and 

‘‘(B) agrees to reimbursement for the care 
of the participant or beneficiary at a rate 
similar to the rate negotiated by the man-
aged care organization with similar pro-
viders of care for similar services. 

‘‘(f) PROHIBITIONS.—A group health plan 
and a health insurance issuer providing 
health insurance coverage in connection 
with a group health plan may not— 

‘‘(1) deny to an individual eligibility, or 
continued eligibility, to enroll or to renew 
coverage with a managed care organization 
under the plan, solely for the purpose of 
avoiding the requirements of this section; 

‘‘(2) provide monetary payments or rebates 
to enrollees to encourage such enrollees to 
accept less than the minimum protections 
available under this section; 

‘‘(3) penalize or otherwise reduce or limit 
the reimbursement of an attending physician 
because such physician provided care to a 
participant or beneficiary in accordance 
with this section; or 

‘‘(4) provide incentives (monetary or other-
wise) to an attending physician to induce 
such physician to provide care to a partici-
pant or beneficiary in a manner inconsistent 
with this section. 

‘‘(g) RULES OF CONSTRUCTION.— 
‘‘(1) HMO NOT OFFERING BENEFITS.—This 

section shall not apply with respect to any 
managed care organization under a group 
health plan, or through a health insurance 
issuer providing health insurance coverage 
in connection with a group health plan, that 
does not provide benefits for stays in a con-
tinuing care retirement community, skilled 
nursing facility, or other qualified facility. 

‘‘(2) COST-SHARING.—Nothing in this sec-
tion shall be construed as preventing a man-
aged care organization under a group health 
plan, or through a health insurance issuer 
providing health insurance coverage in con-
nection with a group health plan, from im-
posing deductibles, coinsurance, or other 
cost-sharing in relation to benefits for care 
in a continuing care facility. 

‘‘(h) PREEMPTION; EXCEPTION FOR HEALTH 
INSURANCE COVERAGE IN CERTAIN STATES.— 

‘‘(1) IN GENERAL.—The requirements of this 
section shall not apply with respect to 
health insurance coverage to the extent that 
a State law (as defined in section 2723(d)(1) of 
the Public Health Service Act) applies to 
such coverage and is described in any of the 
following subparagraphs: 

‘‘(A) Such State law requires such coverage 
to provide for referral to a continuing care 
retirement community, skilled nursing facil-
ity, or other qualified facility in a manner 
that is more protective of participants or 
beneficiaries than the provisions of this sec-
tion. 

‘‘(B) Such State law expands the range of 
services or facilities covered under this sec-
tion and is otherwise more protective of the 
rights of participants or beneficiaries than 
the provisions of this section. 

‘‘(2) CONSTRUCTION.—Section 731(a)(1) shall 
not be construed to provide that any require-
ment of this section applies with respect to 
health insurance coverage, to the extent 
that a State law described in paragraph (1) 
applies to such coverage. 

‘‘(i) PENALTIES.—A participant or bene-
ficiary may enforce the provisions of this 
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section in an appropriate Federal district 
court. An action for injunctive relief or dam-
ages may be commenced on behalf of the par-
ticipant or beneficiary by the participant’s 
or beneficiary’s legal representative. The 
court may award reasonable attorneys’ fees 
to the prevailing party. If a beneficiary dies 
before conclusion of an action under this sec-
tion, the action may be maintained by a rep-
resentative of the participant’s or bene-
ficiary’s estate. 

‘‘(j) DEFINITIONS.—In this section: 
‘‘(1) ATTENDING ACUTE CARE PROVIDER.—The 

term ‘attending acute care provider’ means 
anyone licensed or certified under State law 
to provide health care services who is oper-
ating within the scope of such license and 
who is primarily responsible for the care of 
the enrollee. 

‘‘(2) CONTINUING CARE RETIREMENT COMMU-
NITY.—The term ‘continuing care retirement 
community’ means an organization that pro-
vides or arranges for the provision of housing 
and health-related services to an older per-
son under an agreement effective for the life 
of the person or for a specified period greater 
than 1 year. 

‘‘(3) MANAGED CARE ORGANIZATION.—The 
term ‘managed care organization’ means an 
organization that provides comprehensive 
health services to participants or bene-
ficiaries, directly or under contract or other 
agreement, on a prepayment basis to such 
individuals. For purposes of this section, the 
following shall be considered as managed 
care organizations: 

‘‘(A) A Medicare+Choice plan authorized 
under section 1851(a) of the Social Security 
Act (42 U.S.C. 1395w–21(a)). 

‘‘(B) Any other entity that manages the 
cost, utilization, and delivery of health care 
through the use of predetermined periodic 
payments to health care providers employed 
by or under contract or other agreement, di-
rectly or indirectly, with the entity. 

‘‘(4) OTHER QUALIFIED FACILITY.—The term 
‘other qualified facility’ means any facility 
that can provide the services required by the 
participant or beneficiary consistent with 
State and Federal law. 

‘‘(5) SKILLED NURSING FACILITY.—The term 
‘skilled nursing facility’ means a facility 
that meets the requirements of section 1819 
of the Social Security Act (42 U.S.C. 1395i– 
3).’’. 

(2) CLERICAL AMENDMENT.—The table of 
contents in section 1 of the Employee Retire-
ment Income Security Act of 1974 is amended 
by inserting after the items relating to sub-
part B of part 7 of subtitle B of title I the fol-
lowing new item: 
‘‘Sec. 714. Ensuring choice for continuing 

care.’’. 
(3) EFFECTIVE DATE.—The amendments 

made by this section shall apply with respect 
to plan years beginning on or after January 
1, 2001. 

(b) AMENDMENT TO THE PUBLIC HEALTH 
SERVICE ACT RELATING TO THE GROUP MAR-
KET.— 

(1) IN GENERAL.—Subpart 2 of part A of 
title XXVII of the Public Health Service Act 
(42 U.S.C. 300gg–4 et seq.) is amended by add-
ing at the end the following new section: 
‘‘SEC. 2707. ENSURING CHOICE FOR CONTINUING 

CARE. 
‘‘(a) IN GENERAL.—With respect to health 

insurance coverage provided to enrollees 
through a managed care organization under 
a group health plan, or through a health in-
surance issuer providing health insurance 
coverage in connection with a group health 
plan, such plan or issuer may not deny cov-
erage for services provided to such enrollee 

by a continuing care retirement community, 
skilled nursing facility, or other qualified fa-
cility in which the enrollee resided prior to 
a hospitalization, regardless of whether such 
organization is under contract with such 
community or facility if the requirements 
described in subsection (b) are met. 

‘‘(b) REQUIREMENTS.—The requirements of 
this subsection are that— 

‘‘(1) the service involved is a service for 
which the managed care organization in-
volved would be required to provide or pay 
for under its contract with the enrollee if the 
continuing care retirement community, 
skilled nursing facility, or other qualified fa-
cility were under contract with the organiza-
tion; 

‘‘(2) the enrollee involved— 
‘‘(A) resided in the continuing care retire-

ment community, skilled nursing facility, or 
other qualified facility prior to being hos-
pitalized; 

‘‘(B) had a contractual or other right to re-
turn to the facility after hospitalization; and 

‘‘(C) elects to return to the facility after 
hospitalization, whether or not the residence 
of the enrollee after returning from the hos-
pital is the same part of the facility in which 
the beneficiary resided prior to hospitaliza-
tion; 

‘‘(3) the continuing care retirement com-
munity, skilled nursing facility, or other 
qualified facility has the capacity to provide 
the services the enrollee needs; and 

‘‘(4) the continuing care retirement com-
munity, skilled nursing facility, or other 
qualified facility is willing to accept sub-
stantially similar payment under the same 
terms and conditions that apply to similarly 
situated health care facility providers under 
contract with the organization involved. 

‘‘(c) SERVICES TO PREVENT HOSPITALIZA-
TION.—A group health plan or health insur-
ance issuer to which this section applies may 
not deny payment for a skilled nursing serv-
ice provided to an enrollee by a continuing 
care retirement community, skilled nursing 
facility, or other qualified facility in which 
the enrollee resides, without a preceding hos-
pital stay, regardless of whether the plan or 
issuer is under contract with such commu-
nity or facility, if— 

‘‘(1) the plan or issuer has determined that 
the service is necessary to prevent the hos-
pitalization of the enrollee; and 

‘‘(2) the service to prevent hospitalization 
is provided as an additional benefit as de-
scribed in section 417.594 of title 42, Code of 
Federal Regulations, and would be covered 
as provided for in subsection (b)(1). 

‘‘(d) RIGHTS OF SPOUSES.—A group health 
plan or health insurance issuer to which this 
section applies shall not deny payment for 
services provided by a skilled nursing facil-
ity for the care of an enrollee, regardless of 
whether the plan or issuer is under contract 
with such facility, if the spouse of the en-
rollee is already a resident of such facility 
and the requirements described in subsection 
(b) are met. 

‘‘(e) EXCEPTIONS.—Subsection (a) shall not 
apply— 

‘‘(1) where the attending acute care pro-
vider and the enrollee (or a designated rep-
resentative of the enrollee where the en-
rollee is physically or mentally incapable of 
making an election under this paragraph) do 
not elect to pursue a course of treatment ne-
cessitating continuing care; or 

‘‘(2) unless the community or facility in-
volved— 

‘‘(A) meets all applicable licensing and cer-
tification requirements of the State in which 
it is located; and 

‘‘(B) agrees to reimbursement for the care 
of the enrollee at a rate similar to the rate 
negotiated by the managed care organization 
with similar providers of care for similar 
services. 

‘‘(f) PROHIBITIONS.—A group health plan 
and a health insurance issuer providing 
health insurance coverage in connection 
with a group health plan may not— 

‘‘(1) deny to an individual eligibility, or 
continued eligibility, to enroll or to renew 
coverage with a managed care organization 
under the plan, solely for the purpose of 
avoiding the requirements of this section; 

‘‘(2) provide monetary payments or rebates 
to enrollees to encourage such enrollees to 
accept less than the minimum protections 
available under this section; 

‘‘(3) penalize or otherwise reduce or limit 
the reimbursement of an attending physician 
because such physician provided care to an 
enrollee in accordance with this section; or 

‘‘(4) provide incentives (monetary or other-
wise) to an attending physician to induce 
such physician to provide care to an enrollee 
in a manner inconsistent with this section. 

‘‘(g) RULES OF CONSTRUCTION.— 
‘‘(1) HMO NOT OFFERING BENEFITS.—This 

section shall not apply with respect to any 
managed care organization under a group 
health plan, or through a health insurance 
issuer providing health insurance coverage 
in connection with a group health plan, that 
does not provide benefits for stays in a con-
tinuing care retirement community, skilled 
nursing facility, or other qualified facility. 

‘‘(2) COST-SHARING.—Nothing in this sec-
tion shall be construed as preventing a man-
aged care organization under a group health 
plan, or through a health insurance issuer 
providing health insurance coverage in con-
nection with a group health plan, from im-
posing deductibles, coinsurance, or other 
cost-sharing in relation to benefits for care 
in a continuing care facility. 

‘‘(h) PREEMPTION; EXCEPTION FOR HEALTH 
INSURANCE COVERAGE IN CERTAIN STATES.— 

‘‘(1) IN GENERAL.—The requirements of this 
section shall not apply with respect to 
health insurance coverage to the extent that 
a State law (as defined in section 2723(d)(1)) 
applies to such coverage and is described in 
any of the following subparagraphs: 

‘‘(A) Such State law requires such coverage 
to provide for referral to a continuing care 
retirement community, skilled nursing facil-
ity, or other qualified facility in a manner 
that is more protective of the enrollee than 
the provisions of this section. 

‘‘(B) Such State law expands the range of 
services or facilities covered under this sec-
tion and is otherwise more protective of en-
rollee rights than the provisions of this sec-
tion. 

‘‘(2) CONSTRUCTION.—Section 2723(a)(1) shall 
not be construed to provide that any require-
ment of this section applies with respect to 
health insurance coverage, to the extent 
that a State law described in paragraph (1) 
applies to such coverage. 

‘‘(i) PENALTIES.—An enrollee may enforce 
the provisions of this section in an appro-
priate Federal district court. An action for 
injunctive relief or damages may be com-
menced on behalf of the enrollee by the en-
rollee’s legal representative. The court may 
award reasonable attorneys’ fees to the pre-
vailing party. If a beneficiary dies before 
conclusion of an action under this section, 
the action may be maintained by a rep-
resentative of the enrollee’s estate. 

‘‘(j) DEFINITIONS.—In this section: 
‘‘(1) ATTENDING ACUTE CARE PROVIDER.—The 

term ‘attending acute care provider’ means 

VerDate Aug 04 2004 01:33 Dec 17, 2004 Jkt 039102 PO 00000 Frm 00080 Fmt 0686 Sfmt 0634 E:\BR00\S20SE0.002 S20SE0



CONGRESSIONAL RECORD—SENATE 18749 September 20, 2000 
anyone licensed or certified under State law 
to provide health care services who is oper-
ating within the scope of such license and 
who is primarily responsible for the care of 
the enrollee. 

‘‘(2) CONTINUING CARE RETIREMENT COMMU-
NITY.—The term ‘continuing care retirement 
community’ means an organization that pro-
vides or arranges for the provision of housing 
and health-related services to an older per-
son under an agreement effective for the life 
of the person or for a specified period greater 
than 1 year. 

‘‘(3) MANAGED CARE ORGANIZATION.—The 
term ‘managed care organization’ means an 
organization that provides comprehensive 
health services to enrollees, directly or 
under contract or other agreement, on a pre-
payment basis to such individuals. For pur-
poses of this section, the following shall be 
considered as managed care organizations: 

‘‘(A) A Medicare+Choice plan authorized 
under section 1851(a) of the Social Security 
Act (42 U.S.C. 1395w–21(a)). 

‘‘(B) Any other entity that manages the 
cost, utilization, and delivery of health care 
through the use of predetermined periodic 
payments to health care providers employed 
by or under contract or other agreement, di-
rectly or indirectly, with the entity. 

‘‘(4) OTHER QUALIFIED FACILITY.—The term 
‘other qualified facility’ means any facility 
that can provide the services required by the 
enrollee consistent with State and Federal 
law. 

‘‘(5) SKILLED NURSING FACILITY.—The term 
‘skilled nursing facility’ means a facility 
that meets the requirements of section 1819 
of the Social Security Act (42 U.S.C. 1395i– 
3).’’. 

(2) EFFECTIVE DATE.—The amendment 
made by this section shall apply with respect 
to group health plans for plan years begin-
ning on or after January 1, 2001. 

(c) AMENDMENTS TO THE PUBLIC HEALTH 
SERVICE ACT RELATING TO THE INDIVIDUAL 
MARKET.— 

(1) IN GENERAL.—The first subpart 3 of part 
B of title XXVII of the Public Health Service 
Act (42 U.S.C. 300gg–51 et seq.) (relating to 
other requirements) is amended— 

(A) by redesignating such subpart as sub-
part 2; and 

(B) by adding at the end the following new 
section: 
‘‘SEC. 2753. ENSURING CHOICE FOR CONTINUING 

CARE. 
‘‘The provisions of section 2707 shall apply 

to health maintenance organization cov-
erage offered by a health insurance issuer in 
the individual market in the same manner as 
they apply to such coverage offered by a 
health insurance issuer in connection with a 
group health plan in the small or large group 
market.’’. 

(2) EFFECTIVE DATE.—The amendment 
made by this section shall apply with respect 
to health insurance coverage offered, sold, 
issued, renewed, in effect, or operated in the 
individual market on or after January 1, 
2001. 
SEC. 805. GRANTS TO DEVELOP AND ESTABLISH 

REAL CHOICE SYSTEMS CHANGE INI-
TIATIVES. 

(a) ESTABLISHMENT.— 
(1) IN GENERAL.—The Secretary of Health 

and Human Services (in this section referred 
to as the ‘‘Secretary’’) shall award grants de-
scribed in subsection (b) to States to support 
real choice systems change initiatives that 
establish specific action steps and specific 
timetables to achieve enduring system im-
provements and to provide consumer-respon-
sive long-term services and supports to eligi-

ble individuals in the most integrated set-
ting appropriate based on the unique 
strengths and needs of the individual, the 
priorities and concerns of the individual (or, 
as appropriate, the individual’s representa-
tive), and the individual’s desires with re-
gard to participation in community life. 

(2) ELIGIBILITY.—To be eligible for a grant 
under this section, a State shall— 

(A) establish a Consumer Task Force in ac-
cordance with subsection (d); and 

(B) submit an application at such time, in 
such manner, and containing such informa-
tion as the Secretary may determine. The 
application shall be jointly developed and 
signed by the designated State official and 
the chairperson of such Task Force, acting 
on behalf of and at the direction of the Task 
Force. 

(3) DEFINITION OF STATE.—In this section, 
the term ‘‘State’’ means each of the 50 
States, the District of Columbia, Puerto 
Rico, Guam, the United States Virgin Is-
lands, American Samoa, and the Common-
wealth of the Northern Mariana Islands. 

(b) GRANTS FOR REAL CHOICE SYSTEMS 
CHANGE INITIATIVES.— 

(1) IN GENERAL.—From funds appropriated 
under subsection (f), the Secretary shall 
award grants to States to— 

(A) support the establishment, implemen-
tation, and operation of the State real choice 
systems change initiatives described in sub-
section (a); and 

(B) conduct outreach campaigns regarding 
the existence of such initiatives. 

(2) DETERMINATION OF AWARDS; STATE AL-
LOTMENTS.—The Secretary shall develop a 
formula for the distribution of funds to 
States for each fiscal year under subsection 
(a). Such formula shall give preference to 
States that have a higher need for assist-
ance, as determined by the Secretary, based 
on indicators such as a relatively higher pro-
portion of long-term services and supports 
furnished to individuals in an institutional 
setting but who have a plan described in an 
application submitted under subsection 
(a)(2). 

(c) AUTHORIZED ACTIVITIES.—A State that 
receives a grant under this section shall use 
the funds made available through the grant 
to accomplish the purposes described in sub-
section (a) and, in accomplishing such pur-
poses, may carry out any of the following 
systems change activities: 

(1) NEEDS ASSESSMENT AND DATA GATH-
ERING.—The State may use funds to conduct 
a statewide needs assessment that may be 
based on data in existence on the date on 
which the assessment is initiated and may 
include information about the number of in-
dividuals within the State who are receiving 
long-term services and supports in unneces-
sarily segregated settings, the nature and ex-
tent to which current programs respond to 
the preferences of individuals with disabil-
ities to receive services in home and commu-
nity-based settings as well as in institu-
tional settings, and the expected change in 
demand for services provided in home and 
community settings as well as institutional 
settings. 

(2) INSTITUTIONAL BIAS: REMEDIES AND PRO-
MOTION OF COMMUNITY PARTICIPATION.—The 
State may use funds to identify, develop, and 
implement strategies for modifying policies, 
practices, and procedures that unnecessarily 
bias the provision of long-term services and 
supports toward institutional settings and 
away from home and community-based set-
tings, including policies, practices, and pro-
cedures governing statewideness, com-
parability in amount, duration, and scope of 

services, financial eligibility, individualized 
functional assessments and screenings (in-
cluding individual and family involvement), 
knowledge about service options, and pro-
motion of self-direction of services and com-
munity-integrated living and service ar-
rangements that facilitate participation in 
community life to the fullest extent possible 
and desired by the individual. 

(3) OVER MEDICALIZATION OF SERVICES.—The 
State may use funds to identify, develop, and 
implement strategies for modifying policies, 
practices, and procedures that unnecessarily 
bias the provision of long-term services and 
supports by health care professionals to the 
extent that quality services and supports can 
be provided by other qualified individuals, 
including policies, practices, and procedures 
governing service authorization, case man-
agement, and service coordination, service 
delivery options, quality controls, and super-
vision and training. 

(4) INTERAGENCY COORDINATION; SINGLE 
POINT OF ENTRY.—The State may support ac-
tivities to identify and coordinate Federal 
and State policies, resources, and services, 
relating to the provision of long-term serv-
ices and supports, including the convening of 
interagency work groups and the entering 
into of interagency agreements that provide 
for a single point of entry with one-stop ac-
cess for long-term support services and the 
design and implementation of a coordinated 
screening and assessment system for all per-
sons eligible for long-term services and sup-
ports. 

(5) TRAINING AND TECHNICAL ASSISTANCE.— 
The State may carry out directly, or may 
provide support to a public or private entity 
to carry out training and technical assist-
ance activities that are provided for individ-
uals with disabilities, and, as appropriate, 
their representatives, attendants, and other 
personnel (including professionals, para-
professionals, volunteers, and other members 
of the community). 

(6) PUBLIC AWARENESS.—The State may 
support a public awareness program that is 
designed to provide information relating to 
the availability of choices available to indi-
viduals with disabilities for receiving long- 
term services and support in the most inte-
grated setting appropriate. 

(7) TRANSITIONAL COSTS.—The State may 
use funds to provide transitional costs such 
as rent and utility deposits, first months’s 
rent and utilities, bedding, basic kitchen 
supplies, and other necessities required for 
an individual to make the transition from an 
institutional facility to a community-based 
home setting where the individual resides. 

(8) TASK FORCE.—The State may use funds 
to support the operation of the Consumer 
Task Force established under subsection (d). 

(9) DEMONSTRATIONS OF NEW APPROACHES.— 
The State may use funds to conduct, on a 
time-limited basis, the demonstration of new 
approaches to accomplishing the purposes 
described in subsection (a)(1). 

(10) IMPROVEMENT IN THE QUALITY OF SERV-
ICES AND SUPPORTS.—The State may use 
funds to improve the quality of services and 
supports provided to individuals with disabil-
ities and their families. 

(11) OTHER ACTIVITIES.—The State may use 
funds for any systems change activities that 
are not described in any of the preceding 
paragraphs of this subsection and that are 
necessary for developing, implementing, or 
evaluating the comprehensive statewide sys-
tem of community-integrated long-term 
services and supports. 

(d) CONSUMER TASK FORCE.— 
(1) ESTABLISHMENT AND DUTIES.—To be eli-

gible to receive a grant under this section, 
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each State shall establish a Consumer Task 
Force (referred to in this section as the 
‘‘Task Force’’) to assist the State in the de-
velopment, implementation, and evaluation 
of real choice systems change initiatives. 

(2) APPOINTMENT.—Members of the Task 
Force shall be appointed by the Chief Execu-
tive Officer of the State in accordance with 
the requirements of paragraph (3), after the 
solicitation of recommendations from rep-
resentatives of organizations representing a 
broad range of individuals with disabilities 
and organizations interested in individuals 
with disabilities. 

(3) COMPOSITION.— 
(A) IN GENERAL.—The Task Force shall rep-

resent a broad range of individuals with dis-
abilities from diverse backgrounds and shall 
include representatives from Developmental 
Disabilities Councils, Mental Health Coun-
cils, State Independent Living Centers and 
Councils, Commissions on Aging, organiza-
tions that provide services to individuals 
with disabilities and consumers of long-term 
services and supports. 

(B) INDIVIDUALS WITH DISABILITIES.—A ma-
jority of the members of the Task Force 
shall be individuals with disabilities or the 
representatives of such individuals. 

(C) LIMITATION.—The Task Force shall not 
include employees of any State agency pro-
viding services to individuals with disabil-
ities other than employees of agencies de-
scribed in the Developmental Disabilities As-
sistance and Bill of Rights Act (42 U.S.C. 6000 
et seq.) or the Protection and Advocacy for 
Mentally Ill Individuals Act of 1986 (42 U.S.C. 
10801 et seq.). 

(e) AVAILABILITY OF FUNDS.— 
(1) FUNDS ALLOTTED TO STATES.—Funds al-

lotted to a State under a grant made under 
this section for a fiscal year shall remain 
available until expended. 

(2) FUNDS NOT ALLOTTED TO STATES.—Funds 
not allotted to States in the fiscal year for 
which they are appropriated shall remain 
available in succeeding fiscal years for allot-
ment by the Secretary using the allotment 
formula established by the Secretary under 
subsection (b)(2). 

(f) ANNUAL REPORT.—A State that receives 
a grant under this section shall submit an 
annual report to the Secretary on the use of 
funds provided under the grant. Each report 
shall include the number and percentage in-
crease in the number of eligible individuals 
in the State who receive long-term services 
and supports in the most integrated setting 
appropriate, including through community 
attendant services and supports and other 
community-based settings. 

(g) FUNDING.— 
(1) FISCAL YEAR 2001.—For the purpose of 

making grants under this section, there are 
appropriated, out of any funds in the Treas-
ury not otherwise appropriated, $50,000,000 
for fiscal year 2001. 

(2) FISCAL YEAR 2002 AND THEREAFTER.— 
There is authorized to be appropriated such 
sums as may be necessary to carry out this 
section for fiscal year 2002 and each fiscal 
year thereafter. 
BALANCED BUDGET REFINEMENT ACT OF 2000— 

SUMMARY 
The Balanced Budget Act (BBA) of 1997 

made some important changes in Medicare 
payment policy and contributed to our cur-
rent period of budget surpluses through sig-
nificant cost savings in Medicare. CBO origi-
nally estimated the Medicare spending cuts 
at $112 billion over 5 years. Some of the poli-
cies enacted in the BBA, however, cut pay-
ments to providers more significantly than 
expected—in some cases more than double 

the expected amount—and threaten the sur-
vival of institutions and services vital to 
seniors and their communities throughout 
the country. 

The Congress addressed some of those un-
intended consequences last year, by enacting 
the Balanced Budget Refinement Act 
(BBRA), which added back $16 billion over 5 
years in payments to various Medicare pro-
viders. 

However, Congress is continuing to hear 
serious concerns from health care providers 
and beneficiaries in our States—particularly 
teaching hospitals and hospitals serving peo-
ple who are uninsured or underinsured, as 
well as concerns from skilled nursing facili-
ties, rural health providers, home health 
agencies, and Medicare managed care pro-
viders. 

In light of the projected $700 billion on- 
budget surplus over the next 5 years and the 
problems facing vital health care services, 
the Congress should enact an additional, sig-
nificant package of BBA adjustments and 
beneficiary protections. Senate Democrats 
are therefore today introducing the Balanced 
Budget Refinement Act of 2000 (BBRA–2000), 
which is a package of payment adjustments 
and access to care provisions amounting to 
about $40 billion over 5 years. 

Hospitals. A significant portion of the BBA 
spending reductions have impacted hos-
pitals. According to the Medicare Payment 
Advisory Commission (MedPAC), ‘‘Hospitals’ 
financial status deteriorated significantly in 
1998 and 1999,’’ the years following enact-
ment of BBA. BBRA–2000 would address the 
most pressing problems facing hospitals by: 

Fully restoring, for fiscal years ‘01 and ‘02, 
inpatient market basket payments to keep 
up with increases in hospital costs, an im-
provement that will help all hospitals. 

Preventing implementation of further re-
ductions in (IME) payment rates for vital 
teaching hospitals—which are on the cutting 
edge of medical research and provide essen-
tial care to a large proportion of indigent pa-
tients. Support for medical training and re-
search at independent children’s hospitals is 
also included in the Democratic proposal. 

Targeting additional relief to rural hos-
pitals (Critical Access Hospitals, Medicare 
Dependent Hospitals, and Sole Community 
Hospitals) and making it easier for them to 
qualify for disproportionate share payments 
under Medicare. 

Providing additional support for hospitals 
with a disproportionate share of indigent pa-
tients, including elimination of scheduled re-
ductions in Medicare and Medicaid dis-
proportionate share (DSH) payments, and ex-
tending Medicaid to legal immigrant chil-
dren and pregnant women, as well as pro-
viding State Children’s Health Insurance 
Program (SCHIP) coverage to these children. 

Establishing a grant program to assist hos-
pitals in their transition to a more data in-
tensive care-delivery model. 

Providing Puerto Rico hospitals with a 
more favorable payment rate (specifically, 
the inpatient operating blend rate) as 
MedPAC data suggests is warranted. 

Home Health. The BBA hit home agencies 
particularly hard. Home health spending 
dropped 45 percent between 1997 and 1999, 
while the number of home health declined by 
more than 2000 over that period. MedPAC has 
cautioned against implementing next year 
the scheduled 15 percent reduction in pay-
ments. BBRA–2000 would: 

Repeal the scheduled 15 percent cut in 
home health payments, delay for at least 
two years the inclusion of medical supplies 
in the home health prospective payment sys-

tem (PPS), and provide a 10-percent upward 
adjustment in rural home health payments 
for two years to address the special needs of 
rural home health agencies in the transition 
to PPS. BBRA-2000 would also provide an ex-
ception for ‘‘very rural’’ home health agen-
cies under the branch office definition. 

Provide full update payments (inflation) 
for medical equipment, oxygen, and other 
suppliers. 

Skilled Nursing Facilities (SNFs). The 
BBA was expected to reduce payments to 
skilled nursing facilities by about $9.5 bil-
lion. The actual reduction in payments to 
SNFs over the period is estimated to be sig-
nificantly larger. BBRA–2000 would: 

Allow nursing home payments to keep up 
with increases in costs through a full market 
basket update for SNFs for FY 2001 and FY 
2002, and market basket plus two percent for 
additional payments. 

Further delay caps on the amount of phys-
ical/speech therapy and occupational therapy 
a patient can receive while the Secretary 
completes a scheduled study on this issue. 

Rural. Rural providers typically serve a 
larger proportion of Medicare beneficiaries 
and are more adversely affected by reduc-
tions in Medicare payments. In addition to 
the rural relief measures noted above (under 
‘‘hospitals’’), BBRA–2000 addresses the 
unique situation faced in rural areas through 
a number of measures, including: a perma-
nent ‘‘hold-harmless’’ exemption for small 
rural hospitals from the Medicare Outpatient 
PPS; assistance for rural home health agen-
cies; a capital loan fund to improve infra-
structure of small rural facilities; assistance 
to develop technology related to new pro-
spective payment systems; bonus payments 
for providers who serve independent hos-
pitals; ensuring rural facilities can continue 
to offer quality lab services to beneficiaries; 
and specific provisions to assist Rural Health 
Clinics. 

Hospice. Payments to hospics have not 
kept up with the cost of providing care be-
cause of the cost of prescription drugs, the 
therapies now used in end-of-life care, as 
well as decreasing lengths of stay. Hospice 
base rates have not been increased since 1989. 
BBRA–220 would provide significant addi-
tional funding for hospice services to ac-
count for their increasing costs, including 
full market basket updates for fiscal years 
‘01 and ‘02 and a 10-percent upward adjust-
ment in the underlying hospice rates. 

Medicare+Choice. This legislation would 
ensure that appropriate payments are made 
to Medicare+Choice (M+C) plans. Expendi-
tures by Medicare for its fee-for-service pro-
viders included in BBRA–2000 indirectly ben-
efit M+C plans to a significant extent. More-
over, the legislation includes an increase in 
the M+C growth percentage for fiscal years 
‘01 and ‘02, permitting plans to move to the 
50:50 blended payment one year earlier, and 
allowing plans which have decided to with-
draw to reconsider by November 2000. 

Physicians. Congress understands the pres-
sures that physicians face to deliver high- 
quality care while still complying with pay-
ment and other regulatory obligations. 
BBRA–2000 provides for comprehensive stud-
ies of issues important to physicians, includ-
ing: the practice expense component of the 
Resource-Based Relative Value Scale 
(RBRVS) physician payment system, post- 
payment audits, and regulatory burdens. 
BBRA–2000 would provide relief to physicians 
in training, whose debt can often be crush-
ing, by lowering the threshold for loan 
deferment from $72,000 to $48,000. 

Beneficiary Improvements. Senate Demo-
crats continue to believe that passage of a 
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universal, affordable, voluntary, and mean-
ingful Medicare prescription drug benefit is 
the highest priority for beneficiaries. In ad-
dition, BBRA–2000 would directly assist 
beneficiaries in the following ways: 

Coinsurance: BBRA–2000 would lower bene-
ficiary coinsurance to achieve a true 20 per-
cent beneficiary copayment for all hospital 
outpatient services within 20 years. 

Preventive Benefits: The bill would provide 
for significant advances in preventive medi-
cine for Medicare beneficiaries, including 
waiver of deductibles and cost-sharing, glau-
coma screening, counseling for smoking ces-
sation, and nutrition therapy. 

Immunosuppressive Drugs: The bill would 
remove current restrictions on payment for 
immunosuppressive drugs for organ trans-
plant patients. 

ALS: The bill would waive the 24-month 
waiting period for Medicare disability cov-
erage for individuals diagnosed with 
amyotrophic lateral sclerosis (ALS). 

M+C Transition: For beneficiaries who 
have lost Medicare+Choice plans in their 
area, BBRA–2000 includes provisions that 
would strengthen fee-for-service Medicare 
and assist beneficiaries in the period imme-
diately following loss of service. 

Return-to-home: The bill would allow 
beneficiaries to return to the same nursing 
home or other appropriate site-of-care after 
a hospital stay. 

Other Provisions. BBRA–2000 would address 
other high priority issues, including: im-
proved payment for dialysis in fee-for-service 
and M+C to assure access to quality care for 
end stage renal disease (ESRD) patients; in-
creased market basket updates for ambu-
lance providers in fiscal years ‘01 and ‘02; an 
immediate opt-in to the new ambulance fee 
schedule for affected providers; and enhanced 
training opportunities for geriatricians and 
clinical psychologists. BBRA–2000 also in-
cludes important modifications to the Com-
munity Nursing Organization (CNO) dem-
onstration project, and additional funding 
for the Ricky Ray Hemophilia program. 

Medicaid and SCHIP. The growing number 
of uninsured individuals and declining en-
rollment in the Medicaid program are issues 
which also must be addressed. To improve 
access to health care for the uninsured and 
ensure that services available through the 
Medicaid and SCHIP programs are reaching 
those eligible for assistance, BBRA–2000 in-
cludes the following provisions: 

Improve eligibility and enrollment proc-
esses in SCHIP and Medicaid. 

Extend and improve the Transitional Med-
ical Assistance program for people who leave 
welfare for work. 

Improve access to Medicare cost-sharing 
assistance for low-income beneficiaries. 

Give states grants to develop home and 
community based services for beneficiaries 
who would otherwise be in nursing homes. 

Create a new prospective payment system 
(PPS) for Community Health Centers to en-
sure they remain a strong, viable component 
of our health care safety net. 

Extend Medicaid coverage of breast and 
cervical cancer treatment to women diag-
nosed through the federally-funded early de-
tection program. 

NATIONAL IMMIGRATION 
LAW CENTER, 

Washington, DC, September 20, 2000. 
Hon. DANIEL PATRICK MOYNIHAN, 
464 Senate Russell Office Building, 
Washington, DC. 

DEAR SENATOR MOYNIHAN: We strongly ap-
plaud your decision to include important 

health care restorations for low-income im-
migrant children and pregnant women in the 
Senate Democrat’s Balanced Budget Act Re-
finement and Access to Care proposal. The 
provisions would permit federal reimburse-
ment to states that choose to cover lawfully 
present children and pregnant women under 
their Medicaid and State Children’s Health 
Insurance Programs. 

As you know, legislation passed in 1996, at 
a time of very tight budgets, left the safety 
net for legal immigrants in tatters. As a re-
sult, health dare coverage for low-income 
lawfully present immigrant children and 
pregnant women has become a state-by-state 
patchwork, with tragic results. In many 
states, there is no coverage at all for large 
numbers of these children and pregnant 
women. 

The policy of denying federal health care 
to lawfully present immigrants is unfair and 
unwise. It is unfair because immigrants pay 
the same taxes as all others, and deserve the 
same access to health care that those taxes 
buy. In fact, immigrant taxes are more than 
sufficient to pay for the health care needs 
and all other expenses associated with immi-
gration. The average immigrant contributes 
$1,800 more each year in taxes than the gov-
ernment pays out for her, including the costs 
of roads, infrastructure, and education, as 
well as all government services. 

The policy is unwise because we are count-
ing on these immigrant children to join with 
all other children in contributing to the 
American dream. They cannot do so if they 
are hindered in their early years because 
they could not obtain health care. And it is 
unwise because it shifts the responsibility 
for immigrant health care from the federal 
to the state governments, rather than main-
tain a shared federal-state responsibility. 

The Balanced Budget Act Refinement and 
Access to Care proposal recognizes that some 
of the cuts to health care providers made in 
the name of balancing the budget went too 
far. In this time of surpluses, as Congress 
considers proposals to eliminate the excesses 
of those budget cuts on behalf of health care 
providers, Congress should also restore serv-
ices to lawfully present immigrant children 
and pregnant women who sacrificed as much 
as anyone under the budget balancing legis-
lation of the 1990’s. 

Sincerely, 
Asian Pacific American Labor Alliance, 

Alliance for Children and Families, 
American College Obstetricians and 
Gynecologists, Center for Public Policy 
Priorities, Children’s Defense Fund, 
Coalition for Humane Immigrant 
Rights of Los Angeles, Council of Great 
City Schools, Families USA, Florida 
Immigrant Advocacy Center, Inc., 
Florida Legal Services, Inc., Hebrew 
Immigrant Aid Society, Immigrant 
Legal Resource Center, Immigration 
and Refugee Services of America, Jew-
ish Federation of Metro Chicago, Jew-
ish Council for Public Affairs, March of 
Dimes, Migrant Legal Action Program, 
National Asian Pacific American Legal 
Consortium, National Association of 
Public Hospitals and Health Systems, 
National Council of La Raza, National 
Head Start Association, National 
Health Law Program, National Korean 
American Service & Education Consor-
tium (NAKASEC), National Immigra-
tion Law Center, New Jersey Immigra-
tion Policy Network, Inc., New York 
Immigration Coalition, Massachusetts 
Immigrant and Refugee Advocacy Coa-
lition, Southeast Asia Resource Action 

Center, Texas Appleseed, Texas Immi-
grant and Refugee Coalition, and 
United Jewish Communities. 

NATIONAL ASSOCIATION OF PUBLIC 
HOSPITALS AND HEALTH SYSTEMS, 

Washington DC, September 20, 2000. 
DEAR SENATOR MOYNIHAN: I am writing on 

behalf of the National Association of Public 
Hospitals & Health Systems (NAPH) to ex-
press our strong support for the ‘‘Medicare, 
Medicaid, and SCHIP Balanced Budget Fur-
ther Refinement Act of 2000.’’ NAPH rep-
resents more than 100 metropolitan area 
safety net hospitals and health systems. As 
safety net institutions, our members are es-
sential providers of care to uninsured and 
vulnerable populations whose access would 
otherwise be severely limited. More than 65 
percent of the patients served by these sys-
tems are either Medicaid recipients or Medi-
care beneficiaries; another 25 percent are un-
insured. 

NAPH is pleased that this legislation in-
cludes a number of provisions that will assist 
low-income Medicaid beneficiaries and the 
providers that serve them. In particular, we 
are pleased that the legislation would avert 
Medicaid DSH allotment reductions after fis-
cal year 2000 otherwise required by the BBA. 
Medicaid DSH is our nation’s primary source 
of support for safety net hospitals that serve 
the most vulnerable Medicaid, uninsured and 
underinsured patients. 

NAPH has long been supportive of efforts 
to expand access to health insurance cov-
erage and is pleased that the legislation in-
cludes a number of these provisions. In par-
ticular, the proposed legislation would allow 
states the option to provide coverage under 
Medicaid and/or SCHIP for legal immigrants, 
which will reduce confusion regarding eligi-
bility in the immigrant community, allow 
legal immigrants to receive more appro-
priate care, and improve public health in 
general. The legislation also includes a state 
option to provide Medicaid coverage for cer-
tain women diagnosed with breast or cer-
vical cancer and provides requirements de-
signed to simplify Medicaid eligibility. We 
are grateful for your efforts to expand Med-
icaid and SCHIP to ensure that all low-in-
come Americans have access to appropriate 
health coverage. 

NAPH is also pleased that the legislation 
addresses many of the severe payment reduc-
tions in many areas (in addition to Medicaid 
DSH) imposed by the BBA on providers. In 
particular, NAPH is pleased that the legisla-
tion eliminates further Medicare DSH reduc-
tions, freezes IME adjustments, and restores 
the full market basket index update to hos-
pital PPS rates beginning April, 2001. 

We thank you for your ongoing leadership 
in developing legislation to assure the main-
tenance of the health care safety net and we 
look forward to working with you further to 
develop solutions to the problems of our na-
tion’s poor and uninsured. If you have any 
questions about this letter, please contact 
Charles Luband at (202) 624–7215. 

Sincerely, 
LARRY S. GAGE, 

President. 

FAMILIES USA, THE VOICE FOR 
HEALTH CARE CONSUMERS, 

September 20, 2000. 
Senator PATRICK MOYNIHAN, 
464 Russell Senate Office Building, 
Washington, DC. 

DEAR SENATOR MOYNIHAN: As you intro-
duce the Medicare, Medicaid and SCHIP Bal-
anced Budget Further Refinement Act of 
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2000, we want to support a number of provi-
sions that will improve low-income people’s 
access to health care coverage. In particular, 
we support the expansion of Medicaid to cer-
tain immigrant children and pregnant 
women, the improvements for Medicaid 
adults and children, the changes which will 
ease enrollment for children who may be eli-
gible for Medicaid and the State Child 
Health Insurance Program and the changes 
which will help low-income seniors who may 
be eligible for the Qualified Medicare Bene-
ficiary (QMB) Program and the Specified 
Low-Income Medicare Beneficiary (SLMB) 
Program receive assistance in getting help 
with Medicare premiums and cost-sharing. 

As you well know, despite the concerted ef-
forts of many people, the number of unin-
sured Americans has continued to grow. Re-
cent studies have shown that uninsured 
Americans are less likely to have a usual 
source of care, are more likely to delay seek-
ing care, and are less likely to use preventive 
services. In addition, uninsured Americans 
are four times more likely than insured pa-
tients to require both avoidable hospitaliza-
tions and emergency hospital care. 

These provisions will help more people get 
access to public health insurance programs. 
Please let us know if we can be of assistance 
in getting these provisions enacted into law. 

Sincerely, 
RONALD F. POLLACK, 

Executive Director. 

ASSOCIATION OF MATERNAL 
AND CHILD HEALTH PROGRAMS, 

September 20, 2000. 
Hon. DANIEL PATRICK MOYNIHAN, 
U.S. Senate, 
Washington, DC. 

DEAR SENATOR MOYNIHAN: The Association 
of Maternal and Child Health Programs 
(AMCHP) strongly supports your efforts to 
further refine the Balanced Budget Act of 
1997 (BBA) and increase access to health 
care. In particular, we commend your leader-
ship over the years in improving our nation’s 
fiscal health. Through this visionary leader-
ship, the nation now has a projected $2.2 tril-
lion on-budget surplus over the next 10 
years. It is both appropriate and fair that a 
portion of this surplus should help offset se-
vere problems facing our health care serv-
ices. 

AMCHP strongly supports efforts included 
in your legislation to improve access to 
health care for many uninsured people in-
cluding legal immigrant children and preg-
nant women. In addition, we applaud efforts 
to improve eligibility and enrollment proc-
esses in SCHIP and Medicaid. AMCHP and its 
members want to particularly thank you for 
your support of enhanced coordination and 
cooperation among the various health care 
programs aimed at improving maternal and 
child health and for your efforts to increase 
the authorization level for Title V. 

The Association of Maternal and Child 
Health Programs is an organization dedi-
cated to providing leadership in assuring the 
health and well being of all women of repro-
ductive age, children and youth, including 
those with special health care needs and 
their families. The state directors of Title V 
and related programs formed the association 
in 1944 to share information and collaborate 
with each other and others concerned with 
the health of mothers and children. 

In closing, thank you for your most recent 
efforts on behalf of maternal and child 
health through the introduction of legisla-

tion intended to further refine the BBA and 
improve access to health care. 

Very truly yours, 
DEBORAH F. DIETRICH, 

Director of Legislative Affairs. 

NATIONAL ASSOCIATION OF 
COMMUNITY HEALTH CENTERS, INC., 

September 20, 2000. 
Hon. TOM DASCHLE, 
Democratic Leader, U.S. Senate, 
Washington, DC. 
Hon. DANIEL PATRICK MOYNIHAN, 
Ranking Member, Senate Finance Committee, 

Washington, DC. 
DEAR SENATORS DASCHLE AND MOYNIHAN: 

On behalf of the National Association of 
Community Health Centers (NACHC), the na-
tionwide network of 3,000 health centers, and 
the more than 11 million patients they serve, 
I am writing to express our extreme grati-
tude for your inclusion of the text of S. 1277, 
the Safety Net Preservation act, in your leg-
islation to provide relief from the Balanced 
Budget Act of 1997 (BBA). 

As you know, the BBA eliminated a funda-
mental underpinning of America’s health 
center safety net by phasing-out and eventu-
ally terminating the Medicaid cost-based re-
imbursement system for Federally qualified 
health centers. Because health centers are 
required by Federal law to provide access to 
care to anyone, regardless of ability to pay, 
centers cannot afford to be underpaid for 
services provided to Medicaid patients. In 
other words, without this payment system, 
health centers will be forced to subsidize low 
Medicaid payments with grant dollars in-
tended to care for the uninsured—thereby 
forcing them to reduce the health care serv-
ices they provide in their communities. 

In an effort to protect health centers from 
the loss of this system, the Safety Net Pres-
ervation Act has been introduced in the 
House and Senate to ensure that health cen-
ters receive adequate Medicaid payments. 
This legislation, which has the bipartisan 
support of 54 members of the Senate and 243 
members of the House of Representatives, 
has been endorsed by NACHC, the National 
Association of Rural Health Clinics, the Na-
tional Rural Health Association, the United 
States Conference of Mayors, and the Na-
tional Association of Counties. 

Health centers believe that this legislation 
is essential to their continued survival and 
will ensure that they remain a viable part of 
America’s health care safety net. Thank you 
again for your commitment to protecting 
health centers through your BBA relief legis-
lation. It is our sincerest hope that the Safe-
ty Net Preservation Act will be included in 
any BBA relief package and signed into law 
by the time the 106th Congress adjourns. 

Please feel free to contact me if there is 
anything that I can do for you. 

Sincerely, 
THOMAS J. VAN COVERDEN, 

President and CEO. 

CENTER ON BUDGET AND 
POLICY PRIORITIES, 

September 20, 2000. 
Hon. DANIEL PATRICK MOYNIHAN, 
Senate Russell Building, 
Washington, DC. 

DEAR SENATOR MOYNIHAN: We write to ap-
plaud your efforts to help low-income fami-
lies and children access much-needed health 
care coverage. In particular, the Center on 
Budget and Policy Priorities strongly sup-
ports provisions in your ‘‘Medicare, Med-
icaid, and S–CHIP Balanced Budget Refine-
ment Act of 2000’’ aimed at reversing a trend 

of declining access to health coverage by 
low-income families and immigrant children. 
These provisions are important because fam-
ilies with children have been losing out on 
health care coverage as a result of unantici-
pated consequences of recent federal and 
state actions. 

A growing body of evidence indicates that 
a significant number of low-income families 
with children have been inadvertently 
harmed by federal and state laws enacted in 
recent years to promote welfare reform. De-
spite the best intentions of many policy-
makers, disturbing numbers of families leav-
ing welfare for work have lost out on health 
care coverage. Indeed, a recent Center anal-
ysis found that roughly half of parents and 
nearly one out of three children leaving wel-
fare lost Medicaid and were at high risk of 
being uninsured even though the vast major-
ity of them remained eligible for Medicaid or 
SCHIP. Similarly, studies indicate that the 
Medicaid participation of children in legal 
immigrant families has dropped in recent 
years. The largest group of such children 
consists of those who remain eligible for 
Medicaid because they are citizens of the 
United States. These children were not the 
intended targets of immigration-based re-
strictions on Medicaid coverage included in 
the 1996 welfare law, but they nevertheless 
have been adversely affected by the confu-
sion and fear generated by the immigration- 
based restrictions on health care coverage 
included in the 1996 welfare law and modified 
in the Balanced Budget Act of 1997. 

For these reasons, we strongly applaud the 
provisions in your legislation that would 
undue many of the unintended consequences 
on health care coverage for low-income fami-
lies of recent state and federal actions, as 
well as restore health care coverage to all 
legal immigrant children. In particular, we 
strongly support the provisions designed to 
promote the simplification, coordination, 
and streamlining of states’ application and 
re-enrollment procedures; to expand state 
flexibility to allow schools and other organi-
zations that work with families to enroll 
children in health care coverage under the 
‘‘presumptive eligibility’’ option; to give 
states more flexibility to provide transi-
tional Medicaid coverage to families leaving 
welfare for work; and to restore state flexi-
bility to cover legal immigrant children and 
pregnant women who arrived in the United 
States after August 22, 1996. In combination, 
these provisions would represent a very sig-
nificant step forward. 

Sincerely, 
ROBERT GREENSTEIN, 

Executive Director. 

THE NATIONAL COUNCIL 
ON THE AGING, 

Washington, DC, September 20, 2000. 
Hon. DANIEL PATRICK MOYNIHAN, 
464 Russell Senate Office Building, 
Washington, DC. 

DEAR SENATOR MOYNIHAN: On behalf of the 
National Council on the Aging (NCOA)—the 
nation’s first organization formed to rep-
resent older Americans and those who serve 
them—I write to express our sincere grati-
tude and support for the numerous provi-
sions in your Medicare Balanced Budget Act 
(BBA) refinement bill that would directly 
help Medicare beneficiaries. 

In particular, we strongly support provi-
sions to: (1) clarify the Medicare home 
health ‘‘homebound’’ problem; (2) improve 
Medicare low-income protections; (3) im-
prove Medicare coverage and utilization of 
preventive services; (4) remove the arbitrary 
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cap on immunosuppressive drug coverage; (5) 
provide grants to states for home and com-
munity-based care; and (6) accelerate the 
phase-in period for reducing hospital out-
patient coinsurance. 

First, under current law, in order for Medi-
care beneficiaries to receive coverage for 
home health services they must be ‘‘confined 
to home.’’ Current irrational and incon-
sistent interpretations of this homebound re-
quirement are causing substantial harm to 
Medicare beneficiaries by effectively forcing 
home health users to be imprisoned within 
their own homes. We deeply appreciate the 
provision to permit beneficiaries with Alz-
heimer’s disease or related dementia to re-
ceive therapeutic treatment in adult day 
centers without losing home health cov-
erage. We urge that you consider going fur-
ther by including Senator JEFFORDS’ S. 2298, 
which is endorsed by 46 national organiza-
tions and would provide relief for all bene-
ficiaries suffering under the homebound 
problem. 

Second, our current methods for protecting 
low-income Medicare beneficiaries against 
increasing out-of-pocket costs are simply 
abysmal. A shocking number of those eligi-
ble for protection simply do not receive it. 
Current Medicare low-income protections 
are a national embarrassment. NCOA strong-
ly supports provisions in your bill to: provide 
for presumptive eligibility for low-income 
protections; significantly improve the QI–1 
program for beneficiaries with incomes be-
tween 120% and 135% of poverty; index the 
asset test to inflation, which is long overdue; 
and improve outreach for Qualified Medicare 
Beneficiaries. 

Third, NCOA strongly supports the provi-
sions to improve preventive care for Medi-
care beneficiaries. It is often easier and less 
expensive to prevent disease than to cure it. 
Disease prevention must be an essential 
component of Medicare beneficiaries’ con-
tinuum of care. Medicare, however, still fails 
to cover a number of important preventive 
services, and those that are covered are un-
derutilized. We support provisions to extend 
Medicare coverage to tobacco cessation 
counseling, glaucoma screening and medical 
nutrition therapy. The addition of these new 
benefits will accelerate the critical shift in 
Medicare from a sickness program to a 
wellness program. We also support the provi-
sion to eliminate all coinsurance and 
deductibles for preventive services. Utiliza-
tion of these critical services has been sur-
prisingly low. By encouraging greater utili-
zation of these services, beneficiaries’ qual-
ity of life will be greatly enhanced and Medi-
care expenditures will decline over the long 
run. 

Fourth, NCOA supports the provision to 
eliminate the arbitrary and costly cap on 
benefits for immunosuppressive drug cov-
erage under Medicare. The Institute of Medi-
cine recently recommended eliminating the 
time limitation, noting the positive eco-
nomic, clinical and social implications. It 
makes no sense for Medicare to pay for the 
more expensive consequences of organ rejec-
tion, such as dialysis or a second transplant, 
but refuse to pay for the drugs to prevent the 
rejection of the initial transplanted organ 
beyond 44 months. This coverage can mean 
the difference between life and death for 
some and, for others, the difference between 
a transplant recipient having to experience 
the pain of an organ rejection, a return to di-
alysis—for kidney recipients—and the return 
to a long waiting list for another organ. 

Fifth, we strongly support providing 
grants to states for home and community- 

based care and to assist in implementing the 
Supreme Court’s Olmstead decision. These 
services are grossly underfunded, resulting 
in unreasonable and costly burdens on care-
givers and premature placement in institu-
tions. Funding for home and community- 
based care promotes dignity and independ-
ence and helps keep families together. Amer-
ica’s long-term care crisis will only grow 
worse as our population ages. The proposed 
grants are a good start in addressing the se-
rious institutional bias that exists for per-
sons with disabilities needing long-term 
services and supports. 

Sixth, we support accelerating the phase-in 
period for reducing hospital outpatient coin-
surance. Coinsurance for these services now 
averages almost 50 percent of costs. Al-
though current law provides that coinsur-
ance amounts will remain fixed at their cur-
rent dollar level until they are reduced to 20 
percent of Medicare-approved payment 
amounts, the process will take up to 40 years 
for some services. By comparison, the most 
gradual phase-in Medicare has used to date 
for any payment system change is 10 years. 
The current phase-in schedule is simply far 
too long. 

NCOA commends and thanks you for your 
strong leadership on these important issues 
for America’s seniors. Please let us know if 
there is anything we can do to assist you in 
enacting these provisions into law this year. 

Sincerely, 
HOWARD BEDLIN, 

Vice President, Public Policy and Advocacy. 

GREATER NEW YORK 
HOSPITAL ASSOCIATION, 

New York, NY, September 20, 2000. 
Hon. DANIEL PATRICK MOYNIHAN, 
464 Russell Senate Office Building, 
Washington, DC. 

DEAR SENATOR MOYNIHAN, The Greater New 
York Hospital Association (GNYHA) is ex-
tremely pleased to express its strong and un-
qualified support for your bill, ‘‘The Medi-
care, Medicaid, and SCHIP Balanced Budget 
Refinement Act of 2000,’’ co-sponsored by 
your colleagues, Senator Charles E. Schumer 
and Senator Tom Daschle. This bill, if en-
acted, would greatly improve the Medicare 
program for all of its beneficiaries as well as 
provide critical, permanent relief for Amer-
ica’s hospitals, skilled nursing facilities, and 
home health agencies from Medicare reduc-
tions contained in the Balanced Budget Act 
of 1997 (BBA). 

For beneficiaries, your legislation makes a 
number of important improvements in the 
Medicare program including new coverage 
for many critical preventive health care ben-
efits. In addition, you provide an option for 
states to provide Medicaid and SCHIP cov-
erage for pregnant women and children who, 
because they are immigrants, have been de-
nied health care coverage due to the restric-
tions contained in the Personal Responsi-
bility and Work Opportunity Reconciliation 
Act of 1996. The bill also simplifies the 
SCHIP enrollment process and improves 
SCHIP and Medicaid in a variety of other 
ways. GNYHA strongly supports these provi-
sions. 

Your bill also recognizes that Medicare and 
Medicaid beneficiaries cannot receive qual-
ity health care services unless the health 
care providers they rely upon have the re-
sources to provide the best care possible. To 
that end, GNYHA strongly supports the fol-
lowing provisions. 

The bill halts further Medicare reductions 
to teaching hospitals by maintaining the in-
direct medical education (IME) payment ad-

justment at 6.5 percent permanently, incor-
porating the provisions of your Teaching 
Hospital Preservation Act (S. 2394). As you 
know, the BBA called for a 29 percent reduc-
tion in Medicare payments to teaching hos-
pitals for the indirect costs of medical edu-
cation. The BBRA postponed the cuts by one 
year; however, under current law, the IME 
adjustment would be reduced to 6.25 percent 
in FY 2001 and 5.5 percent in FY 2002 and 
years thereafter. The Further Refinement 
Act freezes IME adjustments at 6.5 percent, 
saving America’s teaching hospitals from 
over $2 billion in additional Medicare cuts. 
The bill also provides greater flexibility to 
allow hospitals to increase the number of 
residents training in geriatrics and allows 
hospitals to be reimbursed by Medicare for 
the costs of training clinical psychologists. 

The bill provides a full market basket up-
date for prospective payment system hos-
pitals, nursing homes, and home health 
agencies for the next two years. Under the 
BBA, hospitals would have received market 
basket minus 1.1 percent in FY 2001 and FY 
2002, and nursing homes and home health 
agencies would have received market basket 
minus 1 percent. The BBA reduced inflation 
updates so substantially that the market 
basket update reductions constituted the 
largest single cuts suffered by hospitals and 
continuing care providers under the BBA. 
This bill ensures Medicare payments will 
keep pace with the increased costs of caring 
for Medicare beneficiaries by providing full 
market basket updates. 

This bill restores Medicare funding for dis-
proportionate share hospitals (DSH) by 
eliminating cuts in DSH payments, thus 
strengthening the safety net DSH hospitals 
provide for low-income patients. 

The bill eliminates further reductions in 
Medicare DSH payments to states, thus ena-
bling states to provide critical support for 
hospitals that serve a disproportionate share 
of low-income and uninsured patients. 

The bill creates a grant program to help 
hospitals obtain advanced information sys-
tems to improve quality and efficiency. 

The bill eliminates the 15 percent reduc-
tion for home health reimbursement rates, 
which under current law would take affect in 
2002. 

The bill extends the ‘‘prudent layperson’’ 
standard to ambulance services, so that am-
bulance providers are not unfairly denied 
payment by HMOs for services legitimately 
provided to Medicare beneficiaries. 

The Medicare, Medicaid, and SCHIP Bal-
anced Budget Further Refinement Act of 2000 
recognizes the need to improve the Medicare 
program by providing much-needed coverage 
for Medicare beneficiaries, the need to im-
prove the Medicaid and SCHIP programs for 
low-income Americans, and the need to re-
pair the damage to hospitals and continuing 
care providers as a result of the BBA. With-
out your efforts, hospitals and continuing 
care providers will continue to struggle to 
provide quality care and will be forced to 
close down services essential to the health 
care needs of their communities. 

GNYHA will work diligently with members 
of Congress to ensure passage of this very 
important legislation. GNYHA would like to 
thank you for once again providing the 
strong leadership necessary to improve the 
health care of all New Yorkers. 

My best. 
Sincerely, 

KENNETH E. RASKE, 
President. 

Mr. DASCHLE. Mr. President, I join 
today with Senator MOYNIHAN and 
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many of our colleagues in introducing 
the Balanced Budget Refinement Act of 
2000 (BBRA–2000). 

The Balanced Budget Act of 1997 
(BBA) made some justified changes in 
Medicare payment policy and contrib-
uted to our current budget surpluses. It 
also included important provisions to 
improve seniors’ access to preventive 
benefits, and it created the Children’s 
Health Insurance Program. These are 
important accomplishments. 

But some of the policies enacted in 
the BBA cut providers significantly 
more than expected. This has created 
severe problems for health care pro-
viders all over the country. Last year, 
we took steps to correct these prob-
lems. But we did not go far enough. 

When I met with hospital administra-
tors in South Dakota earlier this sum-
mer, one told me that since the cuts 
from the BBA were implemented, his 
hospital has been just barely breaking 
even. Usually, that alone would be 
cause for concern. But then other hos-
pital administrators told me they were 
jealous, because they are far from 
breaking even. In my state, the oper-
ating margins for hospitals with 50 or 
fewer beds were a relatively healthy 2 
percent before the BBA. Last year, 
these small hospitals—which are so 
vital to their communities—had nega-
tive margins of 6 percent. 

Hospitals are not the only health 
care providers facing this problem. 
Home health agencies, nursing homes, 
hospices, and many other providers are 
all struggling to make ends meet in the 
face of deeper-than-expected cuts. 

The package of payment adjustments 
that Senate Democrats are introducing 
today will provide a much-needed boost 
to these providers—totaling $80 billion 
over 10 years. This will ensure that 
Medicare beneficiaries continue to 
have access to the care that we have 
promised them. 

The bill has many provisions, but I 
would like to highlight a few. 

For hospitals, BBRA–2000 would re-
store the full inflation update. It would 
also improve payments for Dispropor-
tionate Share Hospitals (DSH) and 
teaching hospitals, who provide essen-
tial care for some of the neediest pa-
tients. 

Our bill repeals the 15 percent cut in 
home health, and delays adding med-
ical supplies to the home health pro-
spective payment system (PPS). These 
fixes are essential to an industry that 
has seen an unprecedented drop in 
spending. 

For skilled nursing facilities we 
would restore the full inflation update, 
with an additional two percent in-
crease in fiscal years 2001 and 2002. We 
would also delay therapy caps for two 
additional years so that beneficiaries 
do not face an arbitrary limit on the 
amount of care they can receive. 

Although the cost of providing care 
at the end of life has risen dramati-

cally, the base for hospice payments 
has not been changed since 1989. The 
bill restores the full inflation update 
for hospice providers, and provides a 
ten percent upward adjustment in hos-
pice base rates. 

We are committed to ensuring that 
appropriate payments are made to 
Medicare+Choice plans. BBRA–2000 in-
creases the growth rate in payments to 
these plans and allows plans to move to 
a 50–50 national blend one year earlier. 

The bill also improves payment for 
ambulance providers, medical equip-
ment suppliers, and dialysis facilities, 
who all provide important services to 
Medicare beneficiaries. 

We recognize the special cir-
cumstances of rural health care pro-
viders in our bill. The rural health pro-
visions include increasing payments for 
small rural hospitals, rural home 
health agencies, and rural ambulance 
providers. 

There are other steps we need to take 
to improve beneficiaries’ access to 
care. The bill we are introducing today 
includes a package of refinements to 
Medicare that directly help bene-
ficiaries. For example, the bill will 
build on provisions in the BBA to lower 
beneficiary copayments and expand 
preventive benefits in Medicare. 

We also provide for increased access 
to health care through improvements 
to Medicaid and the Children’s Health 
Insurance Program. These include 
changes to the BBA, such as improving 
state processes for enrolling people 
who are eligible for Medicaid and 
CHIP. We also make changes to the 
health-related provisions of immigra-
tion and welfare reform legislation 
that passed in 1996. For example, the 
bill would extend assistance to people 
who leave welfare for work. 

Senate Democrats continue to be-
lieve that passage of an affordable, vol-
untary, meaningful Medicare prescrip-
tion drug benefit is of highest priority. 
This bill, the Balanced Budget Refine-
ment Act of 2000, is the next step in en-
suring that beneficiaries have access to 
the care they need. 

I want to thank Senator MOYNIHAN 
and his staff for their hard work put-
ting this bill together. They have spent 
the last two months listening to health 
care providers, beneficiaries, commu-
nity leaders, and members of our cau-
cus. Through that listening process 
they have drafted a bill that addresses 
the needs of the many communities 
that are struggling to deal with the im-
pact of the Balanced Budget Act. 

We know the problems providers are 
facing in health care. And we know 
how to fix many of them. The bill we 
are introducing today is a comprehen-
sive plan to ensure the stability that 
health care providers need and that 
beneficiaries depend on. We must take 
this opportunity to act, before it is too 
late to save some of the providers who 
are so close to closing their doors. 

Mr. KENNEDY. Mr. President, it is a 
privilege to join Senator DASCHLE, Sen-
ator MOYNIHAN, and other colleagues in 
introducing the Balanced Budget Re-
finement Act of 2000. This bill takes 
the next step in our continued effort to 
restore the excessive Medicare cuts in 
the Balanced Budget Act of 1997. This 
legislation also includes several pro-
posals to ease the financial burden and 
improve care for all beneficiaries. It 
also includes important proposals to 
increase the effectiveness of Medicaid 
and the children’s Health Insurance 
Program, and to improve access to care 
for vulnerable populations, including 
legal immigrant children and pregnant 
women. Our goal is to pass this legisla-
tion before the end of the year. 

The cost-saving measures enacted by 
Congress as part of the Balanced Budg-
et Act of 1997 have turned out to be far 
deeper than the estimates at that time, 
and these excessive cuts have put 
countless outstanding health care in-
stitutions across the country at risk. 

In Massachusetts, 25 percent of home 
health agencies no longer serve Medi-
care patients. Forty-three nursing 
homes have closed in the state since 
1998, and another 20 percent are in 
bankruptcy. Two out of every three 
hospitals in Massachusetts are losing 
money on patient care. 

The record surpluses we currently 
enjoy and anticipate in the years ahead 
are partly due to the savings achieved 
by cutting Medicare in the BBA. Most 
of these savings came from policy and 
payment reforms, including actual cuts 
in payments for various services. While 
some changes were clearly justified, 
the overall cuts were much deeper than 
intended and are too severe to sustain. 

Last year, in passing the Balanced 
Budget Refinement Act of 1999, we 
made a good start. It gave needed relief 
to Medicare providers. But when we en-
acted that bill last year, we also knew 
that it was only a down-payment, and 
that additional relief would be needed. 

The bill we are introducing today fol-
lows through on that commitment. It 
would invest $80 billion over 10 years to 
restore payments to Medicare and Med-
icaid providers, improve benefits, and 
increase access to health care under 
Medicaid and CHIP. It provides the 
funding needed to allow these essential 
health professionals and institutions to 
do what they do best—provide the best 
health care possible for elderly and dis-
abled Americans on Medicare. It will 
ensure that the nation’s health care 
system is able to care responsibly for 
today’s senior citizens, and is ade-
quately prepared to take care of those 
who will be retiring in the future. 

No senior citizen should be forced to 
enter a hospital or a nursing home be-
cause Medicare can’t afford to pay for 
the services that will keep her in her 
own home and in her own community. 

No person with a disability should be 
told that occupational therapy services 
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are no longer available. Because legis-
lation to balance the budget reduced 
the rehabilitation services they need. 

No community should be told that 
their number one employer and pro-
vider of health care will be closing its 
doors or engaging in massive layoffs, 
because Medicare can no longer pay its 
fair share of health costs. 

No freestanding children’s hospital 
should wonder whether it can continue 
to train providers to care for children, 
because of uncertain federal support 
for its teaching activities. 

Yet these scenes and many others are 
playing out in towns and cities across 
the country today, in large part due to 
the excessive cuts required by the Bal-
anced Budget Act three years ago. 

With the retirement of the baby 
boom generation, the last thing we 
should do is jeopardize the viability 
and commitment of the essential insti-
tutions that care for Medicare bene-
ficiaries. Yet that is now happening in 
cities and towns across the nation. In 
the vast majority of cases, the pro-
viders who care for Medicare patients 
are the same providers who care for 
working families and everyone else in 
their community. When hospitals who 
serve Medicare beneficiaries are 
threatened, health care for the entire 
community is threatened too. 

This legislation is an important step 
to maintain excellence throughout our 
health care system. I commend Sen-
ator DASCHLE and Senator MOYNIHAN 
for their leadership on this vital issue. 
It deserves prompt consideration by 
the Finance Committee and the entire 
Senate, and it should be enacted into 
law before we adjourn. 

Mr. DORGAN. Mr. President, I am 
joining with my colleagues Senator 
MOYNIHAN, Senator DASCHLE, and oth-
ers today to introduce the Balanced 
Budget Refinement Act of 2000. This 
legislation seeks to address some of the 
unintended consequences the Balanced 
Budget Act, BBA, of 1997 is having on 
access to Medicare services vital to 
older Americans. The BBA has had a 
particularly serious impact on rural 
health care providers, and I am pleased 
that the legislation we are introducing 
today acknowledges the special needs 
of rural America. 

Like many of my colleagues, I sup-
ported the Balanced Budget Act when 
it was enacted by Congress in 1997 with 
strong bipartisan support. Prior to the 
passage of this law, Medicare was pro-
jected to be insolvent within two years 
(by 2001), so it was imperative that we 
took action to extend Medicare’s finan-
cial health and to constrain its rate of 
growth to a more sustainable level. 
Thanks in part to this law, we have a 
flourishing economy in most parts of 
the country and the Medicare trust 
fund is projected to be solvent until 
2025. 

But in some respects, the Balanced 
Budget Act was successful beyond our 

wildest expectations in reducing Medi-
care program costs. The Congressional 
Budget Office originally estimated that 
Medicare spending would be reduced by 
$112 billion over five years, but instead, 
the reduction in spending growth has 
been nearly double that amount. This 
unexpected result is having real con-
sequences for Medicare beneficiaries 
and health care providers, and Con-
gress simply must take action to ad-
dress these problems before adjourning 
this year. 

Congress took a step in the right di-
rection towards addressing the prob-
lems facing Medicare providers by en-
acting the Balanced Budget Refine-
ment Act, BBRA, of 1999. Unfortu-
nately, however, there is growing evi-
dence that the negative changes result-
ing from the BBA have not been ade-
quately addressed by the BBRA. More-
over, the impacts continue to dis-
proportionately affect rural health 
care providers and the quality of care 
rural Medicare beneficiaries receive. 

Part of the problem facing rural pro-
viders is simply demographics: My 
home state of North Dakota is the sec-
ond oldest in the nation, and our over-
all population is shrinking. In fact, in 
six of North Dakota’s ‘‘frontier’’ coun-
ties, there were 20 or fewer births for 
the entire county for the entire year of 
1997. Admissions to rural hospitals 
have dropped by a drastic 60 percent in 
the last two decades, and those pa-
tients who do remain tend to be older 
and sicker. This means that rural hos-
pitals tend to be disproportionately de-
pendent upon Medicare reimbursement, 
to the extent that Medicare accounts 
for 85 percent of their revenue. Obvi-
ously, given this reality, changes in 
Medicare reimbursement have a tre-
mendous impact on the financial 
health of rural hospitals. 

Another part of the problem is that 
Medicare has historically reimbursed 
urban health care providers at a higher 
rate than their rural counterparts. Of 
course, some of this difference can be 
explained by regional differences in the 
cost of health care and variations in 
the health status of older Americans. 
But this isn’t the whole explanation. 
Even after adjusting for these factors, 
a report by health care economists 
found that, for example, Medicare’s per 
beneficiary spending was about $8,000 
in Miami, but only $3,500 in Min-
neapolis. When average Medicare pay-
ments for the same procedure are com-
pared, the disparities in payment in 
different areas of the country are dra-
matic. For example, Medicare pays 
$6,588 for the treatment of simple pneu-
monia in the District of Columbia, but 
only $3,383 in North Dakota. In my 
opinion, this difference is largely ex-
plained by a Medicare reimbursement 
system that is skewed in favor of urban 
areas. For the most part, the BBA fur-
ther perpetuates this inequity, despite 
efforts by some of us to address this 
concern. 

There are a few areas of the Balanced 
Budget Act and BBRA that I think 
warrant further scrutiny and action, 
and these areas are addressed in the 
legislation being introduced today. The 
first is hospital payments, particularly 
for outpatient services. A recent anal-
ysis by a health policy research firm 
estimates that the BBA would reduce 
Medicare payments to North Dakota 
hospitals by $163.8 million between FY 
1998 and FY2002. The BBRA passed last 
year restores only $16 million of those 
reductions. So even with BBRA refine-
ments, North Dakota hospitals face a 
loss of $147.8 million in revenues. Out-
patient services are a particularly crit-
ical component of care in many North 
Dakota hospitals: 40 percent of the hos-
pitals in my state get more than half of 
their revenues from outpatient serv-
ices. Senator DASCHLE and MOYNIHAN’s 
legislation will address the problems 
faced by rural hospitals by, among 
other things, providing a full inflation 
increase in Medicare payments to all 
hospitals in 2001 and 2002 and holding 
rural hospitals permanently harmless 
from the outpatient prospective pay-
ment system. 

This legislation also addresses the 
issue of home health reimbursement. 
Nearly 70 percent of the home health 
agencies in my home state are hos-
pital-based, so the changes in home- 
health reimbursement are having a 
domino effect on North Dakota’s hos-
pitals. I am concerned that the Health 
Care Financing Administration’s, 
HCFA, proposed rule for the new home 
health Prospective Payment System, 
PPS, does not take account of the 
smaller size of rural home health agen-
cies and the higher fixed costs per 
visit. And, HCFA did not take suffi-
cient account of the greater travel cost 
per visit in rural areas, and the higher 
incidence of chronic illness in rural 
communities. Today’s legislation 
would address this concern by pro-
viding a 10 percent increase in rural 
home health payments for the next two 
years and repealing the 15 percent cut 
in home health reimbursement sched-
uled to take place on October 1, 2001. 

This legislation also proposes other 
changes I think are worth further men-
tion, including a further delay in the 
arbitrary caps on the amount of phys-
ical, speech, and occupational therapy 
Medicare beneficiaries can receive, and 
a 10 percent increase in the base pay-
ment rate for hospice care, which 
hasn’t been increased in over a decade. 

Finally, while all of the provisions of 
this bill will together help to ensure 
that Medicare beneficiaries can con-
tinue to rely on the quality care they 
need and expect, this legislation in-
cludes a number of changes that will 
also make Medicare an even better 
deal. In particular, this bill will expand 
Medicare’s emphasis on preventive 
medicine by adding such benefits as 
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coverage for glaucoma screening, coun-
seling for smoking cessation, and nu-
trition therapy. The bill will also 
eliminate the current three-year time 
limit on Medicare’s coverage of im-
munosuppressive drugs, the expensive 
medicines that transplant recipients 
need to keep their bodies from reject-
ing their new organs or tissue. 

In short, the Balanced Budget Refine-
ment Act of 2000 addresses many of the 
needs and concerns of Medicare bene-
ficiaries and health care providers. I 
hope this legislation will help lay the 
framework for the enactment of bipar-
tisan legislation to address these issues 
before the 106th Congress goes home. 

Mr. JOHNSON. Mr. President, I am 
pleased to cosponsor the Balanced 
Budget Refinement Act introduced 
today that works to correct the inequi-
ties of Medicare reforms included in 
the Balanced Budget Act (BBA) of 1997. 

I would like to commend Senator 
DASCHLE for his tremendous efforts on 
this issue and for his leadership with 
the introduction of this bill. As well, I 
congratulate a number of my other col-
leagues who have contributed im-
mensely to the crafting of this criti-
cally important piece of legislation, in-
cluding Senators MOYNIHAN, ROCKE-
FELLER, CONRAD, GRAHAM, KERREY, 
ROBB, BAUCUS, BREAUX and others. 

By way of background, as part of the 
effort to balance the federal budget, 
the BBA of 1997 provided for major re-
forms in the way Medicare pays for 
medical services. The BBA made some 
important changes in Medicare pay-
ment policy and contributed to our 
current period of budget surpluses 
through significant cost savings in 
Medicare. These changes were origi-
nally expected to cut Medicare spend-
ing by about $112 billion over five 
years, according to the Congressional 
Budget Office (CBO). 

However, projections showed spend-
ing falling nearly twice that much, and 
as a result, unintended payment cuts 
to providers had deepened more signifi-
cantly than expected. In the face of 
these profound cuts, health care pro-
viders began to struggle, and bene-
ficiary access to care became threat-
ened, due to forced reductions in serv-
ices especially in rural parts of the 
country such as South Dakota. As a re-
sult, Congress addressed some of these 
unintended consequences of the BBA 
by enacting the Balanced Budget Re-
finement Act (BBRA) last year which 
provided $16 billion over 5 years in pay-
ments to various Medicare providers, 
including; Hospital Outpatient Depart-
ments; Skilled Nursing Facilities; 
Rural Health Providers; Home Health 
Agencies; Medicare HMOs; and Teach-
ing Hospitals. The impact in South Da-
kota indicated that approximately 9% 
of Medicare funding reductions im-
posed by the BBA of 1997 were returned 
as a result of the BBRA passed last 
year, resulting in approximately $15.3 

million being restored to South Dakota 
Medicare providers. 

While this was certainly a step in the 
right direction, the BBRA of 1999 did 
not do enough as concerns from hos-
pital and nursing home administrators, 
home health facilities, rural health 
providers, ambulance services and 
Medicare beneficiaries continued to be 
heard across the country. 

Not surprising, I continue to hear 
from many South Dakota safety net 
providers about the devastating effects 
such reductions in Medicare reimburse-
ments are having throughout the 
health care industry in my home state. 
Consumers are also feeling the pain, as 
many individuals are being turned 
away from hospitals and nursing homes 
who cannot afford to accept new pa-
tients because of the lower reimburse-
ment rates included in BBA of 1997. 
The undesirable and unintended cuts 
are devastating and feared to have se-
vere implications on the quality and 
access of health care throughout our 
nation, including South Dakota, unless 
Congress acts immediately to further 
correct these problems. In South Da-
kota, and other rural parts of the coun-
try, hospitals and other health care 
providers have an extremely high per-
centage of Medicare beneficiaries mak-
ing these cuts in reimbursement even 
more devastating. If Congress does not 
act in a timely fashion many of these 
providers may be forced to close their 
doors. 

Nowhere can we see the impact of 
closures more evident than within the 
nursing home industry. Nursing homes 
are experiencing closures at record 
rates across the country. In South Da-
kota, just last month we endured our 
first nursing home closure in Parker, 
South Dakota. Not only was this dev-
astating for residents and workers, but 
the domino economic impact that goes 
hand in hand with such a facility clo-
sure is enormous for small commu-
nities to absorb. 

As well, one does not have to look far 
in my home state of South Dakota to 
see the impact many other health care 
providers and facilities are experi-
encing. Furthermore, the consequences 
are being felt across the board, from 
larger health systems in South Dakota 
communities such as Sioux Falls, 
Rapid City and Aberdeen, to medium 
centers in Brookings, Watertown, 
Pierre and Yankton, to the smaller 
rural facilities in places like Martin, 
Edgemont, Gregory, Miller, Hot 
Springs and Redfield, just to name a 
few. The situation is arduous for many 
of these facilities, who often carry the 
immense task of being the sole health 
care provider in the entire county. By 
way of example, Gregory Healthcare 
Center is a 26 bed rural hospital serving 
approximately 9,000 people. Not sur-
prising, Gregory is the only local pro-
vider to offer a range of services in-
cluding surgery, obstetrics, and various 

therapies, and also operates the only 
home health agency in the area. The 
facility in Gregory was forced to cut 
back its’ home health services as a re-
sult of the BBA Medicare reductions. 
Many individuals once benefiting from 
specialized medication oversight and 
condition management services 
through Gregory’s home health agency 
were now at home performing these 
services on their own, resulting in 
some cases to unnecessary hospitaliza-
tions. The situation in Gregory is by 
far not an isolated situation and facili-
ties nationwide are being forced to cut 
services just to survive. Whether it be 
Gregory, South Dakota, or one of far 
too many other facilities in this coun-
try with similar issues, these are direct 
examples of the intense real life situa-
tions that facilities, providers and 
beneficiaries are experiencing every 
day as a result of inadequate BBA ad-
justments, payment updates and bene-
ficiary protections. 

Therefore, I stand in strong support 
of the BBRA legislation being intro-
duced today which will address prob-
lems facing vital health care services. I 
look forward to working with my col-
leagues on passage of the BBRA of 2000 
which develops a creative, cost-effec-
tive approach to address the unin-
tended, long-term consequences of the 
BBA. The proposed budget surplus pro-
vides Congress the unique opportunity 
to address many of the deficiencies in 
our nation’s health care system. We 
need to address the valid concerns of 
teaching hospitals, skilled nursing fa-
cilities, home health providers, rural 
and community hospitals, and other 
health care providers who require relief 
from the consequences of the BBA. 

Mr. DOMENICI: 
S. 3078. A bill to amend the Reclama-

tion Wastewater and Groundwater 
Study and Facilities Act to authorize 
the Secretary of the Interior to partici-
pate in the Santa Fe Regional Water 
Management and River Restoration 
Project; to the Committee on Energy 
and Natural Resources. 
RECLAMATION WASTEWATER AND GROUNDWATER 

STUDY AND FACILITIES ACT 
Mr. DOMENICI. Mr. President, I am 

pleased today to be introducing a bill 
authorizing the next logical step in the 
City of Santa Fe’s Regional Water 
Management and River Restoration 
Strategy. This bill allows the Sec-
retary of Interior to participate in the 
design, planning and construction of 
the Santa Fe, New Mexico, regional 
water management and river restora-
tion project, consisting of the diversion 
and reuse of water, the conversion of 
irrigation uses from potable water to 
reclaimed water, and the use of re-
claimed water to restore Santa Fe 
River flows. 

Limited water resources in the Santa 
Fe region and increased demands 
threaten the sustainability of surface 
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and groundwater supplies. The Re-
gional Water Management and River 
Restoration Strategy is a comprehen-
sive, collaborative plan to responsibly 
and sustainability address the region’s 
water supply needs. The full program 
goals are to return flow to the river, 
protect riparian habitat and the tradi-
tional, cultural and religious uses of 
the water. 

The Santa Fe area has been working 
overtime to determine how best to im-
prove its water supply. I have been 
proud to help fund its efforts. The FY99 
Energy and Water Appropriations Act 
provided $450,000 and the FY 2000 En-
ergy and Water Appropriations Act in-
cluded $750,000 to support the Santa Fe 
Regional Water Management and River 
Restoration initiative to address long- 
term water supplies in the greater 
Santa Fe area. That funding allowed 
the Bureau of Reclamation to continue 
and complete environmental studies 
required under the National Environ-
mental Policy Act for the comprehen-
sive plan to improve Santa Fe’s re-
gional water supplies through a reuse 
program and restoration of the Santa 
Fe River watershed. 

I was also pleased to gain approval 
for $750,000 to support the project in 
the Senate FY01 VA/HUD bill to assist 
in the planning, coordination and de-
velopment of restoration projects for 
the Santa Fe River under a comprehen-
sive, watershed-based implementation 
program. The funding, provided 
through EPA’s Environmental Pro-
grams and Management program, 
would help the WMRRS reuse treated 
effluent to augment streamflow, re-
charge the regional aquifer, and en-
hance the riparian habitat and rec-
reational uses within the Santa Fe 
River corridor. 

The Santa Fe Water Management 
and River Restoration Strategy is a co-
operative partnership among Santa Fe 
County, the city of Santa Fe, and the 
San Ildefonso Pueblo. The city of 
Española, the Eldorado Water and 
Sanitation District, and the Northern 
Pueblos Tributary Water Rights Asso-
ciation (representing San Ildefonso, 
Nambé, Pojoaque and Tesuque pueblos) 
are also involved. 

In June of this year, a $601,000 grant 
was awarded to the project following 
my request in the FY 2000 Veterans’ Af-
fairs, Housing and Urban Development 
and Independent Agencies (VA-HUD) 
Appropriations Bill. The funding was 
awarded through the Department of 
Housing and Urban Development’s Eco-
nomic Development Initiative (EDI) 
program. 

This funding represents federal sup-
port for the effort to rehabilitate the 
Santa Fe River, a project that is one 
aspect of an overall initiative to ad-
dress the future of water in the Santa 
Fe area. Those funds will be used for 
urban river restoration planning, 
source water protection planning, and 

development of a comprehensive trails 
and open space plan. 

This authorizing legislation takes 
the water management strategy to the 
next phase. The plan has already been 
backed by a local and regional commit-
ment of at least $2.7 million for the 
multi-year program. The sponsors of 
the program have requested this au-
thorization to provide additional finan-
cial support for this project. This legis-
lative authority will make the project 
eligible for future funding as the 
project is developed, as well as federal 
cooperation with the surrounding pueb-
los. I hope that this body can take 
swift action on the worthy legislation. 

By Mr. HATCH: 
S. 3082. A bill to amend title XVIII of 

the Social Security Act to improve the 
manner in which new medical tech-
nologies are made available to Medi-
care beneficiaries under the Medicare 
Program, and for other purposes; to the 
Committee on Finance. 
MEDICARE PATIENT ACCESS TO TECHNOLOGY ACT 

20000 
Mr. HATCH. Mr. President, when I 

first introduced this legislation over 
one year ago, Medicare beneficiaries 
with advanced heart disease could not 
gain access to ventriculaassist devices. 
Medicare patients who could have ben-
efitted from cochlear implants did not 
receive them. 

It is now over a year later. Unfortu-
nately, these problems still persist. 
Medicare beneficiaries still have trou-
ble gaining access to many tech-
nologies that are covered under private 
plans. And while the Omnibus Budget 
legislation for FY 2001 addressed the 
overall problem and by addressing ac-
cess concerns for Medicare bene-
ficiaries, there is still plenty of work 
that needs to be done. That is why I am 
introducing the Medicare Patient Ac-
cess to Technology Act 2000 today. 

We must eliminate the delays and 
barriers to access that have arisen in 
the way Medicare decides to cover, 
code and pay for new devices and 
diagnostics. The measure I am intro-
ducing today is identical to legislation 
introduced by Congressman JIM 
RAMSTAD and Congresswoman KAREN 
THURMAN earlier this year. It seeks to 
build off of the success we had last year 
in the Balanced Budget Refinement 
Act. The BBRA represented an impor-
tant first step in creating a Medicare 
program that provides timely access to 
needed treatments. 

The BBRA, which was signed into law 
as part of last year’s omnibus budget 
legislation made significant changes. 
We crafted special temporary pay-
ments for new breakthrough tech-
nologies to ensure they are provided to 
Medicare beneficiaries in a timely 
manner. We also established payment 
categories that better reflect advances 
in clinical practice and technology. 

The Medicare Patient Access to 
Technology Act 2000 recognizes that all 

Medicare beneficiaries, not just those 
in the outpatient setting, should be 
able to benefit from these kinds of im-
provements. 

The bill would require: annual up-
dates of Medicare’s payment programs; 
temporary procedure codes to be issued 
by Medicare for new technologies at 
the time of FDA review; quarterly up-
dates of Medicare’s payment codes; ex-
ternal data to be used to improve the 
timeliness and appropriateness of reim-
bursement decisions; and annual re-
ports be made on the timeliness of its 
coverage, coding and payment deci-
sions. 

There are some notable changes in 
this new version of the bill: 

A provision to extend the issuance of 
temporary codes and quarterly coding 
updates to inpatient, or ICD–9, codes as 
well as outpatient (HCPCS) codes. 

A provision to require HCFA to cre-
ate open, timely procedures and sound 
methods for making coding and pay-
ment decisions for new diagnostic 
tests. It would also give stakeholders 
the ability to appeal a coding or pay-
ment decision for a diagnostic test. 

This legislation will provide assist-
ance to Medicare beneficiaries who cur-
rently face almost insurmountable bar-
riers to advanced technologies. 

Without this bill, Medicare will con-
tinue to fall far short of making the 
latest technologies and procedures 
available to beneficiaries in a timely 
manner. 

I will fight for enactment of this bill 
in an effort to make sure that our sen-
iors have access to the advanced treat-
ments that can save and improve their 
lives. 

By Mr. LEAHY (by request): 
S. 3083. A bill to enhance privacy and 

the protection of the public in the use 
of computers and the Internet, and for 
other purposes; to the Committee on 
the Judiciary. 
ENHANCEMENT OF PRIVACY AND PUBLIC SAFETY 

IN CYBERSPACE ACT 
Mr. LEAHY. Mr. President, at the 

end of July, the administration trans-
mitted to the Senate and the House of 
Representatives legislation intended to 
increase privacy and security in cyber-
space. Today, at the request and on be-
half of the Administration, I introduce 
this legislation, the Enhancement of 
Privacy and Public Safety in Cyber-
space Act. 

The White House Chief of Staff, John 
Podesta, announced the administra-
tion’s cyber-security proposal in an im-
portant speech at the National Press 
Club on Monday, July 17, 2000. This is a 
complex area that requires close atten-
tion to get the balance among law en-
forcement, business and civil liberties 
interests just right. I welcome the Ad-
ministration’s participation in this de-
bate on the privacy implications of 
government surveillance, which cer-
tainly deserves just as much attention 
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as the issue of the collection and dis-
semination of personally-identifiable 
information by the private-sector. 

The means by which law enforcement 
authorities may gain access to a per-
son’s private ‘‘effects’’ is no longer lim-
ited by physical proximity, as it was at 
the time the Framers crafted our Con-
stitution’s Fourth Amendment right of 
the American people to be secure in 
their persons, houses, papers and ef-
fects, against unreasonable searches 
and seizures. New communications 
methods and surveillance devices have 
dramatically expanded the opportuni-
ties for surreptitious law enforcement 
access to private messages and records 
from remote locations. 

One example of these devices is the 
Federal Bureau of Investigation’s Car-
nivore software program, which screens 
Internet traffic and captures informa-
tion targeted by court orders. The Sen-
ate and House Judiciary Committees 
have both conducted hearings on Carni-
vore to discuss how the software works 
and whether it minimizes intrusion or 
maximizes the potential for govern-
ment abuse. The Attorney General is 
arranging for an independent technical 
review of Carnivore, and I look forward 
to reviewing the results. 

In short, new communications tech-
nologies pose both benefits and chal-
lenges to privacy and law enforcement. 
The Congress has worked successfully 
in the past to mediate this tension 
with a combination of stringent proce-
dures for law enforcement access to our 
communications and legal protections 
to maintain their privacy and confiden-
tiality, whether they occur in person 
or over the telephone, fax machine or 
computer. In 1968, the Congress passed 
comprehensive legislation authorizing 
government interception, under care-
fully defined circumstances, of voice 
communications over telephones or in 
person in Title III of the Omnibus 
Crime Control and Safe Streets Act. 

We returned to this important area 
in 1986, when we passed the Electronic 
Communications Privacy Act (ECPA), 
which I was proud to sponsor, that out-
lined procedures for law enforcement 
access to electronic mail systems and 
remote data processing systems, and 
that provided important privacy safe-
guards for computer users. 

The Administration’s legislation is 
an important contribution to the ongo-
ing debate over the sufficiency of our 
current laws in the face of the expo-
nential growth of computer and com-
munications networks. In fact, this 
legislation contains some proposals 
which I support. For example, the bill 
would allow judicial review of pen reg-
ister orders so the judge is not just a 
rubber stamp, and would update the 
wiretap laws to apply the same proce-
dural rules to e-mail intercepts as to 
phone intercepts. 

Nevertheless, the merits of other pro-
visions in this legislation would benefit 

from additional scrutiny and debate. 
For example, the legislation proposes 
elimination of the current $5,000 
threshold for large categories of federal 
computer crimes. This would lower the 
bar for federal investigative and pros-
ecutorial attention with the result 
that lesser computer abuses could be 
converted into federal crimes. 

Specifically, federal jurisdiction cur-
rently exists for a variety of computer 
crimes if, and only if, such criminal of-
fenses result in at least $5,000 of aggre-
gate damage or cause another specified 
injury, such as the impairment of med-
ical treatment, physical injury to a 
person or a threat to public safety. 
Elimination of the $5,000 threshold 
would criminalize a variety of minor 
computer abuses, regardless of whether 
any significant harm results. Our fed-
eral laws do not need to reach each and 
every minor, inadvertent and harmless 
hacking offense—after all, each of the 
50 states has its own computer crime 
laws. Rather, our federal laws need to 
reach those offenses for which federal 
jurisdiction is appropriate. This can be 
accomplished, as I have done in the 
Internet Security Act, S. 2430, which I 
introduced earlier this year, by simply 
adding an appropriate definition of 
‘‘loss’’ to the statute. 

Prior Congresses have declined to 
over-federalize computer offenses and 
sensibly determined that not all com-
puter abuses warrant federal criminal 
sanctions. When the computer crime 
law was first enacted in 1984, the House 
Judiciary Committee reporting the bill 
stated: 

The Federal jurisdictional threshold is 
that there must be $5,000 worth of benefit to 
the defendant or loss to another in order to 
concentrate Federal resources on the more 
substantial computer offenses that affect 
interstate or foreign commerce. (H.Rep. 98– 
894, at p. 22, July 24, 1984). 

Similarly, the Senate Judiciary Com-
mittee under the chairmanship of Sen-
ator THURMOND, rejected suggestions in 
1986 that ‘‘the Congress should enact as 
sweeping a Federal statute as possible 
so that no computer crime is poten-
tially uncovered.’’ (S. Rep. 99–432, at p. 
4, September 3, 1986). 

For example, if an overly-curious col-
lege sophomore checks a professor’s 
unattended computer to see what grade 
he is going to get and accidentally de-
letes a file or a message, current Fed-
eral law does not make that conduct a 
crime. That conduct may be cause for 
discipline at the college, but not for 
the FBI to swoop in and investigate. 
Yet, under the Administration’s legis-
lation, this unauthorized access to the 
professor’s computer would constitute 
a federal offense. 

As the Congress considers changes in 
our current laws with a view to updat-
ing our current privacy safeguards 
from unreasonable government surveil-
lance, I commend the administration 
for focusing attention on this impor-

tant issue by transmitting its legisla-
tive proposal. 

I ask unanimous consent that the bill 
be printed in the RECORD. 

There being no objection, the bill was 
ordered to be printed in the RECORD, as 
follows: 

S. 3083 
Be it enacted by the Senate and House of Rep-

resentatives of the United States of America in 
Congress assembled, 
SECTION 1. SHORT TITLE. 

This Act may be cited as the ‘‘Enhance-
ment of Privacy and Public Safety in Cyber-
space Act’’. 
SEC. 2. COMPUTER CRIME. 

(a) FRAUD AND RELATED ACTIVITY IN CON-
NECTION WITH COMPUTERS.— 

(1) OFFENSES.—Subsection (a) of section 
1030 of title 18, United States Code, is amend-
ed— 

(A) in paragraph (3), by striking ‘‘accesses 
such a computer’’ and inserting ‘‘or in excess 
of authorization to access any nonpublic 
computer of a department or agency of the 
United States, accesses a computer’’; and 

(B) in paragraph (7), by striking ‘‘, firm, as-
sociation, educational institution, financial 
institution, government entity, or other 
legal entity,’’. 

(2) ATTEMPTED OFFENSES.—Subsection (b) 
of that section is amended by inserting be-
fore the period the following: ‘‘as if such per-
son had committed the completed offense’’. 

(3) PUNISHMENT.—Subsection (c) of that 
section is amended— 

(A) in paragraph (1), by striking ‘‘, or an 
attempt to commit an offense punishable 
under this subparagraph’’ each place it ap-
pears in subparagraphs (A) and (B); 

(B) in paragraph (2)— 
(i) by striking subparagraph (A) and insert-

ing the following new subparagraph (A): 
‘‘(A) except as provided in subparagraphs 

(B) and (C) of this subparagraph, a fine under 
this title or imprisonment for not more than 
one year, or both, in the case of an offense 
under subsection (a)(2), (a)(3), (a)(5), or (a)(6) 
of this section which does not occur after a 
conviction for another offense under this sec-
tion;’’; 

(ii) in subparagraph (B), by adding ‘‘and’’ 
at the end; and 

(iii) by striking subparagraph (C) and in-
serting the following new subparagraph (C): 

‘‘(C) a fine under this title or imprison-
ment for not more than ten years, or both, in 
the case of an offense under subsection 
(a)(5)(A) or (a)(5)(B) if the offense caused (or, 
in the case of an attempted offense, would, if 
completed, have caused)— 

‘‘(i) loss to one or more persons during any 
one year period (including loss resulting 
from a related course of conduct affecting 
one or more other protected computers) ag-
gregating at least $5,000; 

‘‘(ii) the modification or impairment, or 
potential modification or impairment, of the 
medical examination, diagnosis, treatment, 
or care of one or more individuals; 

‘‘(iii) physical injury to any individual; 
‘‘(iv) a threat to public health or safety; or 
‘‘(v) damage affecting a computer system 

used by or for a government entity in fur-
therance of the administration of justice, na-
tional defense, or national security;’’; 

(C) in paragraph (3)— 
(i) by striking ‘‘(3)(A)’’ and inserting ‘‘(3)’’; 
(ii) by striking ‘‘, (a)(5)(A), (a)(5)(B),’’; 
(iii) by striking ‘‘, or an attempt to com-

mit an offense punishable under this sub-
paragraph;’’; and 

(iv) by striking subparagraph (B); and 
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(D) by adding at the end the following new 

paragraph: 
‘‘(4) a fine under this title or imprisonment 

for not more than ten years, or both, in the 
case of an offense under subsection (a)(2), 
(a)(3), (a)(4), (a)(5), (a)(6), or (a)(7) of this sec-
tion which occurs after a conviction for an-
other offense under this section.’’. 

(4) INVESTIGATIVE AUTHORITY OF UNITED 
STATES SECRET SERVICE.—Subsection (d) of 
that section is amended— 

(A) in the first sentence, by striking ‘‘sub-
sections (a)(2)(A), (a)(2)(B), (a)(3), (a)(4), 
(a)(5), and (a)(6) of’’; and 

(B) in the second sentence, by striking 
‘‘which shall be entered into by’’ and insert-
ing ‘‘between’’. 

(5) DEFINITIONS.—Subsection (e) of that 
section is amended— 

(A) in paragraph (2)(B), by inserting before 
the semicolon the following: ‘‘, including a 
computer located outside the United 
States’’; 

(B) in paragraph (7), by striking ‘‘and’’ at 
the end; 

(C) in paragraph (8), by striking ‘‘or infor-
mation,’’ and all that follows through the 
end of the paragraph and inserting ‘‘or infor-
mation;’’; 

(D) in paragraph (9), by striking the period 
at the end and inserting a semicolon; and 

(E) by adding at the end the following new 
paragraphs: 

‘‘(10) the term ‘conviction for another of-
fense under this section’ includes— 

‘‘(A) an adjudication of juvenile delin-
quency for a violation of this section; and 

‘‘(B) a conviction under State law for a 
crime punishable by imprisonment for more 
than one year, an element of which is unau-
thorized access, or exceeding authorized ac-
cess, to a computer; 

‘‘(11) the term ‘loss’ means any reasonable 
cost to any victim, including responding to 
the offense, conducting a damage assess-
ment, restoring any data, program, system, 
or information to its condition before the of-
fense, and any revenue lost or costs incurred 
because of interruption of service; and 

‘‘(12) the term ‘person’ includes any indi-
vidual, firm, association, educational insti-
tution, financial institution, corporation, 
company, partnership, society, government 
entity, or other legal entity.’’. 

(6) CIVIL ACTIONS.—Subsection (g) of that 
section is amended to read as follows: 

‘‘(g) Any person who suffers damage or loss 
by reason of a violation of this section may 
maintain a civil action against the violator 
to obtain compensatory damages and injunc-
tive or other equitable relief. An action 
under this subsection for a violation of sub-
section (a)(5) may be brought only if the con-
duct involves one or more of the factors set 
forth in subsection (c)(2)(C). No action may 
be brought under this subsection unless such 
action is begun within 2 years of the date of 
the act complained of or the date of the dis-
covery of the damage.’’. 

(7) FORFEITURE.—That section is further 
amended— 

(A) by redesignating subsection (h) as sub-
section (j); and 

(B) by inserting after subsection (g), as 
amended by paragraph (6) of this subsection, 
the following new subsections (h) and (i): 

‘‘(h)(1) The court, in imposing sentence on 
any person convicted of a violation of this 
section, shall order, in addition to any other 
sentence imposed and irrespective of any 
provision of State law, that such person for-
feit to the United States— 

‘‘(A) such person’s interest in any prop-
erty, whether real or personal, that was used 

or intended to be used to commit or to facili-
tate the commission of such violation; and 

‘‘(B) any property, whether real or per-
sonal, constituting or derived from, any pro-
ceeds that such person obtained, whether di-
rectly or indirectly, as a result of such viola-
tion. 

‘‘(2) The criminal forfeiture of property 
under this subsection, any seizure and dis-
position thereof, and any administrative or 
judicial proceeding in relation thereto, shall 
be governed by the provisions of section 413 
of the Comprehensive Drug Abuse Preven-
tion and Control Act of 1970 (21 U.S.C. 853), 
except subsection (d) of that section. 

‘‘(i)(1) The following shall be subject to for-
feiture to the United States, and no property 
right shall exist in them: 

‘‘(A) Any property, whether real or per-
sonal, used or intended to be used to commit 
or to facilitate the commission of any viola-
tion of this section. 

‘‘(B) Any property, whether real or per-
sonal, which constitutes or is derived from 
proceeds traceable to any violation of this 
section. 

‘‘(2) The provisions of chapter 46 of this 
title relating to civil forfeiture shall apply 
to any seizure or civil forfeiture under this 
subsection.’’. 

(b) AMENDMENTS TO SENTENCING GUIDE-
LINES.—Pursuant to its authority under sec-
tion 994(p) of title 28, United States Code, the 
United States Sentencing Commission shall 
amend the sentencing guidelines to ensure 
any individual convicted of a violation of 
paragraph (4) or a felony violation of para-
graph (5)(A), but not a felony violation of 
paragraph (5)(B) or (5)(C), of section 1030(a) 
of title 18, United States Code, is imprisoned 
for not less than 6 months. 

(c) COMMUNICATIONS MATTERS.— 
(1) IN GENERAL.—Section 223(a)(1) of the 

Communications Act of 1934 (47 U.S.C. 
223(a)(1)) is amended— 

(A) in subparagraphs (C) and (E), by insert-
ing ‘‘or interactive computer service’’ after 
‘‘telecommunications device’’; 

(B) in subparagraph (D), by striking ‘‘or’’ 
at the end; and 

(C) by adding after subparagraph (E) the 
following new subparagraph: 

‘‘(F) with the intent to cause the unavail-
ability of a telecommunications device or 
interactive computer service, or to cause 
damage to a protected computer (as those 
terms are defined in section 1030 of title 18, 
United States Code), causes or attempts to 
cause one or more other persons to initiate 
communication with such telecommuni-
cations device, interactive computer service, 
or protected computer; or’’. 

(2) CONFORMING AMENDMENT.—The section 
heading of that section is amended by strik-
ing ‘‘TELEPHONE CALLS’’ and inserting 
‘‘COMMUNICATIONS’’. 
SEC. 3. INTERCEPTION OF WIRE, ORAL, AND 

ELECTRONIC COMMUNICATIONS. 
(a) DEFINITIONS.—Section 2510 of title 18, 

United States Code, is amended— 
(1) in paragraph (1), by striking ‘‘electronic 

storage’’ and inserting ‘‘interim storage’’; 
(2) in paragraph (10), by striking ‘‘section 

153(h) of title 47 of the United States Code’’ 
and inserting ‘‘section 3(10) of the Commu-
nications Act of 1934 (47 U.S.C. 153(10))’’; 

(3) in paragraph (14)— 
(A) by striking ‘‘of electronic’’ and insert-

ing ‘‘of wire or electronic’’; and 
(B) by striking ‘‘electronic storage’’ and 

inserting ‘‘interim storage’’; and 
(4) in paragraph (17)— 
(A) by striking ‘‘ ‘electronic storage’ ’’ and 

inserting ‘‘ ‘interim storage’ ’’; and 

(B) in subparagraph (A), by inserting ‘‘by 
an electronic communication service’’ after 
‘‘intermediate storage’’. 

(b) PROHIBITION ON INTERCEPTION AND DIS-
CLOSURE OF COMMUNICATIONS.—Section 2511 
of that title is amended— 

(1) in subsection (2)— 
(A) in paragraph (a)(i), by striking ‘‘on offi-

cer’’ and inserting ‘‘an officer’’; 
(B) in paragraph (f)— 
(i) by inserting ‘‘or 206’’ after ‘‘chapter 

121’’; and 
(ii) by striking ‘‘wire and oral’’ and insert-

ing ‘‘wire, oral, and electronic’’; and 
(C) in paragraph (g), by striking clause (i) 

and inserting the following new clause (i): 
‘‘(i) to intercept or access a wire or elec-

tronic communication (other than a radio 
communication) made through an electronic 
communications system that is configured 
so that such communication is readily acces-
sible to the general public;’’; and 

(2) in subsection (4)— 
(A) in paragraph (a), by striking ‘‘in para-

graph (b) of this subsection or’’; 
(B) by striking paragraph (b); and 
(C) by redesignating paragraph (c) as para-

graph (b). 
(c) PROHIBITION ON USE OF EVIDENCE OF 

INTERCEPTED COMMUNICATIONS.—Section 2515 
of that title is amended— 

(1) by striking ‘‘Whenever any wire or oral 
communication’’ and inserting ‘‘(a) Except 
as provided in subsection (b), whenever any 
wire, oral, or electronic communication’’; 
and 

(2) by adding at the end the following new 
subsection: 

‘‘(b) Subsection (a) shall not apply to the 
disclosure, before a grand jury or in a crimi-
nal trial, hearing, or other criminal pro-
ceeding, of the contents of a communication, 
or evidence derived therefrom, against a per-
son alleged to have intercepted, used, or dis-
closed the communication in violation of 
this chapter, or participated in such viola-
tion.’’. 

(d) AUTHORIZATION FOR INTERCEPTION OF 
COMMUNICATIONS.—Section 2516 of that title 
is amended— 

(1) in subsection (1)— 
(A) by striking ‘‘wire or oral’’ in the mat-

ter preceding paragraph (a) and inserting 
‘‘wire, oral, or electronic’’; 

(B) in paragraph (b), by inserting ‘‘threat,’’ 
after ‘‘robbery,’’; 

(C) by striking the first paragraph (p) and 
inserting the following new paragraph (p): 

‘‘(p) a felony violation of section 1030 of 
this title (relating to computer fraud and 
abuse), a felony violation of section 223 of 
the Communications Act of 1934 (47 U.S.C. 
223) (relating to abusive communications in 
interstate or foreign commerce), or a viola-
tion of section 1362 of this title (relating to 
destruction of government communications 
facilities); or’’; and 

(D) by redesignating the second paragraph 
(p) as paragraph (q); and 

(2) in subsection (3), by striking ‘‘elec-
tronic communications’’ and inserting ‘‘one- 
way pager communications’’. 

(e) AUTHORIZATION FOR DISCLOSURE OR USE 
OF INTERCEPTED COMMUNICATIONS.—Section 
2517 of that title is amended in subsections 
(1) and (2) by inserting ‘‘or under the cir-
cumstances described in section 2515(b) of 
this title’’ after ‘‘by any means authorized 
by this chapter’’. 

(f) PROCEDURE FOR INTERCEPTION.—Section 
2518 of that title is amended— 

(1) in subsection (7), by striking ‘‘sub-
section (d)’’ and inserting ‘‘subsection 
(8)(d)’’; and 
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(2) in subsection (10)— 
(A) in paragraph (a)— 
(i) in the matter preceding subparagraph 

(i), by striking ‘‘wire or oral’’ and inserting 
‘‘wire, oral, or electronic’’; and 

(ii) in the flush matter following subpara-
graph (iii)— 

(I) by striking ‘‘intercepted wire or oral 
communication’’ and inserting ‘‘intercepted 
communication’’; and 

(II) by adding at the end the following new 
sentence: ‘‘No suppression may be ordered 
under this paragraph under the cir-
cumstances described in section 2515(b) of 
this title.’’; and 

(B) by striking paragraph (c). 
(g) CIVIL DAMAGES.—Section 2520(c)(2) of 

that title is amended— 
(1) in the matter preceding subparagraph 

(A)— 
(A) by striking ‘‘court may’’ and inserting 

‘‘court shall’’; and 
(B) by striking ‘‘greater’’ and inserting 

‘‘greatest’’; 
(2) in subparagraph (A), by striking ‘‘or’’ at 

the end; 
(3) in subparagraph (B), by striking 

‘‘whichever is the greater of $100 a day for 
each day of violation or $10,000.’’ and insert-
ing ‘‘$500 a day for each day of violation; or’’; 
and 

(4) by adding at the end the following new 
subparagraph: 

‘‘(C) statutory damages of $10,000.’’. 
(h) CONFORMING AND CLERICAL AMEND-

MENTS.— 
(1) CONFORMING AMENDMENT.—The section 

heading of section 2515 of that title is amend-
ed to read as follows: 

‘‘§ 2515. Prohibition on use as evidence of 
intercepted wire, oral, or electronic com-
munications’’. 
(2) CLERICAL AMENDMENT.—The table of 

sections at the beginning of chapter 119 of 
that title is amended by striking the item 
relating to section 2515 and inserting the fol-
lowing new item: 

‘‘2515. Prohibition on use as evidence of 
intercepted wire, oral, or elec-
tronic communications.’’. 

SEC. 4. ELECTRONIC COMMUNICATIONS PRI-
VACY. 

(a) UNLAWFUL ACCESS TO STORED COMMU-
NICATIONS.—Section 2701 of title 18, United 
States Code, is amended— 

(1) in subsection (a) by striking ‘‘electronic 
storage’’ and inserting ‘‘interim storage’’; 

(2) in subsection (b)— 
(A) in paragraph (1)— 
(i) by striking ‘‘purposes of’’ in the matter 

preceding subparagraph (A) and inserting ‘‘a 
tortious or illegal purpose,’’; 

(ii) in subparagraph (A) by striking ‘‘one 
year’’ and inserting ‘‘five years’’; and 

(iii) in subparagraph (B) by striking ‘‘two 
years’’ and inserting ‘‘ten years’’; and 

(B) by striking paragraph (2) and inserting 
the following new paragraph (2): 

‘‘(2) in any other case— 
‘‘(A) a fine under this title or imprison-

ment for not more than one year, or both, in 
the case of a first offense under this subpara-
graph; and 

‘‘(B) a fine under this title or imprison-
ment for not more than five years, or both, 
for any subsequent offense under this sub-
paragraph.’’. 

(b) DISCLOSURE OF CONTENTS.—Section 2702 
of that title is amended— 

(1) in subsection (a)— 
(A) in paragraph (1)— 
(i) by striking ‘‘person or entity providing 

an’’ and inserting ‘‘provider of’’; 

(ii) by striking ‘‘electronic storage’’ and 
inserting ‘‘interim storage’’; and 

(iii) by striking ‘‘and’’ at the end; 
(B) in paragraph (2)— 
(i) by striking ‘‘person or entity providing’’ 

and inserting ‘‘provider of’’; and 
(ii) striking the period at the end and in-

serting ‘‘; and’’; and 
(C) by adding at the end the following new 

paragraph: 
‘‘(3) a provider of remote computing serv-

ice or electronic communication service to 
the public shall not knowingly divulge a 
record or other information pertaining to a 
subscriber to or customer of such service 
(not including the contents of communica-
tions covered by paragraph (1) or (2) of this 
subsection) to any governmental entity.’’; 

(2) in subsection (b)— 
(A) in the subsection caption, by inserting 

‘‘FOR DISCLOSURE OF COMMUNICATIONS’’ after 
‘‘EXCEPTIONS’’; 

(B) in the matter preceding paragraph (1), 
by striking ‘‘person or entity’’ and inserting 
‘‘provider described in subsection (a)’’; 

(C) in paragraph (6)— 
(i) in subparagraph (A)(ii), by striking ‘‘or’’ 

at the end; 
(ii) in subparagraph (B), by striking the pe-

riod at the end and inserting ‘‘; or’’; and 
(iii) by adding at the end the following new 

subparagraph: 
‘‘(C) if the provider reasonably believes 

that an emergency involving immediate dan-
ger of death or serious physical injury to any 
person justifies disclosure of the informa-
tion.’’; and 

(3) by adding at the end the following new 
subsection: 

‘‘(c) EXCEPTIONS FOR DISCLOSURE OF CUS-
TOMER RECORDS.—A provider described in 
subsection (a) may divulge a record or other 
information pertaining to a subscriber to or 
customer of such service (not including the 
contents of communications covered by 
paragraph (1) or (2) of subsection (a))— 

‘‘(1) as otherwise authorized in section 2703 
of this title; 

‘‘(2) with the lawful consent of the cus-
tomer or subscriber; 

‘‘(3) as may be necessarily incident to the 
rendition of the service or to the protection 
of the rights or property of the provider of 
that service; 

‘‘(4) to a governmental entity, if the pro-
vider reasonably believes that an emergency 
involving immediate danger of death or seri-
ous physical injury to any person justifies 
disclosure of the information; or 

‘‘(5) to any person other than a govern-
mental entity if not otherwise prohibited by 
law.’’. 

(c) REQUIREMENTS FOR GOVERNMENTAL AC-
CESS.—Section 2703 of that title is amended— 

(1) in subsection (a), by striking ‘‘elec-
tronic storage’’ each place it appears and in-
serting ‘‘interim storage’’; 

(2) in subsection (b)(1)(B), by striking 
clause (i) and inserting the following new 
clause (i): 

‘‘(i) uses a Federal or State grand jury or 
trial subpoena, or a subpoena or equivalent 
process authorized by a Federal or State 
statute; or’’; 

(3) in subsection (c)— 
(A) by redesignating paragraph (2) as para-

graph (3); 
(B) by redesignating subparagraph (C) of 

paragraph (1) as paragraph (2); 
(C) in paragraph (2), as so redesignated— 
(i) by striking ‘‘an administrative sub-

poena authorized by a Federal or State stat-
ute or a Federal or State grand jury or trial 
subpoena’’ and inserting ‘‘a Federal or State 

grand jury or trial subpoena, or a subpoena 
or equivalent process authorized by a Fed-
eral or State statute,’’; and 

(ii) by striking ‘‘subparagraph (B).’’ and in-
serting ‘‘paragraph (1).’’; and 

(D) in paragraph (1)— 
(i) by striking ‘‘(A) Except as provided in 

subparagraph (B),’’ and inserting ‘‘A govern-
mental entity may require’’; 

(ii) by striking ‘‘may disclose’’ and insert-
ing ‘‘to disclose’’; 

(iii) by striking ‘‘to any person other than 
a governmental entity.’’; 

(iv) by striking ‘‘(B) A provider of’’ 
through ‘‘to a governmental entity’’; 

(v) by redesignating clauses (i) through (iv) 
as subparagraphs (A) through (D); 

(vi) by striking ‘‘or’’ at the end of subpara-
graph (C), as so redesignated; 

(vii) by striking the period at the end of 
subparagraph (D), as so redesignated, and in-
serting ‘‘; or’’; and 

(viii) by adding after subparagraph (D), as 
so redesignated, the following new subpara-
graph: 

‘‘(E) seeks information pursuant to para-
graph (2).’’; and 

(4) in subsection (d)— 
(A) by striking ‘‘subsection (c)’’ and insert-

ing ‘‘subsection (c)(1)’’; and 
(B) by striking ‘‘section 3127(2)(A)’’ and in-

serting ‘‘section 3127(2)’’. 
(d) DELAYED NOTICE.—Section 2705(a) of 

that title is amended— 
(1) in paragraph (1)(B), by striking ‘‘an ad-

ministrative subpoena authorized by a Fed-
eral or State statute or a Federal or State 
grand jury subpoena’’ and inserting ‘‘a Fed-
eral or State grand jury or trial subpoena, or 
a subpoena or equivalent process authorized 
by a Federal or State statute,’’; and 

(2) in paragraph (4), by striking ‘‘by the 
court’’ and all that follows through the end 
of the paragraph and inserting ‘‘, upon appli-
cation, if the court determines that there is 
reason to believe that notification of the ex-
istence of the court order or subpoena may 
have an adverse result described in para-
graph (2) of this subsection.’’. 

(e) CIVIL ACTION.—Section 2707(e)(1) of that 
title is amended by inserting ‘‘a request of a 
governmental entity under section 2703(f) of 
this title,’’ after ‘‘subpoena,’’. 

(f) CONFORMING AND CLERICAL AMEND-
MENTS.— 

(1) CONFORMING AMENDMENTS.—(A) The sec-
tion heading of section 2702 of that title is 
amended to read as follows: 

‘‘§ 2702. Voluntary disclosure of customer 
communications or records’’. 
(B) The section heading of section 2703 of 

that title is amended to read as follows: 

‘‘§ 2703. Required disclosure of customer com-
munications or records’’. 
(2) CLERICAL AMENDMENT.—The table of 

sections at the beginning of chapter 121 of 
that title is amended by striking the items 
relating to sections 2702 and 2703 and insert-
ing the following new items: 

‘‘2702. Voluntary disclosure of customer com-
munications or records.’’. 

‘‘2703. Required disclosure of customer com-
munications or records.’’. 

SEC. 5. PEN REGISTERS AND TRAP AND TRACE 
DEVICES. 

(a) GENERAL PROHIBITION ON USE.—Section 
3121(c) of title 18, United States Code, is 
amended— 

(1) by inserting ‘‘or trap and trace device’’ 
after ‘‘pen register’’; 

(2) by inserting ‘‘, routing, addressing,’’ 
after ‘‘dialing’’; and 
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(3) by striking ‘‘call processing’’ and in-

serting ‘‘the processing and transmitting of 
wire and electronic communications’’. 

(b) APPLICATION FOR ORDER.—Section 
3122(b)(2) of that title is amended by striking 
‘‘certification by the applicant’’ and insert-
ing ‘‘statement of facts showing’’. 

(c) ISSUANCE OF ORDER.—Section 3123 of 
that title is amended— 

(1) by striking subsection (a) and inserting 
the following new subsection (a): 

‘‘(a) IN GENERAL.—(1) Upon an application 
made under section 3122(a)(1) of this title, 
the court shall enter an ex parte order au-
thorizing the installation and use of a pen 
register or a trap and trace device if the 
court finds, based on facts contained in the 
application, that the information likely to 
be obtained by such installation and use is 
relevant to an ongoing criminal investiga-
tion. Such order shall, upon service of such 
order, apply to any entity providing wire or 
electronic communication service in the 
United States whose assistance may facili-
tate the execution of the order. 

‘‘(2) Upon an application made under sec-
tion 3122(a)(2) of this title, the court shall 
enter an ex parte order authorizing the in-
stallation and use of a pen register or a trap 
and trace device within the jurisdiction of 
the court if the court finds, based on facts 
contained in the application, that the infor-
mation likely to be obtained by such instal-
lation and use is relevant to an ongoing 
criminal investigation.’’; 

(2) in subsection (b)(1)— 
(A) in subparagraph (A)— 
(i) by inserting ‘‘or other facility’’ after 

‘‘line’’; and 
(ii) by inserting ‘‘or applied’’ after ‘‘at-

tached’’; and 
(B) in subparagraph (C)— 
(i) by striking ‘‘the number’’ and inserting 

‘‘the attributes of the communications to 
which the order applies, such as the number 
or other identifier,’’; 

(ii) by striking ‘‘physical’’; 
(iii) by inserting ‘‘or other facility’’ after 

‘‘line’’; 
(iv) by inserting ‘‘or applied’’ after ‘‘at-

tached’’; and 
(v) by inserting ‘‘authorized under sub-

section (a)(2) of this section’’ after ‘‘device’’ 
the second place it appears; and 

(4) in subsection (d)(2)— 
(A) by inserting ‘‘or other facility’’ after 

‘‘line’’; 
(B) by inserting ‘‘or applied’’ after ‘‘at-

tached’’; and 
(C) by striking ‘‘has been ordered by the 

court’’ and inserting ‘‘is obligated by the 
order’’. 

(d) EMERGENCY INSTALLATION.—Section 
3125(a)(1) of that title is amended— 

(1) in subparagraph (A), by striking ‘‘or’’ at 
the end; 

(2) in subparagraph (B), by striking the 
comma at the end and inserting a semicolon; 
and 

(3) by adding at the end the following new 
subparagraphs: 

‘‘(C) an immediate threat to a national se-
curity interest; or 

‘‘(D) an ongoing attack on the integrity or 
availability of a protected computer punish-
able pursuant to section 1030(c)(2)(C) of this 
title,’’. 

(e) DEFINITIONS.—Section 3127 of that title 
is amended— 

(1) in paragraph (2), by striking subpara-
graph (A) and inserting the following new 
subparagraph (A): 

‘‘(A) any district court of the United 
States (including a magistrate judge of such 

a court) or United States Court of Appeals 
having jurisdiction over the offense being in-
vestigated; or’’; 

(2) in paragraph (3)— 
(A) by striking ‘‘electronic or other im-

pulses which identify the numbers dialed or 
otherwise transmitted on the telephone line 
to which such device is attached’’ and insert-
ing ‘‘dialing, routing, addressing, and sig-
naling information transmitted by an instru-
ment or facility from which a wire or elec-
tronic communication is transmitted’’; and 

(B) by inserting ‘‘or process’’ after ‘‘de-
vice’’ each place it appears; 

(3) in paragraph (4)— 
(A) by inserting ‘‘or process’’ after ‘‘a de-

vice’’; and 
(B) by striking ‘‘of an instrument or device 

from which a wire or electronic communica-
tion was transmitted’’ and inserting ‘‘or 
other dialing, routing, addressing, and sig-
naling information relevant to identifying 
the source of a wire or electronic commu-
nication’’; 

(4) in paragraph (5), by striking ‘‘and’’ at 
the end; 

(5) in paragraph (6), by striking the period 
at the end and inserting ‘‘; and’’; and 

(6) by adding at the end the following new 
paragraph: 

‘‘(7) the term ‘protected computer’ has the 
meaning given that term in section 1030(e) of 
this title.’’. 
SEC. 6. JUVENILE MATTERS. 

Section 5032 of title 18, United States Code, 
is amended in the first undesignated para-
graph by inserting after ‘‘section 924(b), (g), 
or (h) of this title,’’ the following: ‘‘or is a 
violation of section 1030(a)(1), section 
1030(a)(2)(B), section 1030(a)(3), or a felony 
violation of section 1030(a)(5) where such fel-
ony violation of section 1030(a)(5) is eligible 
for punishment under section 1030(c)(2)(C)(ii) 
through (v) of this title,’’. 
SEC. 7. PROTECTION OF CABLE SERVICE SUB-

SCRIBER PRIVACY. 
Section 631 of the Communications Act of 

1934 (47 U.S.C. 551) is amended— 
(1) in subsection (c)(2)— 
(A) in subparagraph (B), by striking ‘‘or’’ 

at the end; 
(B) in subparagraph (C), by striking the pe-

riod at the end and inserting ‘‘; or’’; and 
(C) by adding at the end the following new 

subparagraph: 
‘‘(D) required under chapter 119, 121, or 206 

of title 18, United States Code, except that 
disclosure under this subparagraph shall not 
include records revealing customer cable tel-
evision viewing activity.’’; and 

(2) in subsection (h), by striking ‘‘A gov-
ernmental entity’’ and inserting ‘‘Except as 
provided in subsection (c)(2)(D), a govern-
mental entity’’. 

Mr. HATCH: 
S. 3084. A bill to amend title XVIII of 

the Social Security Act to provide for 
State accreditation of diabetes self- 
management training programs under 
the Medicare Program; to the Com-
mittee on Finance. 
STATE ACCREDITATION OF DIABETES SELF-MAN-

AGEMENT TRAINING PROGRAMS UNDER THE 
MEDICARE PROGRAM 
Mr. HATCH. Mr. President, today, I 

am introducing legislation that will 
allow all state diabetes education pro-
grams to be reimbursed by the Medi-
care program. Currently, state diabetes 
education programs that only have 
state certification are not able to re-

ceive Medicare reimbursement for the 
fine work that they do as far as edu-
cating diabetics in the communities. 
As a result, these individuals have less 
access to the education that they need 
to control their diabetes. 

This issue was brought to my atten-
tion by the Program Director of the 
Utah Diabetes Control Program. There 
are 32 diabetes education programs in 
Utah that are either Utah certified or 
recognized by the American Diabetes 
Association. Eighteen of those pro-
grams have only state certification and 
seven of those are located in rural com-
munities of Utah, including Moab, 
Price, Roosevelt, Gunnison, Payson, 
and Tooele. 

Without this legislation, these 18 pro-
grams cannot be reimbursed by Medi-
care unless they are certified by the 
American Diabetes Association. In 
Utah, our state certification program 
exceeds national standards. In addition 
to submitting an application and docu-
mentation that the education pro-
grams meet the national standards, 
Utah Diabetes Control Program staff 
conduct site visits with all applying 
programs. The staff also collects data 
through annual reports to assess con-
tinued quality and outcomes. 

One of the biggest concerns that has 
been brought to my attention by the 
Utah Department of Health is that the 
American Diabetes Association charges 
$850 for state programs to apply for 
ADA certification. The smaller state 
diabetes education programs have indi-
cated that the ADA fee is cost-prohibi-
tive for them, especially in the more 
rural areas. On the other hand, state 
certification is free to all applicants. 

I understand that this problem not 
only exists in Utah, but across the 
country. I believe that this matter 
needs to be addressed by Congress so 
that all Medicare beneficiaries, regard-
less of where they live, will have access 
to diabetes education programs. 

By Mr. JEFFORDS (for himself, 
Mr. KENNEDY, Mr. CLELAND, and 
Mrs. MURRAY): 

S. 3085. A bill to provide assistance to 
mobilize and support United States 
communities in carrying out youth de-
velopment programs that assure that 
all youth have access to programs and 
services that build the competencies 
and character development needed to 
fully prepare the youth to become 
adults and effective citizens; to the 
Committee on Health, Education, 
Labor, and Pensions. 

THE YOUNGER AMERICANS ACT 
Mr. JEFFORDS. Mr. President, I rise 

today to introduce the Younger Ameri-
can’s Act with Senators KENNEDY, 
CLELAND, and MURRAY. This legislation 
embraces the belief that youth are not 
only our nation’s most valuable re-
source, they also are our most impor-
tant responsibility. The needs of youth 
must be moved to a higher priority on 
our nation’s agenda. 

VerDate Aug 04 2004 01:33 Dec 17, 2004 Jkt 039102 PO 00000 Frm 00093 Fmt 0686 Sfmt 0634 E:\BR00\S20SE0.003 S20SE0



CONGRESSIONAL RECORD—SENATE18762 September 20, 2000 
It is not enough that government re-

sponds to youth when they get into 
trouble with drugs, teen pregnancy, 
and violence. We need to strengthen 
the positive rather than simply re-
spond to the negative. Positive youth 
development, the framework for the 
Younger American’s Act, is not just 
about preventing bad things from hap-
pening, but giving a nudge to help good 
things happen. And we know that it 
works. 

Evaluations of Big Brothers/Big Sis-
ters, Boys and Girls Clubs, and other 
youth development programs have 
demonstrated significant increases in 
parental involvement, youth participa-
tion in constructive education, social 
and recreation activities, enrollment 
in post-secondary education, and com-
munity involvement. Just as impor-
tant, youth actively participating in 
youth development programs show de-
creased rates of school failure and ab-
senteeism, teen pregnancy, delin-
quency, substance abuse, and violent 
behavior. 

We also know that risk taking behav-
ior increases with age. One third of the 
high school juniors and seniors partici-
pate in two or more health risk behav-
iors. That is why it is important to 
build a youth development infrastruc-
ture that engages youth as they enter 
pre-adolescence and keeps them en-
gaged throughout their teen years. The 
Younger American’s Act is targeted to 
youth aged ten to nineteen. This en-
compasses both the critical middle- 
school years, as well as the increas-
ingly risky high school years. 

The Younger American’s Act is about 
framing a national policy on youth. Up 
until now, government has responded 
to kids after they have gotten into 
trouble. We must take a new tack. In-
stead of just treating problems, we 
have to promote healthy development. 
We have to remember that just because 
a kid stays out of trouble, it doesn’t 
mean that he or she is ready to handle 
the responsibilities of adulthood. Re-
search has shown that kids want direc-
tion, they want close bonds with par-
ents and other adult mentors. And I be-
lieve we owe them that. Ideally, this 
comes from strong families, but com-
munities and government can help. 

In order to keep kids engaged in posi-
tive activities, youth must be viewed 
as resources; as active participants in 
finding solutions to their own prob-
lems. Parents also must be part of 
those solutions. This legislation re-
quires that youth and parents be part 
of the decision-making process on the 
federal and local levels. 

The United States does not have a 
cohesive federal policy on youth. Cre-
ating an Office on National Youth Pol-
icy within the White House not only 
raises the priority of youth on the fed-
eral agenda, but provides an oppor-
tunity to more effectively coordinate 
existing federal youth programs to in-

crease their impact on the lives of 
young Americans. The efforts of the Of-
fice of National Youth Policy in advo-
cating for the needs of youth, and the 
Department of Health and Human 
Service in implementing the Younger 
American’s Act will be helped by the 
Council on National Youth Policy. This 
Council, comprised of youth, parents, 
experts in youth development, and rep-
resentatives from the business commu-
nity, will help ensure that this initia-
tive continually responds to the chang-
ing needs of youth and their commu-
nities. It will bring a ‘‘real world’’ per-
spective to the efforts of the Office and 
HHS. 

The Younger American’s Act pro-
vides communities with the funding 
necessary to adequately ensure that 
youth have access to five core re-
sources: 

Ongoing relationships with caring 
adults; 

Safe places with structured activities 
in which to grow and learn; 

Services that promote healthy life-
styles, including those designed to im-
prove physical and mental health; 

Opportunities to acquire marketable 
skills and competencies; and 

Opportunities for community service 
and civic participation. 

Block grant funds will be used to ex-
pand existing resources, create new 
ones where none existed before, over-
come barriers to accessing those re-
sources, and fill gaps to create a cohe-
sive network for youth. The funds will 
be funneled through states, based on an 
allocation formula that equally weighs 
population and poverty measures, to 
communities where the primary deci-
sions regarding the use of the funds 
will take place. Thirty percent of the 
local funds are set aside for to address 
the needs of youth who are particularly 
vulnerable, such as those who are in 
out-of home placements, abused or ne-
glected, living in high poverty areas, or 
living in rural areas where there are 
usually fewer resources. Dividing the 
state into regions, or ‘‘planning and 
mobilization areas,’’ ensures that funds 
will be equitably distributed through-
out a state. Empowering community 
boards, comprised of youth, parents, 
and other members of the community, 
to supervise decisions regarding the 
use of the block grant funds ensures 
that the programs, services, and activi-
ties supported by the Act will be re-
sponsive to local needs. 

Accountability is integral to any ef-
fective federal program. The Younger 
American’s Act provides the Depart-
ment of Health and Human Services 
with the responsibility and funding to 
conduct research and evaluate the ef-
fectiveness of funded initiatives. States 
and the Department are charged with 
monitoring the use of funds by grant-
ees, and empowered to withhold or re-
duce funds if problems arise. 

The Younger Americans Act will help 
kids gain the skills and experience 

they need to successfully navigate the 
rough waters of adolescence. My twen-
ty-first century community learning 
centers initiative supports the efforts 
of schools to operate after-school pro-
grams that emphasize academic enrich-
ment. It’s time to get the rest of the 
community involved. It’s time to give 
the same level of support to the thou-
sands of youth development and youth- 
serving organizations that struggle to 
keep their doors open every day. 

I remember a young man, Brad Luck, 
who testified before the H.E.L.P. Com-
mittee several years ago. As a 14-year- 
old, Brad embarked on a two-year mis-
sion to open a teen center in his home 
town of Essex Junction, Vermont. He 
formed a student board of directors, 
sought 501(c)(3) status and gave over 25 
community presentations to convince 
the town to back the program. Dem-
onstrating the tenacity of youth, he 
then spear-headed a successful drive to 
raise $30,000 in 30 days to fund the 
start-up of the center. Today, the cen-
ter is thriving in its town-donated 
space. This is an example of the type of 
community asset building supported by 
the Younger Americans Act. The 
Younger Americans Act is about an in-
vestment in our youth, our commu-
nities, and our future. I want to thank 
America’s Promise, the United Way, 
and the National Collaboration for 
Youth for their work in providing the 
original framework for the legislation. 
I am proud and excited to be part of 
this important initiative. 

I ask unanimous consent that a sum-
mary of the legislation be printed in 
the RECORD. 

There being no objection, the sum-
mary was ordered to be printed in the 
RECORD, as follows: 

YOUNGER AMERICANS ACT—SUMMARY 
The Younger Americans Act provides a 

framework for a cohesive national policy on 
youth. Loosely based on the Older Americans 
Act, this legislation is an opportunity to bet-
ter coordinate the services, activities and 
programs that help our young people make a 
successful transition from childhood to 
adulthood. The bill includes a block grant 
program to support local communities in 
their efforts to strengthen the resources that 
are available to youth. But perhaps most im-
portantly, The Younger Americans Act is 
about forging partnerships between parents, 
youth, government, and youth serving orga-
nizations. 

The Younger Americans Act begins with a 
statement of national youth policy that 
youth need to have access five core re-
sources: 

Ongoing relationships with caring adults; 
Safe places with structured activities; 
Services that promote healthy lifestyles, 

including those designed to improve physical 
and mental health; 

Opportunities to acquire marketable skills 
and competencies; and 

Opportunities for community service and 
civic participation. 

Reflecting the high priority which youth 
need to occupy on the national agenda, the 
legislation establishes an Office of National 
Youth Policy within the White House. This 
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office will serve as an effective advocate for 
youth within the federal government and as-
sist in resolving administrative and pro-
grammatic conflicts between federal pro-
grams that are barriers to parents, youth, 
communities, and service providers in ac-
cessing the full array of core resources for 
youth. Funds for this Office are authorized 
for $500,000 a year. 

The Younger Americans Act creates a 
Council on National Youth Policy to advise 
the President, the Director of the Office of 
National Youth Policy and the Department 
of Health and Human Services on the devel-
opmental needs of youth, youth participa-
tion, and federal youth policies. The mem-
bership of the Council ensures that youth are 
active participants in the finding solutions 
to many of their own problems. The Council 
is authorized to conduct public forums for 
discussion and serve as an information con-
duit between policy makers, youth, and oth-
ers involved in the provision of youth serv-
ices. It is authorized for $250,000 per year. 

The Younger Americans Act creates a for-
mula-based state block grant to support 
community-based youth development pro-
grams, activities and services. Ninety-seven 
percent of the funds will be distributed to 
states, Native American tribes and organiza-
tions, and outlying territories. The Depart-
ment of Health and Human Services is au-
thorized to use the remainder of the funds to 
conduct demonstration program for youth 
populations that are particularly vulnerable. 
Funds are distributed to states based on the 
population of youth aged 10–19, and the num-
ber of children and youth receiving free- or 
reduced priced lunches. There is a small 
state minimum of .4 percent. 

To implement the block grant, states are 
required to divide the state into geo-
graphical regions called planning and mobili-
zation areas. States are encouraged to utilize 
existing state administrative or pro-
grammatic regions. States may use up to 4 
percent of the funds for program review, 
monitoring, and technical assistance; and no 
more than 3 percent of the funds to address 
the needs of particularly vulnerable youth 
populations, including youth in out-of-home 
residential settings, such as foster care, com-
munities with high concentrations of pov-
erty, rural areas, and youth that have been 
abused or neglected. The remaining 93 per-
cent of the funds allotted to the states must 
be equitably distributed among the planning 
and mobilization areas, based on the same 
population and school lunch program partici-
pation formula used for the distribution of 
the federal funds. 

An ‘‘area agency for youth’’ will be des-
ignated to administer the funds, under the 
direction of a community board. States are 
encouraged to build on existing community 
resources and systems. After assessing the 
available assets for youth, as well as gaps in 
and barriers to services in the community, a 
plan to address the needs of local youth in 
the five core resources is developed for each 
region of the state. At least 30 percent of the 
funds provided to the area agency for youth 
must be used to address the needs of the 
most vulnerable youth populations in the re-
gion. As part of the planning process, area 
agencies for youth and community boards 
must identify measures of program effective-
ness upon which future progress will be eval-
uated. 

Funds are distributed, on a competitive 
basis, to community-based youth serving or-
ganizations and agencies in such a manner as 
to build a cohesive network of programs, 
services and activities for local youth. Provi-

sions in the legislation ensure the participa-
tion of youth and their families in decisions 
about how best to meet the needs of local 
youth. There is a state or local match re-
quirement of 20 percent for the first two 
years, increasing to 50 percent by the fifth 
and subsequent years. The match can meet 
through cash or in-kind contributions, fairly 
evaluated. The legislation contains an illus-
trative list of youth development activities, 
programs and services that may receive 
funds from the Younger American’s Act. 
That list includes a broad variety of effec-
tive youth development activities such as 
youth mentoring, community youth centers 
and clubs, character development, non- 
school hours programs, sports and recreation 
activities, academic and cultural enrich-
ment, workforce preparation, community 
service, and referrals to health and mental 
health services. The block grant is author-
ized for $500 million the first year, ramping 
up to $2 billion in the fifth year of the legis-
lation, for a total of $5.75 billion over five 
years. 

Although research has demonstrated the 
effectiveness of positive youth development 
programs, accountability and evaluation 
must be part of any significant investment 
of federal funds. The legislation requires the 
Department of Health and Human Service to 
conduct extensive research and evaluation of 
the programs, services and activities funded 
under the Act. The Department also has re-
sponsibility for funding professional develop-
ment activities for youth workers and other 
training and education initiatives to in-
crease the capacity of local boards, agencies 
and organizations to implement the block 
grant. These efforts are authorized for $7 
million per year. 

Mr. KENNEDY. Mr. President, I com-
mend Senator JEFFORDS for his leader-
ship on this important legislation and 
it is a privilege to join him as a cospon-
sor on this legislation. I also commend 
the thirty-four youth organizations 
that comprise the National Collabora-
tion for Youth and the more than 200 
young people who have worked on this 
bill. They have been skillful and tire-
less in their efforts to focus on the 
need for a positive national strategy 
for youth. 

Our goal in introducing the Younger 
Americans Act is to establish a na-
tional policy for youth which focuses 
on young people, not as problems, but 
as problem solvers. The Younger Amer-
icans Act is intended to create a local 
and nation-wide collaborative move-
ment to provide programs that offer 
greater support for youth in the years 
of adolescence. This bill, modeled on 
the very successful Older Americans 
Act of 1965, will help youths between 
the ages of 10 and 19. It will provide as-
sistance to communities for youths de-
velopment programs that assure that 
all youth have access to the skills and 
character development needed to be-
come good citizens. 

In other successful bipartisan meas-
ures over the years, such as Head 
Start, child care, and the 21st century 
learning communities, we have created 
a support system for parents of pre-
school and younger school-age chil-
dren. These programs reduce the risk 

that children will grow up to become 
juvenile delinquents by giving them a 
healthy and safe start. It’s time to do 
the same thing for adolescents. 

Americans overwhelmingly believe 
that government should invest in ini-
tiatives like this. Many studies detail 
the effectiveness of youth development 
programs. Beginning with the Carnegie 
Corporation Report in 1992, ‘‘A Matter 
of Time—Risk and Opportunity in the 
Nonschool Hours,’’ a series of studies 
have shown repeatedly that youth de-
velopment programs at the community 
level produce powerful and positive re-
sults. 

In this report this last March, ‘‘Com-
munity Counts: How Youth Organiza-
tions Matter for Youth Development,’’ 
Milbrey McLaughlin, professor of edu-
cation at Stanford University, calls for 
communities to rethink how they de-
sign and deliver services for youths, 
particularly during non-school hours. 
The report confirms that community 
involvement is essential in creating 
and supporting effective programs that 
meet the needs of today’s youth. 

Effective community-based youth de-
velopment programs build on five core 
resources that all youths need to be 
successful. These same core resources 
are the basis for the Younger Ameri-
cans Act. Youths need ongoing rela-
tionships with caring adults, safe 
places with structured activities, ac-
cess to services that promote healthy 
lifestyles, opportunities to acquire 
marketable skills, and opportunities 
for community service and community 
participation. 

The Younger Americans Act will es-
tablish a way for communities to give 
thought and planning on the issues at 
the local level, and to involve both 
youths and parents in the process. The 
Act will provide $5.76 billion over the 
next five years for communities to con-
duct youth development programs that 
recognize the primary role of the fam-
ily, promote the involvement of youth, 
coordinate services in the community, 
and eliminate barriers which prevent 
youth from obtaining the guidance and 
support they need to become successful 
adults. The Act also creates a national 
youth policy office and a national 
youth council to advise the President 
and Congress and help focus the coun-
try more effectively on the needs of 
young people. 

Too often, the focus on youth has 
emphasized their problems, not their 
successes and their potential. This em-
phasis has sent a negative message to 
youth that needs to be reversed. We 
need to deal with negative behaviors, 
but we also need a broader strategy 
that provides a positive approach to 
youth. The Younger Americans Act 
will accomplish this goal in three 
ways, by focusing national attention 
on the strengths and contributions of 
youths, by providing funds to develop 
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positive and cooperative youth devel-
opment programs at the state and com-
munity levels, and by promoting the 
involvement of parents and youths in 
developing positive programs that 
strengthen families. 

The time of adolescence is a complex 
transitional period of growth and 
change. We know what works. The 
challenge we face is to provide the re-
sources to implement positive and 
practical programs effectively. Invest-
ing in youth in ways like that will pay 
enormous dividends for communities 
and our country. I urge all members of 
Congress to join in supporting this im-
portant legislation. 

f 

ADDITIONAL SPONSORS 

S. 61 
At the request of Mr. DEWINE, the 

name of the Senator from Montana 
(Mr. BAUCUS) was added as a cosponsor 
of S. 61, a bill to amend the Tariff Act 
of 1930 to eliminate disincentives to 
fair trade conditions. 

S. 63 
At the request of Mr. KOHL, the name 

of the Senator from Louisiana (Ms. 
LANDRIEU) was added as a cosponsor of 
S. 63, a bill to amend the Internal Rev-
enue Code of 1986 to provide a credit 
against tax for employers who provide 
child care assistance for dependents of 
their employees, and for other pur-
poses. 

S. 1185 
At the request of Mr. ABRAHAM, the 

name of the Senator from Rhode Island 
(Mr. L. CHAFEE) was added as a cospon-
sor of S. 1185, a bill to provide small 
business certain protections from liti-
gation excesses and to limit the prod-
uct liability of non-manufacturer prod-
uct sellers. 

S. 1446 
At the request of Mr. LOTT, the name 

of the Senator from Arkansas (Mr. 
HUTCHINSON) was added as a cosponsor 
of S. 1446, a bill to amend the Internal 
Revenue Code of 1986 to allow an addi-
tional advance refunding of bonds 
originally issued to finance govern-
mental facilities used for essential gov-
ernmental functions. 

S. 1536 
At the request of Mr. DEWINE, the 

name of the Senator from Washington 
(Mr. GORTON) was added as a cosponsor 
of S. 1536, a bill to amend the Older 
Americans Act of 1965 to extend au-
thorizations of appropriations for pro-
grams under the Act, to modernize pro-
grams and services for older individ-
uals, and for other purposes. 

S. 1810 
At the request of Mrs. MURRAY, the 

name of the Senator from New Jersey 
(Mr. TORRICELLI) was added as a co-
sponsor of S. 1810, a bill to amend title 
38, United States Code, to clarify and 
improve veterans’ claims and appellate 
procedures. 

S. 2070 

At the request of Mr. FITZGERALD, 
the name of the Senator from Texas 
(Mrs. HUTCHISON) was added as a co-
sponsor of S. 2070, a bill to improve 
safety standards for child restraints in 
motor vehicles. 

S. 2163 

At the request of Mrs. MURRAY, her 
name was added as a cosponsor of S. 
2163, a bill to provide for a study of the 
engineering feasibility of a water ex-
change in lieu of electrification of the 
Chandler Pumping Plant at Prosser Di-
version Dam, Washington. 

S. 2700 

At the request of Mr. L. CHAFEE, the 
name of the Senator from West Vir-
ginia (Mr. BYRD) was added as a co-
sponsor of S. 2700, a bill to amend the 
Comprehensive Environmental Re-
sponse, Compensation and Liability 
Act of 1980 to promote the cleanup and 
reuse of brownfields, to provide finan-
cial assistance for brownfields revital-
ization, to enhance State response pro-
grams, and for other purposes. 

S. 2764 

At the request of Mr. KENNEDY, the 
names of the Senators from South Da-
kota (Mr. DASCHLE) and the Senator 
from HAWAII (Mr. INOUYE) were added 
as cosponsors of S. 2764, a bill to amend 
the National and Community Service 
Act of 1990 and the Domestic Volunteer 
Service Act of 1973 to extend the au-
thorizations of appropriations for the 
programs carried out under such Acts, 
and for other purposes. 

S. 2787 

At the request of Mr. BIDEN, the 
name of the Senator from Georgia (Mr. 
MILLER) was added as a cosponsor of S. 
2787, a bill to reauthorize the Federal 
programs to prevent violence against 
women, and for other purposes. 

S. 2866 

At the request of Mr. STEVENS, the 
name of the Senator from Ohio (Mr. 
DEWINE) was added as a cosponsor of S. 
2866, a bill to provide for early learning 
programs, and for other purposes. 

S. 2912 

At the request of Mr. KENNEDY, the 
names of the Senators from Louisiana 
(Ms. LANDRIEU) and the Senator from 
New Jersey (Mr. LAUTENBERG) were 
added as cosponsors of S. 2912, a bill to 
amend the Immigration and Nation-
ality Act to remove certain limitations 
on the eligibility of aliens residing in 
the United States to obtain lawful per-
manent residency status. 

S. 2937 

At the request of Mr. DOMENICI, the 
name of the Senator from Utah (Mr. 
HATCH) was added as a cosponsor of S. 
2937, a bill to amend title XVIII of the 
Social Security Act to improve access 
to Medicare+Choice plans through an 
increase in the annual 
Medicare+Choice capitation rates and 
for other purposes. 

S. 2938 
At the request of Mr. BROWNBACK, the 

name of the Senator from Washington 
(Mr. GORTON) was added as a cosponsor 
of S. 2938, a bill to prohibit United 
States assistance to the Palestinian 
Authority if a Palestinian state is de-
clared unilaterally, and for other pur-
poses. 

S. 2967 
At the request of Mr. MURKOWSKI, the 

names of the Senator from Arizona 
(Mr. KYL) and the Senator from Mis-
sissippi (Mr. COCHRAN) were added as 
cosponsors of S. 2967, a bill to amend 
the Internal Revenue Code of 1986 to fa-
cilitate competition in the electric 
power industry. 

S. 2999 
At the request of Mr. ABRAHAM, the 

name of the Senator from Nebraska 
(Mr. HAGEL) was added as a cosponsor 
of S. 2999, a bill to amend title XVIII of 
the Social Security Act to reform the 
regulatory processes used by the 
Health Care Financing Administration 
to administer the Medicare program, 
and for other purposes. 

S. 3007 
At the request of Mrs. FEINSTEIN, the 

names of the Senators from Oregon 
(Mr. WYDEN) and the Senator from 
Maine (Ms. SNOWE) was added as co-
sponsors of S. 3007, a bill to provide for 
measures in response to a unilateral 
declaration of the existence of a Pales-
tinian state. 

S. 3009 
At the request of Mr. HUTCHINSON, 

the name of the Senator from North 
Dakota (Mr. CONRAD) was added as a 
cosponsor of S. 3009, a bill to provide 
funds to the National Center for Rural 
Law Enforcement. 

S. 3030 
At the request of Mr. THOMPSON, the 

name of the Senator from Illinois (Mr. 
FITZGERALD) was added as a cosponsor 
of S. 3030, a bill to amend title 31, 
United States Code, to provide for ex-
ecutive agencies to conduct annual re-
covery audits and recovery activities, 
and for other purposes. 

S. RES. 304 
At the request of Mr. SANTORUM, his 

name was added as a cosponsor of S. 
Res. 304, a resolution expressing the 
sense of the Senate regarding the de-
velopment of educational programs on 
veterans’ contributions to the country 
and the designation of the week that 
includes Veterans Day as ‘‘National 
Veterans Awareness Week’’ for the 
presentation of such educational pro-
grams. 

S. RES. 330 
At the request of Mr. INHOFE, the 

names of the Senator from Texas (Mrs. 
HUTCHISON), the Senator from North 
Carolina (Mr. HELMS), the Senator 
from Maryland (Ms. MIKULSKI), and the 
Senator from Delaware (Mr. ROTH), 
were added as cosponsors of S. Res. 330, 
a resolution to designating the week 
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