
WAC 284-43B-010  Definitions.  (1) The definitions in RCW 
48.43.005 apply throughout this chapter unless the context clearly re-
quires otherwise, or the term is defined otherwise in subsection (2) 
of this section.

(2) The following definitions shall apply throughout this chap-
ter:

(a) "Allowed amount" means the maximum portion of a billed charge 
a health carrier will pay, including any applicable enrollee cost-
sharing responsibility, for a covered health care service or item ren-
dered by a participating provider or facility or by a nonparticipating 
provider or facility.

(b) "Balance bill" means a bill sent to an enrollee by an out-of-
network provider or facility for health care services provided to the 
enrollee after the provider or facility's billed amount is not fully 
reimbursed by the carrier, exclusive of permitted cost-sharing.

(c) "Emergency medical condition" means a medical, mental health, 
or substance use disorder condition manifesting itself by acute symp-
toms of sufficient severity including, but not limited to, severe pain 
or emotional distress, such that a prudent layperson, who possesses an 
average knowledge of health and medicine, could reasonably expect the 
absence of immediate medical, mental health, or substance use disorder 
treatment attention to result in a condition (i) placing the health of 
the individual, or with respect to a pregnant woman, the health of the 
woman or her unborn child, in serious jeopardy, (ii) serious impair-
ment to bodily functions, or (iii) serious dysfunction of any bodily 
organ or part.

(d) "Emergency services" means a medical screening examination, 
as required under section 1867 of the Social Security Act (42 U.S.C. 
1395dd), that is within the capability of the emergency department of 
a hospital, including ancillary services routinely available to the 
emergency department to evaluate that emergency medical condition, and 
further medical examination and treatment, to the extent they are 
within the capabilities of the staff and facilities available at the 
hospital, as are required under section 1867 of the Social Security 
Act (42 U.S.C. 1395dd) to stabilize the patient. Stabilize, with re-
spect to an emergency medical condition, has the meaning given in sec-
tion 1867 (e)(3) of the Social Security Act (42 U.S.C. 1395dd (e)(3)).

(e) "Facility" means a hospital licensed under chapter 70.41 RCW 
or an ambulatory surgical facility licensed under chapter 70.230 RCW.

(f) "In-network" or "participating" means a provider or facility 
that has contracted with a carrier or a carrier's contractor or sub-
contractor to provide health care services to enrollees and be reim-
bursed by the carrier at a contracted rate as payment in full for the 
health care services, including applicable cost-sharing obligations. A 
single case reimbursement agreement between a provider or facility and 
a carrier used for the purpose described in WAC 284-170-200 consti-
tutes a contract exclusively for purposes of this definition under the 
Balance Billing Protection Act and is limited to the services and par-
ties to the agreement.

(g) "Median in-network contracted rate for the same or similar 
service in the same or similar geographical area" means the median 
amount negotiated for an emergency or surgical or ancillary service 
for participation in the carrier's health plan network with in-network 
providers of emergency or surgical or ancillary services furnished in 
the same or similar geographic area. If there is more than one amount 
negotiated with the health plan's in-network providers for the emer-
gency or surgical or ancillary service in the same or similar geo-
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graphic area, the median in-network contracted rate is the median of 
these amounts. In determining the median described in the preceding 
sentence, the amount negotiated for each claim for the same or similar 
service with each in-network provider is treated as a separate amount 
(even if the same amount is paid to more than one provider or to the 
same provider for more than one claim). If no per-service amount has 
been negotiated with any in-network providers for a particular serv-
ice, the median amount must be calculated based upon the service that 
is most similar to the service provided. For purposes of this subsec-
tion "median" means the middle number of a sorted list of reimburse-
ment amounts negotiated with in-network providers with respect to a 
certain emergency or surgical or ancillary service, with each paid 
claim's negotiated reimbursement amount separately represented on the 
list, arranged in order from least to greatest. If there is an even 
number of items in the sorted list of negotiated reimbursement 
amounts, the median is found by taking the average of the two middle-
most numbers.

(h) "Offer to pay," "carrier payment," or "payment notification" 
means a claim that has been adjudicated and paid by a carrier to an 
out-of-network or nonparticipating provider for emergency services or 
for surgical or ancillary services provided at an in-network facility.

(i) "Out-of-network" or "nonparticipating" means a provider or 
facility that has not contracted with a carrier or a carrier's con-
tractor or subcontractor to provide health care services to enrollees.

(j) "Provider" means a person regulated under Title 18 RCW or 
chapter 70.127 RCW to practice health or health-related services or 
otherwise practicing health care services in this state consistent 
with state law, or an employee or agent of a person acting in the 
course and scope of his or her employment, that provides emergency 
services, or surgical or ancillary services at an in-network facility.

(k) "Surgical or ancillary services" means surgery, anesthesiolo-
gy, pathology, radiology, laboratory, or hospitalist services.
[Statutory Authority: RCW 48.02.060, 48.49.060, and 48.49.110. WSR 
19-23-085, § 284-43B-010, filed 11/19/19, effective 12/20/19.]
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