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SUBCHAPTER A
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GENERAL PROVISIONS

WAC 284-170-110  Purpose.  The purpose of this chapter is to es-
tablish uniform regulatory standards for health carriers and to create 
minimum standards for health plans that ensure consumer access to the 
health care services promised in these health plans.
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), § 284-170-110, filed 3/23/16, effective 4/23/16.]

WAC 284-170-120  Applicability and scope.  This chapter shall ap-
ply to all health plans and all health carriers subject to the juris-
diction of the state of Washington except as otherwise expressly pro-
vided in this chapter. Health carriers are responsible for compliance 
with the provisions of this chapter and are responsible for the com-
pliance of any person or organization acting on behalf of or at the 
direction of the carrier, or acting pursuant to carrier standards or 
requirements concerning the coverage of, payment for, or provision of 
health care services. A carrier may not offer as a defense to a viola-
tion of any provision of this chapter that the violation arose from 
the act or omission of a participating provider or facility, network 
administrator, claims administrator, or other person acting on behalf 
of or at the direction of the carrier, or acting pursuant to carrier 
standards or requirements under a contract with the carrier rather 
than from the direct act or omission of the carrier. Nothing in this 
chapter shall be construed to permit the direct regulation of health 
care providers or facilities by the office of the insurance commis-
sioner.
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), as § 284-170-120, filed 3/23/16, effective 4/23/16.]

WAC 284-170-125  Compliance with state and federal laws.  Health 
carriers shall comply with all Washington state and federal laws re-
lating to the acts and practices of carriers and laws relating to 
health plan benefits.
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), as § 284-170-125, filed 3/23/16, effective 4/23/16.]

WAC 284-170-130  Definitions.  Except as defined in other sub-
chapters and unless the context requires otherwise, the following def-
initions shall apply throughout this chapter.

(1) "Adverse determination" has the same meaning as the defini-
tion of adverse benefit determination in RCW 48.43.005, and includes:

(a) The determination includes any decision by a health carrier's 
designee utilization review organization that a request for a benefit 
under the health carrier's health benefit plan does not meet the 
health carrier's requirements for medical necessity, appropriateness, 
health care setting, level of care, or effectiveness or is determined 
to be experimental or investigational and the requested benefit is 
therefore denied, reduced, or terminated or payment is not provided or 
made, in whole or in part for the benefit;
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(b) The denial, reduction, termination, or failure to provide or 
make payment, in whole or in part, for a benefit based on a determina-
tion by a health carrier or its designee utilization review organiza-
tion of a covered person's eligibility to participate in the health 
carrier's health benefit plan;

(c) Any prospective review or retrospective review determination 
that denies, reduces, or terminates or fails to provide or make pay-
ment in whole or in part for a benefit;

(d) A rescission of coverage determination; or
(e) A carrier's denial of an application for coverage.
(2) "Allowed amount" has the meaning set forth in RCW 48.43.005.
(3)(a) "Audio-only telemedicine" means the delivery of health 

care services through the use of audio-only technology, permitting re-
al-time communication between the patient at the originating site and 
the provider, for the purpose of diagnosis, consultation, or treat-
ment.

(b) "Audio-only telemedicine" does not include:
(i) The use of facsimile, email, or text messages, unless the use 

of text-like messaging is necessary to ensure effective communication 
with individuals who have a hearing, speech, or other disability; or

(ii) The delivery of health care services that are customarily 
delivered by audio-only technology and customarily not billed as sepa-
rate services by the provider, such as the sharing of laboratory re-
sults.

(4) "Authorization" or "certification" means a determination by 
the carrier that an admission, extension of stay, or other health care 
service has been reviewed and, based on the information provided, 
meets the clinical requirements for medical necessity, appropriate-
ness, level of care, or effectiveness in relation to the applicable 
health plan.

(5) "Clinical review criteria" means the written screens, or 
screening procedures, decision rules, medical protocols, or clinical 
practice guidelines used by the carrier as an element in the evalua-
tion of medical necessity and appropriateness of requested admissions, 
procedures, and services, including prescription drug benefits, under 
the auspices of the applicable health plan. Clinical approval criteria 
has the same meaning as clinical review criteria.

(6) "Covered health condition" means any disease, illness, injury 
or condition of health risk covered according to the terms of any 
health plan.

(7) "Covered person" or "enrollee" means an individual covered by 
a health plan including a subscriber, policyholder, or beneficiary of 
a group plan.

(8) "Disciplining authority" has the meaning set forth in RCW 
18.130.020.

(9) "Distant site" has the meaning set forth in RCW 48.43.735.
(10) "Emergency medical condition" means the emergent and acute 

onset of a symptom or symptoms, including severe pain or emotional 
distress, that would lead a prudent layperson acting reasonably to be-
lieve that a health condition exists that requires immediate medical, 
mental health, or substance use disorder treatment attention, if fail-
ure to provide medical, mental health, or substance use disorder 
treatment attention would result in serious impairment to bodily func-
tions or serious dysfunction of a bodily organ or part, or would place 
the person's health in serious jeopardy.

(11) "Emergency services" has the meaning set forth in RCW 
48.43.005.
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(12) "Enrollee point-of-service cost-sharing" or "cost-sharing" 
has the meaning set forth in RCW 48.43.005.

(13) "Established relationship" means:
(a) The covered person has had at least one in-person appointment 

within the past year with the provider providing audio-only telemedi-
cine, with a provider employed at the same clinic as the provider pro-
viding audio-only telemedicine, or with a locum tenens or other pro-
vider who is the designated back up or substitute provider for the 
provider providing audio-only telemedicine who is on leave and is not 
associated with an established clinic; or

(b) The covered person was referred to the provider providing au-
dio-only telemedicine by another provider who has had at least one in-
person appointment with the covered person within the past year and 
has provided relevant medical information to the provider providing 
audio-only telemedicine. A referral includes circumstances in which 
the provider who has had at least one in-person appointment with the 
covered person participates in the audio-only telemedicine encounter 
with the provider to whom the covered person has been referred.

(14) "Facility" means an institution providing health care serv-
ices including, but not limited to, hospitals and other licensed inpa-
tient centers, ambulatory surgical or treatment centers, skilled nurs-
ing centers, residential treatment centers, diagnostic, laboratory, 
and imaging centers, and rehabilitation and other therapeutic set-
tings, and as defined in RCW 48.43.005.

(15) "Formulary" means a listing of drugs used within a health 
plan.

(16) "Grievance" has the meaning set forth in RCW 48.43.005.
(17) "Health care provider" or "provider" means:
(a) 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

(b) An employee or agent of a person described in (a) of this 
subsection, acting in the course and scope of his or her employment.

(18) "Health care service" or "health service" means that service 
offered or provided by health care facilities and health care provid-
ers relating to the prevention, cure, or treatment of illness, injury, 
or disease.

(19) "Health carrier" or "carrier" means a disability insurance 
company regulated under chapter 48.20 or 48.21 RCW, a health care 
service contractor as defined in RCW 48.44.010, and a health mainte-
nance organization as defined in RCW 48.46.020, and includes "issuers" 
as that term is used in The Patient Protection and Affordable Care Act 
(P.L. 111-148, as amended (2010)).

(20) "Health plan" or "plan" means any individual or group poli-
cy, contract, or agreement offered by a health carrier to provide, ar-
range, reimburse, or pay for health care service except the following:

(a) Long-term care insurance governed by chapter 48.84 RCW;
(b) Medicare supplemental health insurance governed by chapter 

48.66 RCW;
(c) Limited health care service offered by limited health care 

service contractors in accordance with RCW 48.44.035;
(d) Disability income;
(e) Coverage incidental to a property/casualty liability insur-

ance policy such as automobile personal injury protection coverage and 
homeowner guest medical;

(f) Workers' compensation coverage;
(g) Accident only coverage;
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(h) Specified disease and hospital confinement indemnity when 
marketed solely as a supplement to a health plan;

(i) Employer-sponsored self-funded health plans;
(j) Dental only and vision only coverage; and
(k) Plans deemed by the insurance commissioner to have a short-

term limited purpose or duration, or to be a student-only plan that is 
guaranteed renewable while the covered person is enrolled as a regular 
full-time undergraduate or graduate student at an accredited higher 
education institution, after a written request for such classification 
by the carrier and subsequent written approval by the insurance com-
missioner.

(21) "Hospital" has the meaning set forth in RCW 48.43.735.
(22) "Indian health care provider" means:
(a) The Indian Health Service, an agency operated by the U.S. De-

partment of Health and Human Services established by the Indian Health 
Care Improvement Act, Section 601, 25 U.S.C. Sec. 1661;

(b) An Indian tribe, as defined in the Indian Health Care Im-
provement Act, Section 4(14), 25 U.S.C. Sec. 1603(14), that operates a 
health program under a contract or compact to carry out programs of 
the Indian Health Service pursuant to the Indian Self-Determination 
and Education Assistance Act (ISDEAA), 25 U.S.C. Sec. 450 et seq.;

(c) A tribal organization, as defined in the Indian Health Care 
Improvement Act, Section 4(26), 25 U.S.C. Sec. 1603(26), that operates 
a health program under a contract or compact to carry out programs of 
the Indian Health Service pursuant to the ISDEAA, 25 U.S.C. Sec. 450 
et seq.;

(d) An Indian tribe, as defined in the Indian Health Care Im-
provement Act, Section 4(14), 25 U.S.C. Sec. 1603(14), or tribal or-
ganization, as defined in the Indian Health Care Improvement Act, Sec-
tion 4(26), 25 U.S.C. Sec. 1603(26), that operates a health program 
with funding provided in whole or part pursuant to 25 U.S.C. Sec. 47 
(commonly known as the Buy Indian Act); or

(e) An urban Indian organization that operates a health program 
with funds in whole or part provided by Indian Health Service under a 
grant or contract awarded pursuant to Title V of the Indian Health 
Care Improvement Act, Section 4(29), 25 U.S.C. Sec. 1603(29).

(23) "Managed care plan" means a health plan that coordinates the 
provision of covered health care services to a covered person through 
the use of a primary care provider and a network.

(24) "Medically necessary" or "medical necessity" in regard to 
mental health services and pharmacy services is a carrier determina-
tion as to whether a health service is a covered benefit because the 
service is consistent with generally recognized standards within a 
relevant health profession.

(25) "Mental health provider" means a health care provider or a 
health care facility authorized by state law to provide mental health 
services.

(26) "Mental health services" means in-patient or out-patient 
treatment including, but not limited to, partial hospitalization, res-
idential treatment, out-patient facility-based treatment, intensive 
outpatient treatment, emergency services, or prescription drugs to 
manage, stabilize, or ameliorate the effects of a mental disorder lis-
ted in the most current version of the Diagnostic and Statistical Man-
ual of Mental Disorders (DSM) published by the American Psychiatric 
Association, including diagnoses and treatment for substance use dis-
order.
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(27) "Network" means the group of participating providers and fa-
cilities providing health care services to a particular health plan or 
line of business (individual, small, or large group). A health plan 
network for issuers offering more than one health plan may be smaller 
in number than the total number of participating providers and facili-
ties for all plans offered by the carrier.

(28) "Originating site" means the physical location of a patient 
receiving health care services through telemedicine, and includes 
those sites described in WAC 284-170-433.

(29) "Out-patient therapeutic visit" or "out-patient visit" means 
a clinical treatment session with a mental health provider of a dura-
tion consistent with relevant professional standards used by the car-
rier to determine medical necessity for the particular service being 
rendered, as defined in Physicians Current Procedural Terminology, 
published by the American Medical Association.

(30) "Participating provider" and "participating facility" mean a 
facility or provider who, under a contract with the health carrier or 
with the carrier's contractor or subcontractor, has agreed to provide 
health care services to covered persons with an expectation of receiv-
ing payment, other than coinsurance, copayments, or deductibles, from 
the health carrier rather than from the covered person.

(31) "Patient consent" means a voluntary and informed decision by 
a patient, following an explanation by the provider or auxiliary per-
sonnel under the general supervision of the provider presented in a 
manner understandable to the patient that is free of undue influence, 
fraud or duress, to consent to a provider billing the patient or the 
patient's health plan for an audio-only telemedicine service under RCW 
48.43.735 or WAC 284-170-433.

(32) "Person" means an individual, a corporation, a partnership, 
an association, a joint venture, a joint stock company, a trust, an 
unincorporated organization, any similar entity, or any combination of 
the foregoing.

(33) "Pharmacy services" means the practice of pharmacy as de-
fined in chapter 18.64 RCW and includes any drugs or devices as de-
fined in chapter 18.64 RCW.

(34) "Primary care provider" means a participating provider who 
supervises, coordinates, or provides initial care or continuing care 
to a covered person, and who may be required by the health carrier to 
initiate a referral for specialty care and maintain supervision of 
health care services rendered to the covered person.

(35) "Preexisting condition" means any medical condition, ill-
ness, or injury that existed any time prior to the effective date of 
coverage.

(36) "Premium" means all sums charged, received, or deposited by 
a health carrier as consideration for a health plan or the continuance 
of a health plan. Any assessment or any "membership," "policy," "con-
tract," "service," or similar fee or charge made by a health carrier 
in consideration for a health plan is deemed part of the premium. 
"Premium" shall not include amounts paid as enrollee point-of-service 
cost-sharing.

(37) "Real time communication" means synchronous and live commu-
nication between a provider and a patient. It does not include delayed 
or recorded messages, such as email, facsimile or voicemail.

(38) "Same amount of compensation" means providers are reimbursed 
by a carrier using the same allowed amount for telemedicine services 
as they would if the service had been provided in-person unless nego-
tiation has been undertaken under RCW 48.43.735 or WAC 284-170-433(2). 
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Where consumer cost-sharing applies to telemedicine services, the con-
sumer's payment combined with the carrier's payment must be the same 
amount of compensation, or allowed amount, as the carrier would pay 
the provider if the telemedicine service had been provided in person. 
Where an alternative payment methodology other than fee-for-service 
payment would apply to an in-person service, "same amount of compensa-
tion" means providers are reimbursed by a carrier using the same al-
ternative payment methodology that would be used for the same service 
if provided in-person, unless negotiation has been undertaken under 
RCW 48.43.735 or WAC 284-170-433(2).

(39) "Service area" means the geographic area or areas where a 
specific product is issued, accepts members or enrollees, and covers 
provided services. A service area must be defined by the county or 
counties included unless, for good cause, the commissioner permits 
limitation of a service area by zip code. Good cause includes geo-
graphic barriers within a service area, or other conditions that make 
offering coverage throughout an entire county unreasonable.

(40) "Small group plan" means a health plan issued to a small em-
ployer as defined under RCW 48.43.005(34) comprising from one to 50 
eligible employees.

(41) "Store and forward technology" has the meaning set forth in 
RCW 48.43.735.

(42) "Substance use disorder services" means in-patient or out-
patient treatment including, but not limited to, partial hospitaliza-
tion, residential treatment, or out-patient facility-based treatment, 
intensive outpatient treatment, emergency services, or prescription 
drugs to manage, stabilize, or ameliorate the effects of a substance 
use disorder listed in the most current version of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) published by the American 
Psychiatric Association, including diagnoses and treatment for sub-
stance use disorder.

(43) "Substitute drug" means a prescription medication, drug or 
therapy that a carrier covers based on an exception request. When the 
exception request is based on therapeutic equivalence, a substitute 
drug means a therapeutically equivalent substance as defined in chap-
ter 69.41 RCW.

(44) "Supplementary pharmacy services" or "other pharmacy serv-
ices" means pharmacy services involving the provision of drug therapy 
management and other services not required under state and federal law 
but that may be rendered in connection with dispensing, or that may be 
used in disease prevention or disease management.

(45) "Telemedicine" means the delivery of health care services 
through the use of interactive audio and video technology or audio-on-
ly technology, permitting real-time communication between the patient 
at the originating site and the provider, for the purpose of diagno-
sis, consultation, or treatment. For purposes of this chapter, "tele-
medicine" does not include facsimile, email, or text messaging, unless 
the use of text-like messaging is necessary to ensure effective commu-
nication with individuals who have a hearing, speech, or other disa-
bility.
[Statutory Authority: RCW 48.43.735(9). WSR 21-24-029, § 284-170-130, 
filed 11/22/21, effective 12/23/21. Statutory Authority: RCW 48.02.060 
and 48.43.765. WSR 21-01-094 (Matter No. R 2019-05), § 284-170-130, 
filed 12/11/20, effective 1/11/21. Statutory Authority: RCW 48.02.060. 
WSR 16-07-144 (Matter No. R 2016-01), § 284-170-130, filed 3/23/16, 
effective 4/23/16.]
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SUBCHAPTER B
HEALTH CARE NETWORKS

WAC 284-170-200  Network access—General standards.  (1) An issu-
er must maintain each provider network for each health plan in a man-
ner that is sufficient in numbers and types of providers and facili-
ties to assure that, to the extent feasible based on the number and 
type of providers and facilities in the service area, all health plan 
services provided to enrollees will be accessible in a timely manner 
appropriate for the enrollee's condition. An issuer must demonstrate 
that for each health plan's defined service area, a comprehensive 
range of primary, specialty, institutional, and ancillary services are 
readily available without unreasonable delay to all enrollees and that 
emergency services are accessible twenty-four hours per day, seven 
days per week without unreasonable delay.

(2) Each enrollee must have adequate choice among health care 
providers, including those providers which must be included in the 
network under WAC 284-170-270, and for qualified health plans and 
qualified stand-alone dental plans, under WAC 284-170-310.

(3) An issuer's service area must not be created in a manner de-
signed to discriminate or that results in discrimination against per-
sons because of age, gender, gender identity, sexual orientation, dis-
ability, national origin, sex, family structure, ethnicity, race, 
health condition, employment status, or socioeconomic status.

(4) An issuer must establish sufficiency and adequacy of choice 
of providers based on the number and type of providers and facilities 
necessary within the service area for the plan to meet the access re-
quirements set forth in this subchapter. Where an issuer establishes 
medical necessity or other prior authorization procedures, the issuer 
must ensure sufficient qualified staff is available to provide timely 
prior authorization decisions on an appropriate basis, without delays 
detrimental to the health of enrollees.

(5) In any case where the issuer has an absence of or an insuffi-
cient number or type of participating providers or facilities to pro-
vide a particular covered health care service, the issuer must ensure 
through referral by the primary care provider or otherwise that the 
enrollee obtains the covered service from a provider or facility with-
in reasonable proximity of the enrollee at no greater cost to the en-
rollee than if the service were obtained from network providers and 
facilities. An issuer must satisfy this obligation even if an alter-
nate access delivery request has been submitted and is pending commis-
sioner approval.

An issuer may use facilities in neighboring service areas to sat-
isfy a network access standard if one of the following types of fa-
cilities is not in the service area, or if the issuer can provide sub-
stantial evidence of good faith efforts on its part to contract with 
the facilities in the service area. Such evidence of good faith ef-
forts to contract will include documentation about the efforts to con-
tract but not the substantive contract terms offered by either the is-
suer or the facility. This applies to the following types of facili-
ties:

(a) Tertiary hospitals;
(b) Pediatric community hospitals;
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(c) Specialty or limited hospitals, such as burn units, rehabili-
tative hospitals, orthopedic hospitals, and cancer care hospitals;

(d) Neonatal intensive care units; and
(e) Facilities providing transplant services, including those 

that provide solid organ, bone marrow, and stem cell transplants.
(6) An issuer must establish and maintain adequate arrangements 

to ensure reasonable proximity of network providers and facilities to 
the business or personal residence of enrollees, and located so as to 
not result in unreasonable barriers to accessibility. Issuers must 
make reasonable efforts to include providers and facilities in net-
works in a manner that limits the amount of travel required to obtain 
covered benefits.

(7) A single case provider reimbursement agreement must be used 
only to address unique situations that typically occur out-of-network 
and out of service area, where an enrollee requires services that ex-
tend beyond stabilization or one time urgent care. Single case provid-
er reimbursement agreements must not be used to fill holes or gaps in 
the network and do not support a determination of network access.

(8) An issuer must disclose to enrollees that limitations or re-
strictions on access to participating providers and facilities may 
arise from the health service referral and authorization practices of 
the issuer. A description of the health plan's referral and authoriza-
tion practices, including information about how to contact customer 
service for guidance, must be set forth as an introduction or preamble 
to the provider directory for a health plan. In the alternative, the 
description of referral and authorization practices may be included in 
the summary of benefits and explanation of coverage for the health 
plan.

(9) To provide adequate choice to enrollees who are American In-
dians/Alaska Natives, each health issuer must maintain arrangements 
that ensure that American Indians/Alaska Natives who are enrollees 
have access to covered medical and behavioral health services provided 
by Indian health care providers.

Issuers must ensure that such enrollees may obtain covered medi-
cal and behavioral health services from an Indian health care provider 
at no greater cost to the enrollee than if the service were obtained 
from network providers and facilities, even if the Indian health care 
provider is not a contracted provider. Issuers are not responsible for 
credentialing providers and facilities that are part of the Indian 
health system. Nothing in this subsection prohibits an issuer from 
limiting coverage to those health services that meet issuer standards 
for medical necessity, care management, and claims administration or 
from limiting payment to that amount payable if the health service 
were obtained from a network provider or facility.

(10) An issuer must have a demonstrable method and contracting 
strategy to ensure that contracting hospitals in a plan's service area 
have the capacity to serve the entire enrollee population based on 
normal utilization.

(11) At a minimum, an issuer's provider network must adequately 
provide for mental health and substance use disorder treatment, in-
cluding behavioral health therapy. An issuer must include a sufficient 
number and type of mental health and substance use disorder treatment 
providers and facilities within a service area based on normal enroll-
ee utilization patterns.

(a) Adequate networks must include crisis intervention and stabi-
lization, psychiatric inpatient hospital services, including voluntary 
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psychiatric inpatient services, and services from mental health pro-
viders.

(b) There must be mental health providers of sufficient number 
and type to provide diagnosis and medically necessary treatment of 
conditions covered by the plan through providers acting within their 
scope of license and scope of competence established by education, 
training, and experience to diagnose and treat conditions found in the 
most recent version of the Diagnostic and Statistical Manual of Mental 
Disorders or other recognized diagnostic manual or standard.

(c) An issuer must establish a reasonable standard for the number 
and geographic distribution of mental health providers who can treat 
serious mental illness of an adult and serious emotional disturbances 
of a child, taking into account the various types of mental health 
practitioners acting within the scope of their licensure.

The issuer must measure the adequacy of the mental health network 
against this standard at least twice a year, and submit an action plan 
with the commissioner if the standard is not met.

(d) Emergency mental health services and substance use disorder 
services, including crisis intervention and crisis stabilization serv-
ices, must be included in an issuer's provider network.

(e) An issuer's monitoring of network access and adequacy must be 
based on its classification of mental health and substance use disor-
der services to either primary or specialty care, ensuring that a suf-
ficient number of providers of the required type are in its network to 
provide the services as classified. An issuer may use the classifica-
tions established in WAC 284-43-7020 for this element of its network 
assessment and monitoring.

(f) An issuer must ensure that an enrollee can identify informa-
tion about mental health services and substance use disorder treatment 
including benefits, providers, coverage, and other relevant informa-
tion by calling a customer service representative during normal busi-
ness hours, by using the issuer's transparency tool developed pursuant 
to RCW 48.43.007 and by referring to the network provider directory.

(12) The provider network must include preventive and wellness 
services, including chronic disease management and smoking cessation 
services as defined in RCW 48.43.005 and WAC 284-43-5640(9) and 
284-43-5642(9). If these services are provided through a quit-line or 
help-line, the issuer must ensure that when follow-up services are 
medically necessary, the enrollee will have access to sufficient in-
formation to access those services within the service area. Contracts 
with quit-line or help-line services are subject to the same condi-
tions and terms as other provider contracts under this section.

(13) For the essential health benefits category of ambulatory pa-
tient services, as defined in WAC 284-43-5640(1) and 284-43-5642(1), 
an issuer's network is adequate if:

(a) The issuer establishes a network that affords enrollee access 
to urgent appointments without prior authorization within forty-eight 
hours, or with prior authorization, within ninety-six hours of the re-
ferring provider's referral.

(b) For primary care providers the following must be demonstra-
ted:

(i) The ratio of primary care providers to enrollees within the 
issuer's service area as a whole meets or exceeds the average ratio 
for Washington state for the prior plan year;

(ii) The network includes such numbers and distribution that 
eighty percent of enrollees within the service area are within thirty 
miles of a sufficient number of primary care providers in an urban 
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area and within sixty miles of a sufficient number of primary care 
providers in a rural area from either their residence or work; and

(iii) Enrollees have access to an appointment, for other than 
preventive services, with a primary care provider within ten business 
days of requesting one.

(c) For specialists:
(i) The issuer documents the distribution of specialists in the 

network for the service area in relation to the population distribu-
tion within the service area; and

(ii) The issuer establishes that when an enrollee is referred to 
a specialist, the enrollee has access to an appointment with such a 
specialist within fifteen business days for nonurgent services.

(d) For preventive care services, and periodic follow-up care in-
cluding, but not limited to, standing referrals to specialists for 
chronic conditions, periodic office visits to monitor and treat preg-
nancy, cardiac or mental health conditions, and laboratory and radio-
logical or imaging monitoring for recurrence of disease, the issuer 
permits scheduling such services in advance, consistent with profes-
sionally recognized standards of practice as determined by the treat-
ing licensed health care provider acting within the scope of his or 
her practice.

(14) The network access requirements in this subchapter apply to 
stand-alone dental plans offered through the exchange or where a 
stand-alone dental plan is offered outside of the exchange for the 
purpose of providing the essential health benefit category of pedia-
tric oral benefits. All such stand-alone dental plans must ensure that 
all covered services to enrollees will be accessible in a timely man-
ner appropriate for the enrollee's conditions.

(a) An issuer of such stand-alone dental plans must demonstrate 
that, for the dental plan's defined service area, all services re-
quired under WAC 284-43-5700(3) and 284-43-5702(4), as appropriate, 
are available to all enrollees without unreasonable delay.

(b) Dental networks for pediatric oral services must be suffi-
cient for the enrollee population in the service area based on expec-
ted utilization.

(15) Issuers must meet all requirements of this subsection for 
all provider networks. An alternate access delivery request under WAC 
284-170-210 may be proposed only if:

(a) There are sufficient numbers and types of providers or fa-
cilities in the service area to meet the standards under this subchap-
ter but the issuer is unable to contract with sufficient providers or 
facilities to meet the network standards in this subchapter; or

(b) An issuer's provider network has been previously approved un-
der this section, and a provider or facility type subsequently becomes 
unavailable within a health plan's service area; or

(c) A county has a population that is fifty thousand or fewer, 
and the county is the sole service area for the plan, and the issuer 
chooses to propose an alternative access delivery system for that 
county; or

(d) A qualified health plan issuer is unable to meet the stand-
ards for inclusion of essential community providers, as provided under 
WAC 284-170-310(3).
[Statutory Authority: RCW 48.02.060 and 48.43.765. WSR 21-01-094 (Mat-
ter No. R 2019-05), § 284-170-200, filed 12/11/20, effective 1/11/21. 
Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-170-200, filed 7/6/16, effective 8/6/16; WSR 16-07-144 
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(Matter No. R 2016-01), recodified as § 284-170-200, filed 3/23/16, 
effective 4/23/16. WSR 16-01-081, recodified as § 284-43-9970, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 
48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 
48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 
(Matter No. R 2013-22), § 284-43-200, filed 4/25/14, effective 
5/26/14. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 
48.20.460, 48.30.010, 48.44.050, 48.46.100, 48.46.200, 48.43.505, 
48.43.510, 48.43.515, 48.43.520, 48.43.525, 48.43.530, 48.43.535. WSR 
01-03-033 (Matter No. R 2000-02), § 284-43-200, filed 1/9/01, effec-
tive 7/1/01. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 
48.20.460, 48.30.010, 48.44.050, 48.46.030, 48.46.200. WSR 00-04-034 
(Matter No. R 99-2), § 284-43-200, filed 1/24/00, effective 3/1/00. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 
48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 
and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-200, filed 
1/22/98, effective 2/22/98.]

WAC 284-170-210  Alternate access delivery request.  (1) Where an 
issuer's network meets one or more of the criteria in WAC 284-170-200 
(15)(a) through (d), the issuer may submit an alternate access deliv-
ery request for the commissioner's review and approval. The alternate 
access delivery request must be made using the Alternate Access Deliv-
ery Request Form C, as provided in WAC 284-170-280 (3)(d).

(a) An alternate access delivery system must provide enrollees 
with access to medically necessary care on a reasonable basis without 
detriment to their health.

(b) The issuer must ensure that the enrollee obtains all covered 
services in the alternate access delivery system at no greater cost to 
the enrollee than if the service was obtained from network providers 
or facilities or must make other arrangements acceptable to the com-
missioner.

(i) Copayments and deductible requirements must apply to alter-
nate access delivery systems at the same level they are applied to in-
network services.

(ii) The alternate access delivery system may result in issuer 
payment of billed charges to ensure network access.

(c) An issuer must demonstrate in its alternate access delivery 
request a reasonable basis for not meeting a standard as part of its 
filing for approval of an alternate access delivery system, and in-
clude an explanation of why the alternate access delivery system pro-
vides a sufficient number or type of the provider or facility to which 
the standard applies to enrollees.

(d) An issuer must demonstrate a plan and practice to assist en-
rollees to locate providers and facilities in neighboring service 
areas in a manner that assures both availability and accessibility. 
Enrollees must be able to obtain health care services from a provider 
or facility within the closest reasonable proximity of the enrollee in 
a timely manner appropriate for the enrollee's health needs.

Alternate access delivery systems include, but are not limited 
to, such provider network strategies as use of out-of-state and out of 
county or service area providers, and exceptions to network standards 
based on rural locations in the service area.

(2) The commissioner will not approve an alternate access deliv-
ery system unless the issuer provides substantial evidence of good 
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faith efforts on its part to contract with providers or facilities, 
and can demonstrate that there is not an available provider or facili-
ty with which the issuer can contract to meet provider network stand-
ards under WAC 284-170-200.

(a) Such evidence of good faith efforts to contract, where re-
quired, will be submitted as part of the issuer's Alternate Access De-
livery Request Form C submission, as described in WAC 284-170-280 
(3)(d).

(b) Evidence of good faith efforts to contract will include docu-
mentation about the efforts to contract but not the substantive con-
tract terms offered by either the issuer or the provider.

(3) The practice of entering into a single case provider reim-
bursement agreement with a provider or facility in relation to a spe-
cific enrollee's condition or treatment requirements is not an alter-
nate access delivery system for purposes of establishing an adequate 
provider network. A single case provider reimbursement agreement must 
be used only to address unique situations that typically occur out of 
network and out of service area, where an enrollee requires services 
that extend beyond stabilization or one time urgent care. Single case 
provider reimbursement agreements must not be used to fill holes or 
gaps in a network for the whole population of enrollees under a plan, 
and do not support a determination of network access.

(4) This section is effective for all plans, whether new or re-
newed, with effective dates on or after January 1, 2015.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-170-210, filed 7/6/16, effective 8/6/16; WSR 16-07-144 
(Matter No. R 2016-01), recodified as § 284-170-210, filed 3/23/16, 
effective 4/23/16. WSR 16-01-081, recodified as § 284-43-9971, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 
48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 
48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 
(Matter No. R 2013-22), § 284-43-201, filed 4/25/14, effective 
5/26/14.]

WAC 284-170-230  Maintenance of sufficient provider networks. 
(1) An issuer must maintain and monitor its provider networks on an 
ongoing basis for compliance with the network access standards set 
forth in WAC 284-170-200. This includes an issuer of a stand-alone 
dental plan offered through the exchange or a stand-alone dental plan 
offered outside the exchange for the purpose of providing the essen-
tial health benefit category of pediatric oral benefits, which must 
maintain and monitor its networks for compliance with WAC 
284-170-200(14). An issuer must report to the commissioner, within the 
time frames stated in this section, any changes affecting the ability 
of its network providers and facilities to furnish covered services to 
enrollees.

(2) An issuer must notify the OIC in writing within five business 
days of either receiving or issuing a written notice of potential con-
tract termination that would affect the network's ability to meet the 
standards set forth in WAC 284-170-200. Notice of potential termina-
tion must include an issuer's preliminary determination of whether an 
alternate access delivery request must be filed and the documentation 
supporting that determination. The issuer's notice must be submitted 
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electronically following the submission instructions on the commis-
sioner's website.

(a) If the issuer determines that an alternate access delivery 
request must be submitted to comply with WAC 284-170-200(15), the is-
suer has ten business days to submit the request and supporting docu-
mentation for the alternate access delivery request in accordance with 
WAC 284-170-280 (3)(d).

(b) If, after reviewing the issuer's preliminary determination 
that an alternate access delivery request is not necessary, the OIC 
determines that an alternate access delivery request is required to 
comply with WAC 284-170-200(15), the issuer has five business days to 
submit the request and supporting documentation for the alternate ac-
cess delivery request in accordance with WAC 284-170-280 (3)(d).

(c) If the OIC determines that a network is out of compliance 
with WAC 284-170-200 and the issuer has failed to report this change 
to the OIC, the issuer must, within one business day of notification 
by the OIC, submit an alternate access delivery request in accordance 
with WAC 284-170-200(15) and supporting documentation for the alter-
nate access delivery request in accordance with WAC 284-170-280 
(3)(d).

(3) An issuer of a health plan must maintain and monitor, on an 
ongoing basis, the ability and clinical capacity of its network pro-
viders and facilities to furnish covered health plan services to en-
rollees. An issuer must notify the commissioner in writing within fif-
teen days of a change in its network as described below:

(a) A reduction, by termination or otherwise, of ten percent or 
more in the number of either specialty providers, mental health pro-
viders, or facilities participating in the network;

(i) The initial time frame for measuring this reduction is from 
the network's initial approval date until the January 1st following 
the initial approval date.

(ii) After the January 1st following the network's initial appro-
val date, the time frame for measuring this reduction is from January 
1st to the following January 1st.

(b) Termination or reduction of a specific type of specialty pro-
vider on the American Board of Medical Specialties list of specialty 
and subspecialty certificates, where there are fewer than two of the 
specialists in a service area;

(c) An increase or reduction of twenty-five percent or more in 
the number of enrollees in the service area since the annual approval 
date;

(d) A reduction of five percent or more in the number of primary 
care providers in the service area who are accepting new patients;

(e) The termination or expiration of a contract with a hospital 
or any associated hospital-based medical group within a service area;

(f) A fifteen percent reduction in the number of providers or fa-
cilities for a specific chronic condition or disease participating in 
the network where the chronic condition or disease affects more than 
five percent of the issuer's enrollees in the service area. For purpo-
ses of monitoring, chronic illnesses are those conditions identified 
(or recognized) by the Centers for Medicare and Medicaid Services 
within the most current version of the Centers for Medicare and Medic-
aid Chronic Conditions Data Warehouse (CCW) database available on the 
CMS.gov website; or

(g) Written notice to the commissioner must include the issuer's 
preliminary determination whether the identified changes in the net-
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work require an alternate access delivery request in accordance with 
WAC 284-170-280 (3)(d).

(i) If the issuer determines that an alternate access delivery 
request must be submitted, the issuer has ten business days to submit 
the request and supporting documentation for the alternate access de-
livery request in accordance with WAC 284-170-280 (3)(d).

(ii) If, after reviewing the issuer's preliminary determination 
that an alternate access delivery request is not required, the OIC de-
termines that an alternate access delivery request is required, the 
issuer has five business days to submit the request and supporting 
documentation for the alternate access delivery request in accordance 
with WAC 284-170-280 (3)(d).

(iii) If the OIC determines that a network is out of compliance 
with these standards and the issuer has failed to report this change 
to the OIC, the issuer must, within one business day of notification 
by the OIC, submit an alternate access delivery request in accordance 
with WAC 284-170-200(15) and supporting documentation for the alter-
nate access delivery request in accordance with WAC 284-170-280 
(3)(d).

 (4) An issuer of a stand-alone dental plan offered through the 
exchange or of a stand-alone dental plan offered outside the exchange 
for the purpose of providing the essential health benefit category of 
pediatric oral benefits must maintain and monitor, on an ongoing ba-
sis, the ability and clinical capacity of its network providers and 
facilities to furnish covered services to enrollees. An issuer must 
notify the commissioner in writing within fifteen days of the change 
in its network as described below:

(a) A reduction, by termination or otherwise, of ten percent or 
more in the number of specialty providers in the network since the in-
itial approval date;

(b) An increase or reduction of twenty-five percent or more in 
the number of enrollees in the service area since the annual approval 
date;

(c) A reduction of five percent or more in the number of provid-
ers of preventive and general dentistry accepting new patients in the 
service area;

(d) Notice to the commissioner must include the issuer's prelimi-
nary determination whether an alternate access delivery request must 
be submitted with supporting documentation in accordance with WAC 
284-170-280 (3)(d).

(i) If the issuer determines that an alternate access delivery 
request must be submitted, the issuer has ten business days to submit 
the request and supporting documentation in accordance with WAC 
284-170-280 (3)(d).

(ii) If after reviewing the issuer's preliminary determination 
that an alternate access delivery request is not required, the OIC de-
termines that an alternate access delivery request is required, the 
issuer has five business days to submit the request and supporting 
documentation for the request in accordance with WAC 284-170-280 
(3)(d).

(iii) If the OIC determines that a network is not in compliance 
with these standards and the issuer has failed to report this change 
to the OIC, the issuer must, within one business day of notification 
by the OIC, submit an alternate access delivery request in accordance 
with WAC 284-170-200(15) and supporting documentation for the request 
in accordance with WAC 284-170-280 (3)(d).
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(5) The following network access standards must be met on an on-
going basis:

(a) The actuarial projections of health care costs submitted as 
part of a premium rate filing must continue to be based on the actual 
network the issuer proposes for the health plan's service areas.

(b) A practice that is not currently accepting new patients may 
be included in a provider network for purposes of reporting network 
access, but must not be used to justify network access for anticipated 
enrollment growth.

(c) An issuer must have and maintain in its network a sufficient 
number and type of providers to whom direct access is required under 
RCW 48.43.515 (2) and (5) and 48.42.100 to accommodate all new and ex-
isting enrollees in the service areas.

(d) Issuers that use the following network models must maintain 
and monitor the continuity and coordination of care that enrollees re-
ceive: Networks that include medical home or medical management serv-
ices in lieu of providing access to specialty or ancillary services 
through primary care provider referral, and networks where the issuer 
requires providers to whom an enrollee has direct access to notify the 
enrollee's primary care provider of treatment plans and services de-
livered. For these models, an issuer must perform continuity and coor-
dination of care in a manner consistent with professionally recognized 
evidence-based standards of practice, across the health plan network. 
The baseline for such coordination is maintenance and monitoring as 
often as is necessary, but not less than once a year:

(i) The systems or processes for integration of health care serv-
ices by medical and mental health providers;

(ii) The exchange of information between primary and specialty 
providers;

(iii) Appropriate diagnosis, treatment, and referral practices;
(iv) Access to treatment and follow-up for enrollees with coex-

isting conditions including, but not limited to, a mental health con-
dition coexisting with a chronic health condition.

(6) This section is effective for all plans, whether new or re-
newed, with effective dates on or after January 1, 2016.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-170-230, filed 7/6/16, effective 8/6/16; WSR 16-07-144 
(Matter No. R 2016-01), recodified as § 284-170-230, filed 3/23/16, 
effective 4/23/16. WSR 16-01-074, recodified as § 284-43-9972, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 
48.43.515, 48.43.530, 48.43.535, 48.43.730, 48.44.020, 48.44.050, 
48.44.080, 48.46.030, 48.46.200. WSR 16-01-074 (Matter No. R 2014-08), 
§ 284-43-202, filed 12/14/15, effective 1/14/16.]

WAC 284-170-240  Use of subcontracted networks.  (1) The primary 
contractor with each provider and facility in an issuer's network must 
be specifically identified in network report filings with the commis-
sioner. An issuer may use subcontracted networks as part of a provider 
network for a service area, subject to the following requirements:

(a) An issuer must not elect to use less than one hundred percent 
of the subcontracted network or networks in its service area.

(b) An issuer may use a combination of directly contracting with 
providers and use of a subcontracted network in the same service area.
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(2) Upon request by the commissioner, an issuer must produce an 
executed copy of its agreement with a subcontracted network, and cer-
tify to the commissioner that there is reasonable assurance the pro-
viders listed as part of the subcontracted network are under enforcea-
ble contracts with the subcontractor. The contract with the subcon-
tracted network's administrator must provide the issuer with the abil-
ity to require providers to conform to the requirements in chapter 
284-170 WAC, subchapter B.

(3) If an issuer permits a facility or provider to delegate func-
tions, the issuer must require the facility or provider to:

(a) Include the requirements of this subchapter in its contract-
ing documents with the subcontractor, including providing the commis-
sioner with access to any pertinent information related to the con-
tract during the contract term, for up to ten years from the final 
date of the contract period, and in certain instances, where required 
by federal or state law, periods in excess of ten years;

(b) Provide the issuer with the right to approve, suspend or ter-
minate any such arrangement.

(4) This section is effective for all plans, whether new or re-
newed, with effective dates on or after January 1, 2015.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-170-240, filed 7/6/16, effective 8/6/16; WSR 16-07-144 
(Matter No. R 2016-01), recodified as § 284-170-240, filed 3/23/16, 
effective 4/23/16. WSR 16-01-081, recodified as § 284-43-9973, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 
48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 
48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 
(Matter No. R 2013-22), § 284-43-203, filed 4/25/14, effective 
5/26/14.]

WAC 284-170-260  Provider directories.  (1) For each carrier that 
uses a provider network, the carrier must make information about that 
network available to the general public, prospective enrollees and en-
rollees, in the form of an easily accessible and searchable online 
provider directory.

Easily accessible for the purposes of this section means:
(a) The general public is able to view all of the current provid-

ers for each plan in the provider directory on the carrier's public 
website through a clearly identifiable link or tab and without creat-
ing or accessing an account or entering a policy number; and

(b) If a carrier maintains multiple provider networks, the carri-
er must post the current provider directory for each plan so the gen-
eral public is able to easily discern which providers participate in 
which plans and which provider networks.

(2) Carriers must make a printed copy of the current provider di-
rectory available to an enrollee upon request as required under RCW 
48.43.510 (1)(g). The printed directory must contain the carrier's 
telephone number, including a TTY/TTD number, and any other contact 
information to enable the enrollee to obtain information about provid-
ers in the health plan network.

(3) Printed and online provider directories must be made availa-
ble to the general public, prospective enrollees and enrollees in a 
manner that accommodates individuals with limited-English proficiency 
or disabilities.
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(4) Printed and online provider directories must be updated for 
accuracy at least monthly. To ensure accuracy:

(a) Each provider directory must include clear instructions about 
how a consumer or an enrollee can report inaccurate information in the 
provider directory to the carrier.

(b) Carriers must have an easily available method for providers 
to report changes to their provider directory information, in addition 
to any reports associated with initial or renewed credentialing used 
by the carrier.

(c) Carriers must investigate reported inaccuracies from provid-
ers and consumers, and if verified, correct inaccuracies as part of 
the carrier's monthly updates.

(d) Carriers must establish processes and procedures to confirm 
the accuracy of provider directory information, including processes 
and procedures to ensure that changes are made when inaccuracies are 
verified. Carriers must provide the processes and procedures and any 
associated records, including the provider directories, to the commis-
sioner upon request for review.

(5) Printed and online provider directories must include the fol-
lowing information for each provider:

(a) The provider's location and telephone number;
(b) The specialty area or areas for which the provider is li-

censed to practice and included in the network;
(c) Any in-network institutional affiliation of the provider, 

such as hospitals where the provider has admitting privileges or pro-
vider groups with which a provider is a member;

(d) Whether the provider may be accessed without referral;
(e) Any languages, other than English, spoken by the provider; 

and
(f) If a provider offers mental health or substance use disorder 

treatment services, identify in the directory that the provider is 
contracted to deliver mental health or substance use disorder treat-
ment services.

(6) A carrier must include in its printed and online provider di-
rectories a notation of any primary care, chiropractor, women's health 
care provider, mental health provider, substance use disorder provid-
er, or pediatric provider whose practice is closed to new patients.

(7) Printed and online provider directories must include informa-
tion about any available telemedicine services, including any audio-
only telemedicine services that are available, and specifically de-
scribe the services and how to access those services.

(8) Printed and online provider directories must include informa-
tion about any available interpreter services, communication and lan-
guage assistance services, and accessibility of the physical facility, 
and the mechanism by which an enrollee may access such services.

(9) Printed and online provider directories must include informa-
tion about the network status of emergency providers as required by 
WAC 284-170-370.

(10) In both printed and online provider directories, the carrier 
must indicate that, if an enrollee is unable to locate a gender af-
firming treatment provider, the carrier must identify a gender affirm-
ing treatment provider.
[Statutory Authority: RCW 48.02.060, 48.43.515 and 2021 c 280. WSR 
21-24-072 (Matter No. R 2021-14), § 284-170-260, filed 11/30/21, ef-
fective 1/1/22. Statutory Authority: RCW 48.02.060 and 48.43.765. WSR 
21-01-094 (Matter No. R 2019-05), § 284-170-260, filed 12/11/20, ef-
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fective 1/11/21. Statutory Authority: RCW 48.02.060. WSR 16-14-106 
(Matter No. R 2016-11), § 284-170-260, filed 7/6/16, effective 8/6/16; 
WSR 16-07-144 (Matter No. R 2016-01), recodified as § 284-170-260, 
filed 3/23/16, effective 4/23/16. WSR 16-01-081, recodified as § 
284-43-9974, filed 12/14/15, effective 12/14/15. Statutory Authority: 
RCW 48.02.060, 48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 
48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 
48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 
14-10-017 (Matter No. R 2013-22), § 284-43-204, filed 4/25/14, effec-
tive 5/26/14.]

WAC 284-170-270  Every category of health care providers.  (1) 
Issuers must not exclude any category of providers licensed by the 
state of Washington who provide health care services or care within 
the scope of their practice for services covered as essential health 
benefits, as defined in WAC 284-43-5640 and 284-43-5642 and RCW 
48.43.715, for individual and small group plans; and as covered by the 
basic health plan, as defined in RCW 48.43.005(4), for plans other 
than individual and small group.

For individual and small group plans, the issuer must not exclude 
a category of provider who is licensed to provide services for a cov-
ered condition, and is acting within the scope of practice, unless 
such services would not meet the issuer's standards pursuant to RCW 
48.43.045 (1)(a). For example, if the issuer covers outpatient treat-
ment of lower back pain as part of the essential health benefits, any 
category of provider that provides cost-effective and clinically effi-
cacious outpatient treatment for lower back pain within its scope of 
practice and otherwise abides by standards pursuant to RCW 48.43.045 
(1)(a) must not be excluded from the network.

(2) RCW 48.43.045 (1)(a) permits issuers to require providers to 
abide by certain standards. These standards may not be used in a man-
ner designed to exclude categories of providers unreasonably. For ex-
ample, issuers must not decide that a particular category of provider 
can never render any cost-effective or clinically efficacious services 
and thereby exclude that category of provider completely from health 
plans on that basis.

(3) Health plans are not prohibited by this section from placing 
reasonable limits on individual services rendered by specific catego-
ries of providers based on relevant information or evidence of the 
type usually considered and relied upon in making determinations of 
cost-effectiveness or clinical efficacy. However, health plans must 
not contain unreasonable limits, and must not include limits on the 
type of provider permitted to render the covered service unless such 
limits comply with RCW 48.43.045 (1)(a).

(4) This section does not prohibit health plans from using re-
stricted networks. Issuers offering plans with restricted networks may 
select the individual providers in any category of provider with whom 
they will contract or whom they will reimburse. An issuer is not re-
quired by RCW 48.43.045 or this section to accede to a request by any 
individual provider for inclusion in any network for any health plan.

(a) Health plan networks that use "gatekeepers" or "medical 
homes" for access to specialist providers may use them for access to 
specified categories of providers.

(b) For purposes of this section:
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(i) "Gatekeeper" means requiring a referral from a primary care 
or direct access provider or practitioner to access specialty or in-
patient services.

(ii) "Medical home" means a team based health care delivery model 
for patient centered primary care that provides comprehensive and con-
tinuous medical care to patients with the goal of obtaining maximized 
health outcomes as modified and updated by the Agency for Healthcare 
Research and Quality, the U.S. Department of Health and Human Services 
(HRSA), and other state and federal agencies.

(5) Issuers must not offer coverage for health services for cer-
tain categories of providers solely as a separately priced optional 
benefit.

(6) The insurance commissioner may grant reasonable temporary ex-
tensions of time for implementation of RCW 48.43.045 or this section, 
or any part thereof, for good cause shown.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-170-270, filed 7/6/16, effective 8/6/16; WSR 16-07-144 
(Matter No. R 2016-01), recodified as § 284-170-270, filed 3/23/16, 
effective 4/23/16. WSR 16-01-081, recodified as § 284-43-9975, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 
48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 
48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 
(Matter No. R 2013-22), § 284-43-205, filed 4/25/14, effective 
5/26/14. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 
48.20.460, 48.30.010, 48.44.050 and 48.46.200. WSR 99-16-036 (Matter 
No. R 98-20), § 284-43-205, filed 7/28/99, effective 8/28/99.]

WAC 284-170-280  Network reports—Format.  (1) An issuer must 
submit its provider network materials to the commissioner for approval 
prior to or at the time it files a newly offered health plan.

(a) For individual and small groups, the submission must occur 
when the issuer submits its plan under WAC 284-43-0200. For groups 
other than individual and small, the submission must occur when the 
issuer submits a new health plan and as required in this section.

(b) The commissioner may extend the time for filing for good 
cause shown.

(c) For plan year 2015 only, the commissioner will permit a safe 
harbor standard. An issuer who can not meet the submission require-
ments in (e) and (f) of this subsection will be determined to meet the 
requirements of those subsections even if the submissions are incom-
plete, provided that the issuer:

(i) Identifies specifically each map required under subsection 
(3)(e)(i) of this section, or Access Plan component required under 
subsection (3)(f) of this section, which has not been included in 
whole or part;

(ii) Explains the specific reason each map or component has not 
been included; and

(iii) Sets forth the issuer's plan to complete the submission, 
including the date(s) by which each incomplete map and component will 
be completed and submitted.

(2) Unless indicated otherwise, the issuer's reports must be sub-
mitted electronically and completed consistent with the posted submis-
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sion instructions on the commissioner's website, using the required 
formats.

(3) For plan years beginning January 1, 2015, an issuer must sub-
mit the following specific documents and data to the commissioner to 
document network access:

(a) Provider Network Form A. An issuer must submit a report of 
all participating providers by network.

(i) The Provider Network Form A must be submitted for each net-
work being reviewed for network access. A network may be used by more 
than one plan.

(ii) An issuer must indicate whether a provider is an essential 
community provider as instructed in the commissioner's Provider Net-
work Form A instructions.

(iii) An issuer must submit an updated, accurate Provider Network 
Form A on a monthly basis by the 5th of each month for each network 
and when a material change in the network occurs as described in sub-
chapter B.

(iv) Filing of this data satisfies the reporting requirements of 
RCW 48.44.080 and the requirements of RCW 48.46.030 relating to filing 
of notices that describe changes in the provider network.

(b) Provider directory certification. An issuer must submit at 
the time of each Provider Network Form A submission a certification 
that the provider directory posted on the issuer's website is specific 
to each plan, accurate as of the last date of the prior month. A cer-
tification signed by an officer of the issuer must confirm that the 
provider directory contains only providers and facilities with which 
the issuer has a signed contract that is in effect on the date of the 
certification.

(c) Network Enrollment Form B. The Network Enrollment Form B re-
port provides the commissioner with an issuer's count of total covered 
lives for the prior year, during each month of the year, for each 
health plan by county.

(i) The report must be submitted for each network as a separate 
report. The report must contain all data items shown in and conform to 
the format of Network Enrollment Form B prescribed by and available 
from the commissioner.

(ii) An issuer must submit this report by March 31st of each 
year.

(d) Alternate Access Delivery Request Form C. For plan years that 
begin on or after January 1, 2015, alternate access delivery requests 
must be submitted when an issuer's network meets one or more of the 
criteria in WAC 284-170-200 (15)(a) through (d). Alternate access de-
livery requests must be submitted to the commissioner using the Alter-
nate Access Delivery Request Form C.

(i) The Alternate Access Delivery Request Form C submission must 
address the following areas, and may include other additional informa-
tion as requested by the commissioner:

(A) A description of the specific issues the alternate access de-
livery system is intended to address, accompanied by supporting data 
describing how the alternate access delivery system ensures that en-
rollees have reasonable access to sufficient providers and facilities, 
by number and type, for covered services;

(B) A description and schedule of cost-sharing requirements for 
providers that fall under the alternate access delivery system;

(C) The issuer's proposed method of noting on its provider direc-
tory how an enrollee can access provider types under the alternate ac-
cess delivery system;
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(D) The issuer's marketing plan to accommodate the time period 
that the alternate access delivery system is in effect, and specifi-
cally describe how it impacts current and future enrollment and for 
what period of time;

(ii) Provider Network Form A and Network Enrollment Form B sub-
missions are required in relation to an alternate access delivery sys-
tem on the basis described in subsections (1) and (2) of this section.

(iii) If a network becomes unable to meet the network access 
standards after approval but prior to the health product's effective 
date, an alternate access delivery request must include a timeline to 
bring the network into full compliance with this subchapter.

(e) Geographic Network Reports.
(i) The geographic mapping criteria outlined below are minimum 

requirements and will be considered in conjunction with the standards 
set forth in WAC 284-170-200 and 284-170-310. One map for each of the 
following provider types must be submitted:

(A) Hospital and emergency services. Map must identify provider 
locations, and demonstrate that each enrollee in the service area has 
access within thirty minutes in an urban area and sixty minutes in a 
rural area from either their residence or workplace to general hospi-
tal facilities including emergency services.

(B) Primary care providers. Map must demonstrate that eighty per-
cent of the enrollees in the service area have access within thirty 
miles in an urban area and sixty miles in a rural area from either 
their residence or workplace to a primary care provider with an open 
practice. The provider type selected must have a license under Title 
18 RCW that includes primary care services in the scope of license.

(C) Mental health and substance use disorder providers. For gen-
eral mental health providers, such as licensed psychiatrists, psychol-
ogists, social workers, and mental health nurse practitioners, the map 
must demonstrate that eighty percent of the enrollees in the service 
area have access to a mental health provider within thirty miles in an 
urban area and sixty miles in a rural area from either their residence 
or workplace. For specialty mental health providers and substance use 
disorder providers, the map must demonstrate that eighty percent of 
the enrollees have access to the following types of service provider 
or facility: Evaluation and treatment, voluntary and involuntary inpa-
tient mental health and substance use disorder treatment, outpatient 
mental health and substance use disorder treatment, and behavioral 
therapy. If one of the types of specialty providers is not available 
as required above, the issuer must propose an alternate access deliv-
ery system to meet this requirement.

(D) Pediatric services. For general pediatric services, the map 
must demonstrate that eighty percent of the covered children in the 
service area have access to a pediatrician or other provider whose li-
cense under Title 18 RCW includes pediatric services in the scope of 
license. This access must be within thirty miles in an urban area and 
sixty miles in a rural area of their family or placement residence. 
For specialty pediatric services, the map must demonstrate that eighty 
percent of covered children in the service area have access to pedia-
tric specialty care within sixty miles in an urban area and ninety 
miles in a rural area of their family or placement residence. The pe-
diatric specialty types include, but are not limited to, nephrology, 
pulmonology, rheumatology, hematology-oncology, perinatal medicine, 
neurodevelopmental disabilities, cardiology, endocrinology, and gas-
troenterology.
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(E) Specialty services. An issuer must provide one map for the 
service area for specialties found on the American Board of Medical 
Specialties list of approved medical specialty boards. The map must 
demonstrate that eighty percent of the enrollees in the service area 
have access to an adequate number of providers and facilities in each 
specialty. Subspecialties are subsumed on the map.

(F) Therapy services. An issuer must provide one map that demon-
strates that eighty percent of the enrollees have access to the fol-
lowing types of providers within thirty miles in an urban area and 
sixty miles in a rural area of their residence or workplace: Chiro-
practor, rehabilitative service providers and habilitative service 
providers.

(G) Home health, hospice, vision, and dental providers. An issuer 
must provide one map that identifies each provider or facility to 
which an enrollee has access in the service area for home health care, 
hospice, vision, and pediatric oral coverage, including allied dental 
professionals, dental therapists, dentists, and orthodontists.

(H) Covered pharmacy dispensing services. An issuer must provide 
one map that demonstrates the geographic distribution of the pharmacy 
dispensing services within the service area. If a pharmacy benefit 
manager is used by the issuer, the issuer must establish that the spe-
cifically contracted pharmacy locations within the service area are 
available to enrollees through the pharmacy benefit manager.

(I) Essential community providers. An issuer must provide one map 
that demonstrates the geographic distribution of essential community 
providers, by type of provider or facility, within the service area. 
This requirement applies only to qualified health plans as certified 
in RCW 43.71.065.

(ii) Each report must include the provider data points on each 
map, title the map as to the provider type or facility type it repre-
sents, include the network identification number the map applies to, 
and the name of each county included on the report.

(iii) For plan years beginning January 1, 2015, and every year 
thereafter, an issuer must submit reports as required in subsection 
(1) of this section to the commissioner for review and approval, or 
when an alternate access delivery request is submitted.

(f) Access Plan. An issuer must establish an access plan specific 
to each product that describes the issuer's strategy, policies, and 
procedures necessary to establishing, maintaining, and administering 
an adequate network.

(i) At a minimum, the issuer's policies and procedures referenced 
in the access plan must address:

(A) Referral of enrollees out-of-network, including criteria for 
determining when an out-of-network referral is required or appropri-
ate;

(B) Copayment and coinsurance determination standards for enroll-
ees accessing care out-of-network;

(C) Standards of accessibility expressed in terms of objectives 
and minimum levels below which corrective action will be taken, in-
cluding the proximity of specialists and hospitals to primary care 
sources, and a method and process for documentation confirming that 
access will not result in delay detrimental to health of enrollees;

(D) Monitoring policies and procedures for compliance, including 
tracking and documenting network capacity and availability;

(E) Standard hours of operation, and after-hours, for prior au-
thorization, consumer and provider assistance, and claims adjudica-
tion;

Certified on 1/26/2022 Page 24



(F) Triage and screening arrangements for prior authorization re-
quests;

(G) Prior authorization processes that enrollees must follow, in-
cluding the responsibilities and scope of use of nonlicensed staff to 
handle enrollee calls about prior authorization;

(H) Specific procedures and materials used to address the needs 
of enrollees with limited-English proficiency and literacy, with di-
verse cultural and ethnic backgrounds, and with physical and mental 
disabilities;

(I) Assessment of the health status of the population of enroll-
ees or prospective enrollees, including incorporation of the findings 
of local public health community assessments, and standardized outcome 
measures, and use of the assessment data and findings to develop net-
work or networks in the service area;

(J) Notification to enrollees regarding personal health informa-
tion privacy rights and restrictions, termination of a provider from 
the network, and maintaining continuity of care for enrollees when 
there is a material change in the provider network, insolvency of the 
issuer, or other cessation of operations;

(K) Issuer's process for corrective action for providers related 
to the provider's licensure, prior authorization, referral and access 
compliance. The process must include remedies to address insufficient 
access to appointments or services.

(ii) An access plan applicable to each product must be submitted 
with every Geographic Network Report when the issuer seeks initial 
certification of the network, submits its annual rate filing to the 
commissioner for review and approval, or when an alternative access 
delivery request is required due to a material change in the network.

(iii) The current access plan, with all associated data sets, 
policies and procedures, must be made available to the commissioner 
upon request, and a summary of the access plan's associated procedures 
must be made available to the public upon request.

(4) For purposes of this section, "urban area" means:
(a) A county with a density of ninety persons per square mile; or
(b) An area within a twenty-five mile radius around an incorpora-

ted city with a population of more than thirty thousand.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-170-280, filed 7/6/16, effective 8/6/16; WSR 16-07-144 
(Matter No. R 2016-01), recodified as § 284-170-280, filed 3/23/16, 
effective 4/23/16. WSR 16-01-081, recodified as § 284-43-9976, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 
48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 
48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 
(Matter No. R 2013-22), § 284-43-220, filed 4/25/14, effective 
5/26/14. Statutory Authority: RCW 48.02.060, 48.43.510 and 48.43.515. 
WSR 11-07-015 (Matter No. R 2011-01), § 284-43-220, filed 3/8/11, ef-
fective 4/8/11. Statutory Authority: RCW 48.02.060. WSR 08-17-037 
(Matter No. R 2008-17), § 284-43-220, filed 8/13/08, effective 
9/13/08. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 
48.20.460, 48.43.515, 48.44.050, 48.46.030, 48.46.200, 48.42.100, 
48.43.515, 48.46.030. WSR 03-09-142 (Matter No. R 2003-01), § 
284-43-220, filed 4/23/03, effective 5/24/03. Statutory Authority: RCW 
48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 
48.46.030, 48.46.200. WSR 00-04-034 (Matter No. R 99-2), § 284-43-220, 
filed 1/24/00, effective 1/1/01. Statutory Authority: RCW 48.02.060, 
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48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 48.44.080, 
48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 (Mat-
ter No. R 97-3), § 284-43-220, filed 1/22/98, effective 2/22/98.]

WAC 284-170-285  Mental health and substance use disorder web 
page model format and required content.  (1) Not later than July 1, 
2021, carriers must establish and maintain a web page entitled "Impor-
tant Mental Health and Substance Use Disorder Treatment Information" 
that complies with the requirements in this section. By July 1, 2021, 
carriers must prominently post the information in subsections (4), 
(5), (6), (7), and (8) of this section on their website so that a mem-
ber may easily locate it.

(2) A member must be able to link to the web page from their por-
tal landing page if the carrier provides members with a portal. If the 
carrier does not provide members with a personal electronic portal, 
the carrier must place a link to the web page that is visually promi-
nent and easily located on the health plan's network information page.

(3) A carrier's transparency tool(s) must include the information 
required in this section to the extent that it is required by RCW 
48.43.007(2).

(4) The web page must contain a section that explains what to do 
if an enrollee or their dependent is experiencing a mental health or 
substance use disorder emergency or crisis. This section must specifi-
cally include, but is not limited to, links and information for the 
National Suicide Prevention hotline, and identify resources for emer-
gency or crisis intervention within an enrollee's service area and 
within Washington state that provide support and services for mental 
health or substance use disorder emergencies or crises. The content 
for this portion of the web page must emphasize the ways an enrollee 
or their personal representative can receive emergency or crisis serv-
ices either from public health resources, private health resources or 
through the services offered by the carrier in nontechnical and con-
sumer friendly language. This section must be above the fold and visu-
ally prominent on the mental health and substance use disorder web 
page.

(5) The web page must contain accurate information explaining the 
following information, based on the health plan network's access and 
adequacy standards for mental health and substance use disorder treat-
ment and services:

(a) How an enrollee can find in-network mental health and sub-
stance use disorder treatment and services in their service area;

(b) What an enrollee may do if covered services are not available 
in their service area or the enrollee cannot obtain access to schedul-
ing an appointment from an in-network provider within ten business 
days for mental health and substance use disorder services covered as 
primary care and fifteen business days for those covered as specialty 
care; and

(c) A description of access to services based on the applicable 
time frames, such as the following: "If the enrollee seeks covered 
mental health and substance use disorder treatment services for which 
the enrollee needs a referral or is covered as specialty care, an ap-
pointment must be made available to the enrollee within fifteen days 
of requesting one. If the requested service does not require a refer-
ral or is not specialty care, the appointment must be made available 
within ten business days of making a request for an appointment. If an 
enrollee is unable to schedule an appointment within the applicable 
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number of business days, the carrier must assist with scheduling an 
appointment."

(6) By June 30th of each year, the commissioner shall post a re-
port identifying, by carrier, the number of consumer complaints, as-
serting an inability to access mental health or substance use disorder 
services within ten business days for primary care and fifteen busi-
ness days for specialty care, that were submitted to the commissioner 
during the prior calendar year. A carrier's "Important Mental Health 
and Substance Use Disorder Treatment Information" web page must in-
clude a link to this report, and must update the link to the office of 
the insurance commissioner's web page on which the report is posted.

(7) If the commissioner has disciplined the carrier for violating 
the network standards set forth in this chapter or Title 48.43 RCW, 
with regard to mental health or substance use disorder treatment and 
services, the carrier must post a link to each order of enforcement or 
disciplinary action posted on the commissioner's website within thirty 
days of the commissioner posting the order on the office of the insur-
ance commissioner's website. An order may be removed from the 
carrier's website three years after the issue date of the order or 
completion of the corrective action plan associated with the order, 
whichever is later.

 Carriers may indicate when a corrective action plan associated 
with the order is completed and carriers may include an explanation of 
the actions it has taken to address the enforcement or disciplinary 
action.

(8) The web page must contain a section titled "How to File a 
Complaint with the Office of the Insurance Commissioner" and refer 
users to the OIC complaint form at https://www.insurance.wa.gov/file-
complaint-or-check-your-complaint-status.com or the commissioner's 
toll-free insurance consumer hotline at 1-800-562-6900.

(9) The commissioner may review the web page for accuracy and 
conformance with the requirements of this section when an enrollee 
complaint is received about access to mental health or substance use 
disorder services, or at any time as the commissioner deems necessary 
to ensure the carrier is in compliance with the requirements of this 
chapter.

(10) Carriers may include its logo and identifying information on 
the web page.
[Statutory Authority: RCW 48.02.060 and 48.43.765. WSR 21-01-094 (Mat-
ter No. R 2019-05), § 284-170-285, filed 12/11/20, effective 1/11/21.]

WAC 284-170-300  Essential community providers for exchange plans
—Definition.  "Essential community provider" means providers listed 
on the Centers for Medicare and Medicaid Services Non-Exhaustive List 
of Essential Community Providers. This list includes providers and fa-
cilities that have demonstrated service to medicaid, low-income, and 
medically underserved populations in addition to those that meet the 
federal minimum standard, which includes:

(1) Hospitals and providers who participate in the federal 340B 
Drug Pricing Program;

(2) Disproportionate share hospitals, as designated annually;
(3) Those eligible for Section 1927 Nominal Drug Pricing;
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(4) Those whose patient mix is at least thirty percent medicaid 
or medicaid expansion patients who have approved applications for the 
Electronic Medical Record Incentive Program;

(5) State licensed community clinics or health centers or commun-
ity clinics exempt from licensure;

(6) Indian health care providers as defined in WAC 
284-170-130(16);

(7) Long-term care facilities in which the average residency rate 
is fifty percent or more eligible for medicaid during the preceding 
calendar year;

(8) School-based health centers as referenced for funding in Sec. 
4101 of Title IV of ACA;

(9) Providers identified as essential community providers by the 
U.S. Department of Health and Human Services through subregulatory 
guidance or bulletins;

(10) Facilities or providers who waive charges or charge for 
services on a sliding scale based on income and that do not restrict 
access or services because of a client's financial limitations;

(11) Title X Family Planning Clinics and Title X look-alike Fami-
ly Planning Clinics;

(12) Rural based or free health centers as identified on the Ru-
ral Health Clinic and the Washington Free Clinic Association websites; 
and

(13) Federal qualified health centers (FQHC) or FQHC look-alikes.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-170-300, filed 7/6/16, effective 8/6/16; WSR 16-07-144 
(Matter No. R 2016-01), recodified as § 284-170-300, filed 3/23/16, 
effective 4/23/16. WSR 16-01-081, recodified as § 284-43-9977, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.44.050, 48.46.200, 48.20.450, 48.43.515, 48.44.020, 48.44.080, 
48.46.030, 45 C.F.R. 156.230, 156.235, and 156.245. WSR 14-22-007, § 
284-43-221, filed 10/23/14, effective 11/23/14. Statutory Authority: 
RCW 48.02.060, 48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 
48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 
48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 
14-10-017 (Matter No. R 2013-22), § 284-43-221, filed 4/25/14, effec-
tive 5/26/14.]

WAC 284-170-310  Essential community providers for exchange plans
—Network access.  (1) An issuer must include essential community pro-
viders in its provider network for qualified health plans and quali-
fied stand-alone dental plans in compliance with this section and as 
defined in WAC 284-170-300.

(2) An issuer must include a sufficient number and type of essen-
tial community providers in its provider network to provide reasonable 
access to the medically underserved or low-income in the service area, 
unless the issuer can provide substantial evidence of good faith ef-
forts on its part to contract with the providers or facilities in the 
service area. Such evidence of good faith efforts to contract will in-
clude documentation about the efforts to contract but not the substan-
tive contract terms offered by either the issuer or the provider.

(3) The following minimum standards apply to establish adequate 
qualified health plan inclusion of essential community providers:
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(a) Each issuer must demonstrate that at least thirty percent of 
available primary care providers, pediatricians, and hospitals that 
meet the definition of an essential community provider in each plan's 
service area participate in the provider network;

(b) The issuer's provider network must include access to one hun-
dred percent of Indian health care providers in a service area, as de-
fined in WAC 284-170-130(16), such that qualified enrollees obtain all 
covered services at no greater cost than if the service was obtained 
from network providers or facilities;

(c) Within a service area, fifty percent of rural health clinics 
located outside an area defined as urban by the 2010 Census must be 
included in the issuer's provider network;

(d) For essential community provider categories of which only one 
or two exist in the state, an issuer must demonstrate a good faith ef-
fort to contract with that provider or providers for inclusion in its 
network, which will include documentation about the efforts to con-
tract but not the substantive contract terms offered by either the is-
suer or the provider;

(e) For qualified health plans that include pediatric oral serv-
ices or qualified dental plans, thirty percent of essential community 
providers in the service area for pediatric oral services must be in-
cluded in each issuer's provider network;

(f) Ninety percent of all federally qualified health centers and 
FQHC look-alike facilities in the service area must be included in 
each issuer's provider network;

(g) At least one essential community provider hospital per county 
in the service area must be included in each issuer's provider net-
work;

(h) At least fifteen percent of all providers participating in 
the 340B program in the service area, balanced between hospital and 
nonhospital entities, must be included in the issuer's provider net-
work;

(i) By 2016, at least seventy-five percent of all school-based 
health centers in the service area must be included in the issuer's 
network.

(4) An issuer must, at the request of a school-based health cen-
ter or group of school-based health centers, offer to contract with 
such a center or centers to reimburse covered health care services de-
livered to enrollees under an issuer's health plan.

(a) If a contract is not entered into, the issuer must provide 
substantial evidence of good faith efforts on its part to contract 
with a school-based health center or group of school-based health cen-
ters. Such evidence of good faith efforts to contract will include 
documentation about the efforts to contract but not the substantive 
contract terms offered by either the issuer or the provider.

(b) "School-based health center" means a school-based location 
for the delivery of health services, often operated as a partnership 
of schools and community health organizations, which can include issu-
ers, which provide on-site medical and mental health services through 
a team of medical and mental health professionals to school-aged chil-
dren and adolescents.

(5) An issuer must, at the request of an Indian health care pro-
vider, offer to contract with such a provider to reimburse covered 
health care services delivered to qualified enrollees under an issu-
er's health plan.

(a) Issuers are encouraged to use the current version of the 
Washington State Indian Health Care Provider Addendum, as posted on 
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http://www.aihc-wa.com, to supplement the existing provider contracts 
when contracting with an Indian health care provider.

(b) If an Indian health care provider requests a contract and a 
contract is not entered into, the issuer must provide substantial evi-
dence of good faith efforts on its part to contract with the Indian 
health care provider. Such evidence of good faith efforts to contract 
will include documentation about the efforts to contract but not the 
substantive contract terms offered by either the issuer or the provid-
er.

(6) These requirements do not apply to integrated delivery sys-
tems pursuant to RCW 43.71.065.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-170-310, filed 7/6/16, effective 8/6/16; WSR 16-07-144 
(Matter No. R 2016-01), recodified as § 284-170-310, filed 3/23/16, 
effective 4/23/16. WSR 16-01-081, recodified as § 284-43-9978, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.44.050, 48.46.200, 48.20.450, 48.43.515, 48.44.020, 48.44.080, 
48.46.030, 45 C.F.R. 156.230, 156.235, and 156.245. WSR 14-22-007, § 
284-43-222, filed 10/23/14, effective 11/23/14. Statutory Authority: 
RCW 48.02.060, 48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 
48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 
48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 
14-10-017 (Matter No. R 2013-22), § 284-43-222, filed 4/25/14, effec-
tive 5/26/14.]

WAC 284-170-320  Issuer recordkeeping—Provider networks.  (1) An 
issuer must make available to the commissioner upon request its re-
cords, contracts, and agreements related to its provider networks.

(a) Records to support proof of good faith contracting efforts 
must be retained for seven years.

(b) Signed contracts, reimbursement agreements, and associated 
accounting records must be retained for ten years after the contract 
is terminated.

(2) Beginning January 1, 2016, an issuer must be able to provide 
to the commissioner upon request the following information for a time 
period specified by the commissioner. These records must be retained 
for a period of ten years:

(a) The number of requests submitted for prior authorization for 
services by all providers and facilities;

(b) The total number of such requests processed; and
(c) The total number of such requests denied.

[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-170-320, filed 3/23/16, effective 
4/23/16. WSR 16-01-074, recodified as § 284-43-9979, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 
48.43.530, 48.43.535, 48.43.730, 48.44.020, 48.44.050, 48.44.080, 
48.46.030, 48.46.200. WSR 16-01-074 (Matter No. R 2014-08), § 
284-43-225, filed 12/14/15, effective 1/14/16.]

WAC 284-170-330  Tiered provider networks.  (1) "Tiered provider 
network" means a network that identifies and groups providers and fa-
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cilities into specific groups to which different provider reimburse-
ment, enrollee cost-sharing, or provider access requirements, or any 
combination thereof, apply as a means to manage cost, utilization, 
quality, or to otherwise incentivize enrollee or provider behavior.

(a) An issuer may use a term other than tiered network as long as 
the term is not misleading or susceptible to confusion with a specific 
licensee designation, such as accountable care organization.

(b) An issuer must not use tiered networks to limit access to 
certain categories of providers or facilities.

(2) When an issuer's contracts include the placement of providers 
or facilities in tiers, and the network design results in cost differ-
entials for enrollees, the issuer must disclose to enrollees at the 
time of enrollment the cost difference and the basis for the issuer's 
placement of providers or facilities in one tier or another.

(3) The lowest cost-sharing tier of a tiered network must provide 
enrollees with adequate access and choice among health care providers 
and facilities for essential health benefits as set forth in WAC 
284-43-5640 and 284-43-5642, 284-43-5700 and 284-43-5702, and 
284-43-5780 and 284-43-5782.

(4) Cost-sharing differentials between tiers must not be imposed 
on an enrollee if the sole provider or facility type or category re-
quired to deliver a covered service is not available to the enrollee 
in the lowest cost-sharing tier of the network.

(a) All enrollees must have reasonable access to providers and 
facilities at the lowest cost tier of cost-sharing.

(b) Variations in cost-sharing between tiers must be reasonable 
in relation to the premium rate charged.

(5) An issuer must include with the Provider Compensation Agree-
ment the metrics and methodology used to assign participating provid-
ers and facilities to tiers. An issuer must be able to demonstrate to 
the commissioner's satisfaction that its assignment of providers and 
facilities to tiers, when based on a rating system, is consistent with 
the issuer's placement methodology.

(a) When an issuer revises or amends a quality, cost-efficiency 
or tiering program related to its provider network, it must provide 
notice to affected providers and facilities of the proposed change 
sixty days before notifying the public of the program. The notice must 
explain the methodology and data, if any, used for particular provid-
ers and facilities and include information on provider appeal rights 
as stated in the provider agreement.

(b) An issuer must make its physician cost profile available to 
providers and facilities under a tiered network, including the written 
criteria by which the provider's performance is measured.

(6) An issuer's provider and facility ranking program, and the 
criteria used to assign providers and facilities to different tiers, 
must not be described in advertising or plan documents so as to de-
ceive consumers as to issuer rating practices and their affect on 
available benefits. When a tiered network is used, an issuer must pro-
vide detailed information on its website and if requested, make avail-
able in paper form information about the tiered network including, but 
not limited to:

(a) The providers and facilities participating in the tiered net-
work;

(b) The selection criteria, if any, used to place the providers 
and facilities, but not including the results of applying those selec-
tion criteria to a particular provider or facility;
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(c) The potential for providers and facilities to move from one 
tier to another at any time; and

(d) The tier in which each participating provider or facility is 
assigned.

(7) For any health plan in effect on a tiered network's reassign-
ment date, an issuer must make a good faith effort to provide informa-
tion to affected enrollees at least sixty days before the reassignment 
takes effect. This information includes, but is not limited to, the 
procedure the enrollee must follow to choose an alternate provider or 
facility to obtain treatment at the same cost-sharing level. The spe-
cific classes of enrollees to whom notice must be sent are:

(a) Patients of a reassigned primary care provider if their pri-
mary care provider is reassigned to a higher cost-sharing level;

(b) A patient in the second or third trimester of pregnancy if a 
care provider or facility in connection with her pregnancy is reas-
signed to a higher cost-sharing level;

(c) A terminally ill patient if a provider or facility in connec-
tion with the illness is reassigned to a higher cost-sharing level; 
and

(d) Patients under active treatment for cancer or hematologic 
disorders, if the provider or facility that is delivering the care is 
reassigned to a higher cost-sharing level.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-170-330, filed 7/6/16, effective 8/6/16; WSR 16-07-144 
(Matter No. R 2016-01), recodified as § 284-170-330, filed 3/23/16, 
effective 4/23/16. WSR 16-01-081, recodified as § 284-43-9980, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 
48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 
48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 
(Matter No. R 2013-22), § 284-43-229, filed 4/25/14, effective 
5/26/14.]

WAC 284-170-340  Assessment of access.  (1) The commissioner will 
assess whether an issuer's provider network access meets the require-
ments of WAC 284-170-200, 284-170-210, and 284-170-270 such that all 
health plan services to enrollees will be accessible in a timely man-
ner appropriate for the enrollee's condition. Factors considered by 
the commissioner will include the following:

(a) The location of the participating providers and facilities;
(b) The location of employers or enrollees in the health plan;
(c) The range of services offered by providers and facilities for 

the health plan;
(d) Health plan provisions that recognize and provide for extra-

ordinary medical needs of enrollees that cannot be adequately treated 
by the network's participating providers and facilities;

(e) The number of enrollees within each service area living in 
certain types of institutions or who have chronic, severe, or disa-
bling medical conditions, as determined by the population the issuer 
is covering and the benefits provided;

(f) The availability of specific types of providers who deliver 
medically necessary services to enrollees under the supervision of a 
provider licensed under Title 18 RCW;

(g) The availability within the service area of facilities under 
Titles 70 and 71 RCW;
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(h) Accreditation as to network access by a national accredita-
tion organization including, but not limited to, the National Commit-
tee for Quality Assurance (NCQA), the Joint Commission, Accreditation 
Association of Ambulatory Health Care (AAAHC), or URAC.

(2) In determining whether an issuer has complied with the provi-
sions of WAC 284-170-200, the commissioner will give due consideration 
to the relative availability of health care providers or facilities in 
the service area under consideration and to the standards established 
by state agency health care purchasers. Relative availability includes 
the willingness of providers or facilities in the service area to con-
tract with the issuer under reasonable terms and conditions.

(3) If the commissioner determines that an issuer's proposed or 
current network for a health plan is not adequate, the commissioner 
may, for good cause shown, permit the issuer to propose changes suffi-
cient to make the network adequate within a sixty-day period of time. 
The proposal must include a mechanism to ensure that new enrollees 
have access to an open primary care provider within ten business days 
of enrolling in the plan while the proposed changes are being imple-
mented. This requirement is in addition to such enforcement action as 
is otherwise permitted under Title 48 RCW.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-170-340, filed 7/6/16, effective 8/6/16; WSR 16-07-144 
(Matter No. R 2016-01), recodified as § 284-170-340, filed 3/23/16, 
effective 4/23/16. WSR 16-01-081, recodified as § 284-43-9981, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 
48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 
48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 
(Matter No. R 2013-22), § 284-43-230, filed 4/25/14, effective 
5/26/14.]

WAC 284-170-350  Issuer standards for women's right to directly 
access certain health care practitioners for women's health care serv-
ices.  (1)(a) "Women's health care services" means organized services 
to provide health care to women, inclusive of the women's preventive 
services required by the Health Resources and Services Administration 
of the U.S. Department of Health and Human Services. The services in-
clude, but are not limited to, maternity care, reproductive health 
services, gynecological care, general examination, and preventive care 
as medically appropriate, and medically appropriate follow-up visits 
for these services. Women's health care services also include any ap-
propriate health care service for other health problems, discovered 
and treated during the course of a visit to a women's health care 
practitioner for a women's health care service, which is within the 
practitioner's scope of practice. For purposes of determining a wom-
an's right to directly access health services covered by the plan, ma-
ternity care, reproductive health, and preventive services include: 
Contraceptive services, testing and treatment for sexually transmitted 
diseases, pregnancy termination, breast-feeding, and complications of 
pregnancy.

(b) An issuer must not exclude or limit access to covered women's 
health care services offered by a particular type of women's health 
care provider, practitioner, or facility in a manner that would unrea-
sonably restrict access to that type of provider, practitioner, or fa-
cility or covered service. For example, an issuer must not impose a 
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limitation on maternity services that would require all child birth to 
occur in a hospital attended by a physician, thus preventing a woman 
from choosing between and using the birthing services of an advanced 
registered nurse practitioner, a certified midwife, or a licensed mid-
wife.

(c) An issuer must not impose notification or prior authorization 
requirements upon women's health care practitioners, providers, and 
facilities who render women's health care services or upon women who 
directly access such services unless such requirements are imposed 
upon other providers offering similar types of service. For example, 
an issuer must not require a directly accessed women's health care 
practitioner to notify the plan within seven days of providing direct 
women's health care services if a primary care provider would not also 
be required to provide seven-day notice to the issuer for the same or 
similar service.

(2) An issuer must not deny coverage for medically appropriate 
laboratory services, imaging services, diagnostic services, or pre-
scriptions for pharmaceutical or medical supplies, which are ordered 
by a directly accessed women's health care practitioner, and which are 
within the practitioner's scope of practice, if such services would be 
covered when provided by another type of health care practitioner. An 
issuer must not require authorization by another type of health care 
practitioner for these services. For example, if the issuer would cov-
er a prescription if the prescription had been written by the primary 
care provider, the issuer must cover the prescription written by the 
directly accessed women's health care practitioner.

(3)(a) All issuers must permit each female enrollee of a health 
plan to directly access providers or practitioners for appropriate 
covered women's health care services without prior referral from an-
other health care practitioner.

(b) An issuer may limit direct access to those women's health 
care practitioners who have signed participating provider agreements 
with the issuer for a specific health plan network. Irrespective of 
the financial arrangements an issuer may have with participating pro-
viders, an issuer may not limit and must not permit a network provider 
to limit access to a subset of participating women's health care prac-
titioners within the network. Such an impermissible limitation might 
arise when a primary care provider's group practice receives a capita-
tion payment for comprehensive care to an enrollee and then represents 
to the enrollee that only those gynecologists in the primary care pro-
vider's clinic are available for direct access. Nothing in this sub-
section must be interpreted to prohibit an issuer from contracting 
with a provider to render limited health care services.

(c) Every issuer must include in each provider network a suffi-
cient number of each type of practitioner included in the definition 
of women's health care practitioners in RCW 48.42.100(2). A "suffi-
cient number" means enough to reasonably ensure that enrollees can ex-
ercise their right of direct access within their service area, based 
on the number of providers with women's health care service in the 
scope of their license, and the number of enrollees. An issuer must 
demonstrate the basis on which it determined the sufficiency of the 
number and type of providers under this section.

(d) A woman's right to directly access practitioners for health 
care services, as provided under RCW 48.42.100, includes the right to 
obtain appropriate women's health care services ordered by the practi-
tioner from a participating facility used by the practitioner.
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(4) To inform enrollees of their rights under RCW 48.42.100, all 
issuers must include in enrollee handbooks a written explanation of a 
woman's right to directly access covered women's health care services. 
Enrollee handbooks must include information regarding any limitations 
to direct access, including, but not limited to:

(a) Limited direct access based on a benefit plan's closed net-
work of practitioners, if appropriate; and

(b) The issuer's right to limit coverage to medically necessary 
and appropriate women's health care services.

(5) No issuer shall impose cost-sharing, such as copayments or 
deductibles, for directly accessed women's health care services, that 
are not required for access to health care practitioners acting as 
primary care providers.
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-170-350, filed 3/23/16, effective 
4/23/16. WSR 16-01-081, recodified as § 284-43-9982, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 
48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 48.46.030, 45 
C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 (Matter No. R 
2013-22), § 284-43-250, filed 4/25/14, effective 5/26/14. Statutory 
Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 
48.44.050, 48.46.030, 48.46.200. WSR 00-04-034 (Matter No. R 99-2), § 
284-43-250, filed 1/24/00, effective 2/24/00. Statutory Authority: RCW 
48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 
48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 
98-04-005 (Matter No. R 97-3), § 284-43-250, filed 1/22/98, effective 
2/22/98.]

WAC 284-170-360  Enrollee's access to providers.  (1) Each issuer 
must allow an enrollee to choose a primary care provider who is ac-
cepting new patients from a list of participating providers.

(a) Enrollees also must be permitted to change primary care pro-
viders at any time with the change becoming effective not later than 
the beginning of the month following the enrollee's request for the 
change.

(b) The issuer must ensure at all times that there are a suffi-
cient number of primary care providers in the service area accepting 
new patients to accommodate new enrollees if the plan is open to new 
enrollment, and to ensure that existing enrollees have the ability to 
change primary care providers.

(2) Each issuer must allow an enrolled child direct access to a 
pediatrician from a list of participating pediatricians within their 
network who are accepting new patients.

(a) Enrollees must be permitted to change pediatricians at any 
time, with the change becoming effective not later than the beginning 
of the month following the enrollee's request for the change.

(b) Each issuer must ensure at all times that there are a suffi-
cient number of pediatricians in the service area accepting new pa-
tients to accommodate new enrollees if the plan is open to new enroll-
ment, and to ensure that existing enrolled children have the ability 
to change pediatricians.

(3) Each issuer must have a process whereby an enrollee with a 
complex or serious medical condition or mental health or substance use 
disorder, including behavioral health condition, may receive a stand-
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ing referral to a participating specialist for an extended period of 
time. The standing referral must be consistent with the enrollee's 
medical or mental health needs and plan benefits. For example, a one-
month standing referral would not satisfy this requirement when the 
expected course of treatment was indefinite. However, a referral does 
not preclude issuer performance of utilization review functions.

(4) Each issuer must provide enrollees with direct access to the 
participating chiropractor of the enrollee's choice for covered chiro-
practic health care without the necessity of prior referral. Nothing 
in this subsection prevents issuers from restricting enrollees to see-
ing only chiropractors who have signed participating provider agree-
ments or from utilizing other managed care and cost containment tech-
niques and processes such as prior authorization for services. For 
purposes of this subsection, "covered chiropractic health care" means 
covered benefits and limitations related to chiropractic health serv-
ices as stated in the plan's medical coverage agreement, with the ex-
ception of any provisions related to prior referral for services.

(5) Each issuer must provide, upon the request of an enrollee, 
access by the enrollee to a second opinion regarding any medical diag-
nosis or treatment plan from a qualified participating provider of the 
enrollee's choice. The issuer may not impose any charge or cost upon 
the enrollee for such second opinion other than the charge or cost im-
posed for the same service in otherwise similar circumstances.

(6) Each issuer must cover services of a primary care provider 
whose contract with the plan or whose contract with a subcontractor is 
being terminated by the plan or subcontractor without cause under the 
terms of that contract:

(a) For at least sixty days following notice of termination to 
the enrollees; or

(b) In group coverage arrangements involving periods of open en-
rollment, only until the end of the next open enrollment period.

(i) Notice to enrollees must include information of the enrol-
lee's right of access to the terminating provider for an additional 
sixty days.

(ii) The provider's relationship with the issuer or subcontractor 
must be continued on the same terms and conditions as those of the 
contract the plan or subcontractor is terminating, except for any pro-
vision requiring that the issuer assign new enrollees to the termina-
ted provider.

(7) Each issuer must make a good faith effort to assure that 
written notice of a termination is provided at least thirty days prior 
to the effective date of the termination to all enrollees who are pa-
tients seen on a regular basis by the provider or facility whose con-
tract is terminating, irrespective of whether the termination was for 
cause or without cause. When a termination for cause provides less 
than thirty days notice to the carrier or provider, an issuer must 
make a good faith effort to assure that written notice of termination 
is provided immediately to all enrollees.
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-170-360, filed 3/23/16, effective 
4/23/16. WSR 16-01-074, recodified as § 284-43-9983, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 
48.43.530, 48.43.535, 48.43.730, 48.44.020, 48.44.050, 48.44.080, 
48.46.030, 48.46.200. WSR 16-01-074 (Matter No. R 2014-08), § 
284-43-251, filed 12/14/15, effective 1/14/16. Statutory Authority: 
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RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 
48.46.100, 48.46.200, 48.43.505, 48.43.510, 48.43.515, 48.43.520, 
48.43.525, 48.43.530, 48.43.535. WSR 01-03-033 (Matter No. R 2000-02), 
§ 284-43-251, filed 1/9/01, effective 7/1/01.]

WAC 284-170-370  Hospital emergency service departments and prac-
tice groups.  Enrollees must have access to emergency services twenty-
four hours per day, seven days per week. An issuer must make good 
faith attempts to contract with provider groups offering services 
within hospital emergency departments, if the hospital is included in 
its network. Such evidence of good faith efforts to contract will in-
clude documentation about the efforts to contract but not the substan-
tive contract terms offered by either the issuer or the provider 
groups. If the issuer is unsuccessful in contracting with provider 
groups offering services within contracted hospital emergency depart-
ments, the issuer's provider directory must prominently note that 
while the hospital's emergency department is contracted, the providers 
within the department are not.
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-170-370, filed 3/23/16, effective 
4/23/16. WSR 16-01-081, recodified as § 284-43-9984, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 
48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 48.46.030, 45 
C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 (Matter No. R 
2013-22), § 284-43-252, filed 4/25/14, effective 5/26/14.]

WAC 284-170-380  Standards for temporary substitution of contrac-
ted network providers—"Locum tenens" providers.  It is a longstanding 
and widespread practice for contracted network providers to retain 
substitute providers to take over their professional practices when 
the contracted network providers are absent for reasons such as ill-
ness, pregnancy, vacation, or continuing medical education, and for 
contracted network providers to bill and receive payment for the sub-
stitute providers' services as though they were provided by the con-
tracted network provider. The contracted network provider generally 
pays the substitute provider based on an agreement between the con-
tracted network provider and the substitute provider, and the substi-
tute provider has the status of an independent contractor rather than 
an employee of the contracted network provider. These substitute pro-
viders are commonly called "locum tenens" providers.

In order to protect patients and ensure that they benefit from 
seamless quality care when contractual network providers are away from 
their practices, and that patients receive quality care from qualified 
substitute providers, carriers may require substitute providers to 
provide the information required in subsection (1) of this section.

The following are minimum standards for temporary provider sub-
stitution and do not prevent a carrier from entering into other agreed 
arrangements with its contracted network providers for terms that are 
less restrictive or more favorable to providers.

Carriers must permit the following categories of contracted net-
work provider to arrange for temporary substitution by a substitute 
provider: Doctor of medicine, doctor of osteopathic medicine, doctor 

Certified on 1/26/2022 Page 37



of dental surgery or dental medicine, doctor of chiropractic, podiat-
ric physician and surgeon, doctor of optometry, doctor of naturopathic 
medicine and advanced registered nurse practitioner.

(1) At the time of substitution, the substitute provider:
(a) Must have a current Washington license and be legally author-

ized to practice in this state;
(b) Must provide services under the same scope of practice as the 

contracted network provider;
(c) Must not be suspended or excluded from any state or federal 

health care program;
(d) Must have professional liability insurance coverage; and
(e) Must have a current drug enforcement certificate, if applica-

ble.
(2)(a) Carriers must allow a contracted network provider to ar-

range for a substitute provider for at least sixty days during any 
calendar year.

(b) A carrier must grant an extension if a contracted network 
provider demonstrates that exceptional circumstances require addition-
al time away from his or her practice.

(3) A carrier may require that the contracted network provider 
agree to bill for services rendered by the substitute provider using 
the carrier's billing guidelines, including use of HIPAA compliant 
code sets, commonly known as the Q-6 modifier, or any other code or 
modifier that the Centers for Medicare and Medicaid Services (CMS) 
adopts in the future.

(4) Nothing in this section is intended to prevent the carrier 
from requiring:

(a) That the contracted network provider require acceptance by 
the substitute provider of the carrier's fee schedule; or

(b) Acceptance by the substitute provider of the carrier's usual 
and customary charge as payment in full.

(5) This rule does not apply to Medicare Advantage or other 
health plans administered by the federal government that require pre-
credentialing of all providers.
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-170-380, filed 3/23/16, effective 
4/23/16. WSR 16-01-081, recodified as § 284-43-9985, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060 and 48.43.515. 
WSR 08-01-025 (Matter No. R 2005-04), § 284-43-260, filed 12/10/07, 
effective 1/10/08.]

WAC 284-170-390  Rule concerning contracted network providers 
called to active duty military service.  In lieu of substitution of a 
provider during a period of active duty military service longer than 
sixty continuous days, carriers must provide contracted network pro-
viders with the opportunity to return to the carrier's network after 
the provider's active duty military service is completed.

(1)(a) A carrier must allow the provider a period of at least one 
hundred twenty days to request a return to contracted network provider 
status after the provider returns to civilian status.

(b) The one hundred twenty-day period must begin no earlier than 
the date the provider's period of active duty ends.

(2)(a) As a condition for return to the carrier's network, the 
carrier may require that the provider provide evidence that he or she 
meets the carrier's then-current standards for credentialing.
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(b) If the provider meets or exceeds the credentialing standards 
of the carrier and timely requests a return to contracted network pro-
vider status, the carrier must grant the request whether or not the 
carrier's network is otherwise closed.
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-170-390, filed 3/23/16, effective 
4/23/16. WSR 16-01-081, recodified as § 284-43-9986, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060 and 48.43.515. 
WSR 08-01-025 (Matter No. R 2005-04), § 284-43-262, filed 12/10/07, 
effective 1/10/08.]

SUBCHAPTER C
PROVIDER CONTRACTS AND PAYMENT

WAC 284-170-401  Provider and facility contracts with issuers—
Generally.  (1) An issuer contracting with providers or facilities for 
health care service delivery to enrollees must satisfy all the re-
quirements contained in this subchapter.

(2) An issuer must ensure that subcontractors of its contracted 
providers and facilities comply with the requirements of this subchap-
ter. An issuer's obligation to comply with these requirements is non-
delegable; the issuer is not exempt from these requirements because it 
relied upon a third-party vendor or subcontracting arrangement.
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-170-401, filed 3/23/16, effective 
4/23/16. WSR 16-01-074, recodified as § 284-43-9990, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 
48.43.530, 48.43.535, 48.43.730, 48.44.020, 48.44.050, 48.44.080, 
48.46.030, 48.46.200. WSR 16-01-074 (Matter No. R 2014-08), § 
284-43-300, filed 12/14/15, effective 1/14/16. Statutory Authority: 
RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 
48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 
98-04-005 (Matter No. R 97-3), § 284-43-300, filed 1/22/98, effective 
2/22/98.]

WAC 284-170-411  Selection of participating providers—Creden-
tialing and unfair discrimination.  (1) An issuer must develop stand-
ards for selecting participating providers, for primary care provid-
ers, and for each health care provider or facility license and profes-
sional specialty. The standards must be used in determining the selec-
tion of health care providers and facilities by the issuer. The stand-
ards must be consistent with rules or standards established by the 
state department of health or other regulatory authority established 
in Title 18 RCW for health care providers specified in RCW 18.130.040. 
Selection criteria must not be established in a manner that would:

(a) Allow an issuer to avoid risk by excluding providers or fa-
cilities because they are located in geographic areas that contain 
populations presenting a risk of higher than average claims, losses, 
or health services utilization;
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(b) Exclude providers or facilities because they treat or spe-
cialize in treating persons presenting a risk of higher than average 
claims, losses, or health services utilization or because they treat 
or specialize in treating minority or special populations; or

(c) Discriminate regarding participation in the network solely 
based on the provider or facility type or category if the provider is 
acting within the scope of their license.

(2) The provisions of subsection (1) of this section must not be 
construed to prohibit an issuer from declining to select a provider or 
facility who fails to meet other legitimate selection criteria of the 
issuer. The purpose of these provisions is to prevent prohibited 
health risk avoidance or prohibited discrimination through network 
creation and provider or facility selection.

(3) The provisions of this subchapter do not require an issuer to 
employ, to contract with, or retain more providers or facilities than 
are necessary to comply with the network access standards of this 
chapter.

(4) An issuer must make its selection standards for participating 
providers and facilities available for review upon request by the com-
missioner.
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-170-411, filed 3/23/16, effective 
4/23/16. WSR 16-01-074, recodified as § 284-43-9991, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 
48.43.530, 48.43.535, 48.43.730, 48.44.020, 48.44.050, 48.44.080, 
48.46.030, 48.46.200. WSR 16-01-074 (Matter No. R 2014-08), § 
284-43-310, filed 12/14/15, effective 1/14/16. Statutory Authority: 
RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 
48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 
98-04-005 (Matter No. R 97-3), § 284-43-310, filed 1/22/98, effective 
2/22/98.]

WAC 284-170-421  Provider contracts—Standards—Hold harmless pro-
visions.  The execution of a contract by an issuer does not relieve 
the issuer of its obligations to any enrollee for the provision of 
health care services, nor of its responsibility for compliance with 
statutes or regulations. In addition to the contract form filing re-
quirements of this subchapter, all individual provider and facility 
contracts must be in writing and available for review upon request by 
the commissioner.

(1) An issuer must establish a mechanism by which its participat-
ing providers and facilities can obtain timely information on patient 
eligibility for health care services and health plan benefits, includ-
ing any limitations or conditions on services or benefits.

(2) Nothing contained in a participating provider or a partici-
pating facility contract may have the effect of modifying benefits, 
terms, or conditions contained in the health plan. In the event of any 
conflict between the contract and a health plan, the benefits, terms, 
and conditions of the health plan must govern with respect to coverage 
provided to enrollees.

(3) Each participating provider and participating facility con-
tract must contain the following provisions:

Certified on 1/26/2022 Page 40



"(a) {Name of provider or facility} hereby agrees that in no 
event, including, but not limited to nonpayment by {name of issuer}, 
{name of issuer's} insolvency, or breach of this contract will {name 
of provider or facility} bill, charge, collect a deposit from, seek 
compensation, remuneration, or reimbursement from, or have any re-
course against an enrollee or person acting on their behalf, other 
than {name of issuer}, for services provided pursuant to this con-
tract. This provision does not prohibit collection of {deductibles, 
copayments, coinsurance, and/or payment for noncovered services}, 
which have not otherwise been paid by a primary or secondary issuer in 
accordance with regulatory standards for coordination of benefits, 
from enrollees in accordance with the terms of the enrollee's health 
plan.

(b) {Name of provider or facility} agrees, in the event of {name 
of issuer's} insolvency, to continue to provide the services promised 
in this contract to enrollees of {name of issuer} for the duration of 
the period for which premiums on behalf of the enrollee were paid to 
{Name of issuer} or until the enrollee's discharge from inpatient fa-
cilities, whichever time is greater.

(c) Notwithstanding any other provision of this contract, nothing 
in this contract shall be construed to modify the rights and benefits 
contained in the enrollee's health plan.

(d) {Name of provider or facility} may not bill the enrollee for 
covered services (except for deductibles, copayments, or coinsurance) 
where {name of issuer} denies payments because the provider or facili-
ty has failed to comply with the terms or conditions of this contract.

(e) {Name of provider or facility} further agrees (i) that the 
provisions of (a), (b), (c), and (d) of this subsection shall survive 
termination of this contract regardless of the cause giving rise to 
termination and shall be construed to be for the benefit of {name of 
issuer's} enrollees, and (ii) that this provision supersedes any oral 
or written contrary agreement now existing or hereafter entered into 
between {name of provider or facility} and enrollees or persons acting 
on their behalf.

(f) If {name of provider or facility} contracts with other pro-
viders or facilities who agree to provide covered services to enroll-
ees of {name of issuer} with the expectation of receiving payment di-
rectly or indirectly from {name of issuer}, such providers or facili-
ties must agree to abide by the provisions of (a), (b), (c), (d), and 
(e) of this subsection."

(4) The contract must inform participating providers and facili-
ties that willfully collecting or attempting to collect an amount from 
an enrollee knowing that collection to be in violation of the partici-
pating provider or facility contract constitutes a class C felony un-
der RCW 48.80.030(5).

(5) An issuer must notify participating providers and facilities 
of their responsibilities with respect to the health issuer's applica-
ble administrative policies and programs, including but not limited to 
payment terms, utilization review, quality assessment and improvement 
programs, credentialing, grievance, appeal and adverse benefit deter-
mination procedures, data reporting requirements, pharmacy benefit 
substitution processes, confidentiality requirements and any applica-
ble federal or state requirements.

(6) An issuer must make all documents, procedures, and other ad-
ministrative policies and programs referenced in the contract availa-
ble for review by the provider or facility prior to contracting. An 
issuer may comply with this subsection by providing electronic access.
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(a) Participating providers and facilities must be given reasona-
ble notice of not less than sixty days of changes that affect provider 
or facility compensation or that affect health care service delivery 
unless changes to federal or state law or regulations make such ad-
vance notice impossible, in which case notice must be provided as soon 
as possible.

(b)(i) Subject to any termination and continuity of care provi-
sions of the contract, a provider or facility may terminate the con-
tract without penalty if the provider or facility does not agree with 
the changes, subject to the requirements in subsection (9) of this 
section.

(ii) A material amendment to a contract may be rejected by a pro-
vider or facility. The rejection will not affect the terms of the ex-
isting contract. A material amendment has the same meaning as in RCW 
48.39.005.

(c) No change to the contract may be made retroactive without the 
express written consent of the provider or facility.

(d) An issuer must give a provider or facility full access to the 
coverage and service terms of the applicable health plan for an enrol-
led patient.

(7) Each participating provider and participating facility con-
tract must contain the following provisions:

(a) "No health carrier subject to the jurisdiction of the state 
of Washington may in any way preclude or discourage their providers 
from informing patients of the care they require, including various 
treatment options, and whether in their view such care is consistent 
with medical necessity, medical appropriateness, or otherwise covered 
by the patient's service agreement with the health carrier. No health 
carrier may prohibit, discourage, or penalize a provider otherwise 
practicing in compliance with the law from advocating on behalf of a 
patient with a health carrier. Nothing in this section shall be con-
strued to authorize providers to bind health carriers to pay for any 
service."

(b) "No health carrier may preclude or discourage patients or 
those paying for their coverage from discussing the comparative merits 
of different health carriers with their providers. This prohibition 
specifically includes prohibiting or limiting providers participating 
in those discussions even if critical of a carrier."

(8) Subject to applicable state and federal laws related to the 
confidentiality of medical or health records, an issuer must require 
participating providers and facilities to make health records availa-
ble to appropriate state and federal authorities involved in assessing 
the quality of care or investigating complaints, grievances, appeals, 
or review of any adverse benefit determinations of enrollees. An issu-
er must require providers and facilities to cooperate with audit re-
views of encounter data in relation to the administration of health 
plan risk adjustment and reinsurance programs.

(9) An issuer and participating provider and facility must pro-
vide at least sixty days' written notice to each other before termi-
nating the contract without cause.

(10) Whether the termination was for cause, or without cause, the 
issuer must make a good faith effort to ensure written notice of a 
termination is provided at least thirty days prior to the effective 
date of the termination or immediately for a termination for cause 
that results in less than thirty days notice to a provider or carrier 
to all enrollees who are patients seen:

(a) On a regular basis by a specialist;
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(b) By a provider for whom they have a standing referral; or
(c) By a primary care provider.
(11) An issuer is responsible for ensuring that participating 

providers and facilities furnish covered services to each enrollee 
without regard to the enrollee's enrollment in the plan as a private 
purchaser of the plan or as a participant in publicly financed pro-
grams of health care services. This requirement does not apply to cir-
cumstances when the provider should not render services due to limita-
tions arising from lack of training, experience, skill, or licensing 
restrictions.

(12) An issuer must not penalize a provider because the provider, 
in good faith, reports to state or federal authorities any act or 
practice by the issuer that jeopardizes patient health or welfare or 
that may violate state or federal law.

(13) Every participating provider contract must contain proce-
dures for the fair resolution of disputes arising out of the contract.

(14) Participating provider and facility contracts entered into 
prior to the effective date of these rules must be amended upon renew-
al to comply with these rules, and all such contracts must conform to 
these provisions no later than July 1, 2016. The commissioner may ex-
tend the July 1, 2016, deadline for an issuer for an additional one 
year, if the issuer makes a written request. That request must explain 
how a good faith effort at compliance has been made, provide the spe-
cific reasons the deadline cannot be met, and state the date the issu-
er expects to be in compliance (no more than one year beyond July 1, 
2016).
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-170-421, filed 3/23/16, effective 
4/23/16. WSR 16-01-074, recodified as § 284-43-9992, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 
48.43.530, 48.43.535, 48.43.730, 48.44.020, 48.44.050, 48.44.080, 
48.46.030, 48.46.200. WSR 16-01-074 (Matter No. R 2014-08), § 
284-43-320, filed 12/14/15, effective 1/14/16. Statutory Authority: 
RCW 48.02.060, 48.30.010, 48.43.055, 48.44.050, 48.44.070, 48.46.030, 
48.46.200 and 48.46.243. WSR 99-21-016 (Matter No. R 98-21), § 
284-43-320, filed 10/11/99, effective 11/11/99. Statutory Authority: 
RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 
48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 
98-04-005 (Matter No. R 97-3), § 284-43-320, filed 1/22/98, effective 
2/22/98.]

WAC 284-170-431  Provider contracts—Terms and conditions of pay-
ment.  (1) Every participating provider and facility contract shall 
set forth a schedule for the prompt payment of amounts owed by the 
carrier to the provider or facility and shall include penalties for 
carrier failure to abide by that schedule. At a minimum, these con-
tract provisions shall conform to the standards of this section.

(2)(a) For health services provided to covered persons, a carrier 
shall pay providers and facilities as soon as practical but subject to 
the following minimum standards:

(i) Ninety-five percent of the monthly volume of clean claims 
shall be paid within thirty days of receipt by the responsible carrier 
or agent of the carrier; and
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(ii) Ninety-five percent of the monthly volume of all claims 
shall be paid or denied within sixty days of receipt by the responsi-
ble carrier or agent of the carrier, except as agreed to in writing by 
the parties on a claim-by-claim basis.

(b) The receipt date of a claim is the date the responsible car-
rier or its agent receives either written or electronic notice of the 
claim.

(c) The carrier shall establish a reasonable method for confirm-
ing receipt of claims and responding to provider and facility inqui-
ries about claims.

(d) Any carrier failing to pay claims within the standard estab-
lished under subsection (2) of this section shall pay interest on un-
denied and unpaid clean claims more than sixty-one days old until the 
carrier meets the standard under subsection (2) of this section. In-
terest shall be assessed at the rate of one percent per month, and 
shall be calculated monthly as simple interest prorated for any por-
tion of a month. The carrier shall add the interest payable to the 
amount of the unpaid claim without the necessity of the provider or 
facility submitting an additional claim. Any interest paid under this 
section shall not be applied by the carrier to a covered person's de-
ductible, copayment, coinsurance, or any similar obligation of the 
covered person.

(e) When the carrier issues payment in either the provider or fa-
cility and the covered person names, the carrier shall make claim 
checks payable in the name of the provider or facility first and the 
covered person second.

(3) For purposes of this section, "clean claim" means a claim 
that has no defect or impropriety, including any lack of any required 
substantiating documentation, or particular circumstances requiring 
special treatment that prevents timely payments from being made on the 
claim under this section.

(4) Denial of a claim must be communicated to the provider or fa-
cility and must include the specific reason why the claim was denied. 
If the denial is based upon medical necessity or similar grounds, then 
the carrier upon request of the provider or facility must also prompt-
ly disclose the supporting basis for the decision. For example, the 
carrier must describe how the claim failed to meet medical necessity 
guidelines.

(5) Every carrier shall be responsible for ensuring that any per-
son acting on behalf of or at the direction of the carrier or acting 
pursuant to carrier standards or requirements complies with these 
billing and claim payment standards.

(6) These standards do not apply to claims about which there is 
substantial evidence of fraud or misrepresentation by providers, fa-
cilities or covered persons, or instances where the carrier has not 
been granted reasonable access to information under the provider's or 
facility's control.

(7) Providers, facilities, and carriers are not required to com-
ply with these contract provisions if the failure to comply is occa-
sioned by any act of God, bankruptcy, act of a governmental authority 
responding to an act of God or other emergency, or the result of a 
strike, lockout, or other labor dispute.
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-170-431, filed 3/23/16, effective 
4/23/16. WSR 16-01-081, recodified as § 284-43-9993, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.30.010, 
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48.43.055, 48.44.050, 48.44.070, 48.46.030, 48.46.200 and 48.46.243. 
WSR 99-21-016 (Matter No. R 98-21), § 284-43-321, filed 10/11/99, ef-
fective 11/11/99.]

WAC 284-170-433  Provider contracts—Telemedicine.  (1)(a) Every 
participating provider contract must, for health plans issued or re-
newed on or after January 1, 2017, provide that a health carrier shall 
reimburse a provider for a health care service provided to a covered 
person through telemedicine or store and forward technology if:

(i) The plan provides coverage of the health care service when 
provided in person by the provider;

(ii) The health care service is medically necessary;
(iii) The health care service is a service recognized as an es-

sential health benefit under section 1302(b) of the federal Patient 
Protection and Affordable Care Act in effect on January 1, 2015, RCW 
48.43.005 and 48.43.715;

(iv) The health care service is determined to be safely and ef-
fectively provided through telemedicine or store and forward technolo-
gy according to generally accepted health care practices and stand-
ards, and the technology used to provide the health care service meets 
the standards required by state and federal laws governing the privacy 
and security of protected health information; and

(b) Beginning January 1, 2023, for audio-only telemedicine, the 
covered person has an established relationship with the provider.

(2)(a) Every participating provider contract must, for health 
plans issued or renewed on or after January 1, 2021, provide that, ex-
cept as provided in (b) of this subsection, a carrier will reimburse a 
provider for a health care service provided to a covered person 
through telemedicine as provided in RCW 48.43.735(1) or subsection (1) 
of this section the same amount of compensation the carrier would pay 
the provider if the health care service was provided in person by the 
provider.

(b) Hospitals, hospital systems, telemedicine companies, and pro-
vider groups consisting of 11 or more providers may elect to negotiate 
an amount of compensation for telemedicine services that differs from 
the amount of compensation for in-person services.

For purposes of (b) of this subsection, the number of providers 
in a provider group refers to all providers within the group, regard-
less of a provider's location.

(c) For purposes of this section, reimbursement of store and for-
ward technology is available only for those covered services specified 
in the negotiated agreement between the health carrier and the health 
care provider.

(3)(a) Every participating provider contract must, for health 
plans issued or renewed on or after January 1, 2017, provide that an 
originating site for a telemedicine health care service subject to 
subsection (1) of this section includes a:

(i) Hospital;
(ii) Rural health clinic;
(iii) Federally qualified health center;
(iv) Physician's or other provider's office;
(v) Licensed or certified behavioral health agency;
(vi) Skilled nursing facility;
(vii) Home or any location determined by the individual receiving 

the service including, but not limited to, a pharmacy licensed under 
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chapter 18.64 RCW or a school-based health center as defined in RCW 
43.70.825. If the site chosen by the individual receiving service is 
in a state other than the state of Washington, a provider's ability to 
conduct a telemedicine encounter in that state is determined by the 
licensure status of the provider and the provider licensure laws of 
the other state; or

(viii) Renal dialysis center, except an independent renal dialy-
sis center.

(b) Except for (a)(vii) of this subsection and a hospital that is 
an originating site for an audio-only telemedicine encounter, any 
originating site under this subsection may charge a facility fee for 
infrastructure and preparation of the patient. Reimbursement for a fa-
cility fee must be subject to a negotiated agreement between the orig-
inating site and the health carrier. A distant site, a hospital that 
is an originating site for an audio-only telemedicine encounter, or 
any other site not identified in this subsection may not charge a fa-
cility fee.

(4) A health carrier may not distinguish between originating 
sites that are rural and urban in providing the coverage required in 
subsection (1) of this section.

(5) A health carrier may subject coverage of a telemedicine or 
store and forward technology health service under subsection (1) of 
this section to all terms and conditions of the plan in which the cov-
ered person is enrolled including, but not limited to, utilization re-
view, prior authorization, deductible, copayment, or coinsurance re-
quirements that are applicable to coverage of a comparable health care 
service provided in person.

(6)(a) Every participating provider contract must, effective July 
25, 2021, provide that if a provider intends to bill a covered person 
or the covered person's health plan for an audio-only telemedicine 
service, the provider must obtain patient consent from the covered 
person for the billing in advance of the service being delivered, con-
sistent with the requirements of this subsection and state and federal 
laws applicable to obtaining patient consent.

(b)(i) A covered person's consent must be obtained prior to ini-
tiation of the first audio-only encounter with a provider and may con-
stitute consent to such encounters for a period of up to 12 months. If 
audio-only encounters continue beyond an initial 12-month period, con-
sent must be obtained from the covered person for each prospective 12-
month period.

(ii) Consent to be billed for audio-only telemedicine services 
must be obtained by the provider or auxiliary personnel under the gen-
eral supervision of the provider.

(iii) A covered person may consent to a provider billing them or 
their health plan in writing or verbally. Consent to billing for an 
audio-only telemedicine encounter may be obtained and documented by 
the provider or auxiliary personnel under the general supervision of 
the provider as part of the process of making an appointment for an 
audio-only telemedicine encounter, recorded verbally as part of the 
audio-only telemedicine encounter record or otherwise documented in 
the patient record. Consent must be documented and retained by the 
provider for a minimum of five years. As needed, a carrier also may 
request documentation of the covered person's consent as a condition 
of claim payment.

(iv) A patient may revoke consent granted under this subsection. 
Revocation of the patient's consent must be communicated by the pa-
tient or their authorized representative to the provider or auxiliary 
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personnel under the general supervision of the provider verbally or in 
writing and must be documented and retained by the provider for a min-
imum of five years. Once consent is revoked, the revocation must oper-
ate prospectively.

(7)(a) A carrier may not deny, reduce, terminate or fail to make 
payment for the delivery of health care services using audio and visu-
al technology solely because the communication between the patient and 
provider during the encounter shifted to audio-only due to unanticipa-
ted circumstances. In these instances, a carrier may not require a 
provider to obtain consent from the patient to continue the communica-
tion. 

(b) A carrier has no obligation to reimburse a provider for both 
an audio-visual and an audio-only encounter when both means of commu-
nication have been used during the encounter due to unforeseen circum-
stances.

(8)(a) If the commissioner has cause to believe that any provider 
has engaged in a pattern of unresolved violations of RCW 48.43.735(8) 
or subsection (6) of this section, the commissioner may submit infor-
mation to the department of health or the appropriate disciplining au-
thority, as defined in RCW 18.130.020, for action.

(b) In determining whether there is cause to believe that a pro-
vider has engaged in a pattern of unresolved violations, the commis-
sioner shall consider, but is not limited to, consideration of the 
following:

(i) Whether there is cause to believe that the provider has com-
mitted two or more violations of RCW 48.43.735(8) or subsection (6) of 
this section;

(ii) Whether the provider has been nonresponsive to questions or 
requests for information from the commissioner related to one or more 
complaints alleging a violation of RCW 48.43.735(8) or subsection (6) 
of this section; and

(iii) Whether, subsequent to correction of previous violations, 
additional violations have occurred.

(c) Prior to submitting information to the department of health 
or the appropriate disciplining authority, the commissioner may give 
the provider an opportunity to cure the alleged violations or explain 
why the actions in question did not violate RCW 48.43.735(8) or sub-
section (6) of this section.

(9) Every participating provider contract must, for health plans 
issued or renewed on or after July 25, 2021, ensure that access to 
telemedicine services is inclusive for those patients who may have 
disabilities or limited-English proficiency and for whom the use of 
telemedicine technology may be more challenging, consistent with car-
riers' obligations under WAC 284-43-5940 through 284-43-5965 with re-
spect to design and implementation of plan benefits.

(10) Each carrier's provider contracts must include language con-
forming to the requirements of this section by July 1, 2022. The grace 
period associated with carriers filing conforming changes to their 
provider contracts under this section in no way limits the authority 
of the commissioner to enforce the provisions of RCW 48.43.735 or this 
section on or after the effective date of those laws.

(11) This section does not require a health carrier to reimburse:
(a) An originating site for professional fees;
(b) A provider for a health care service that is not a covered 

benefit under the plan; or
(c) An originating site or provider when the site or provider is 

not a participating provider under the plan.

Certified on 1/26/2022 Page 47



[Statutory Authority: RCW 48.43.735(9). WSR 21-24-029, § 284-170-433, 
filed 11/22/21, effective 12/23/21.]

WAC 284-170-440  Provider contracts—Dispute resolution process. 
Except as otherwise required by a specific federal or state statute or 
regulation governing dispute resolution, no process for the resolution 
of disputes arising out of a participating provider or facility con-
tract shall be considered fair under RCW 48.43.055 unless the process 
meets all the provisions of this section.

(1) A dispute resolution process may include an initial informal 
process but must include a formal process for resolution of all con-
tract disputes.

(2) A carrier may have different types of dispute resolution pro-
cesses as necessary for specialized concerns such as provider creden-
tialing or as otherwise required by law. For example, disputes over 
health plan coverage of health care services are subject to the griev-
ance procedures established for covered persons.

(3) Carriers must allow not less than thirty days after the ac-
tion giving rise to a dispute for providers and facilities to complain 
and initiate the dispute resolution process.

(4) Carriers may not require alternative dispute resolution to 
the exclusion of judicial remedies; however, carriers may require al-
ternative dispute resolution prior to judicial remedies.

(5) Carriers must render a decision on provider or facility com-
plaints within a reasonable time for the type of dispute. In the case 
of billing disputes, the carrier must render a decision within sixty 
days of the complaint.
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-43-9994, filed 3/23/16, effective 
4/23/16. WSR 16-01-081, recodified as § 284-43-9994, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.30.010, 
48.43.055, 48.44.050, 48.44.070, 48.46.030, 48.46.200 and 48.46.243. 
WSR 99-21-016 (Matter No. R 98-21), § 284-43-322, filed 10/11/99, ef-
fective 11/11/99.]

WAC 284-170-450  Pharmacy identification cards.  (1) This rule 
outlines the minimum standards for prescription claims processing as 
directed by RCW 48.43.023.

(2) The pharmacy identification card or other technology must in-
clude the data element consistent with the "BIN number," "IIN/BIN num-
ber" or "RxBIN" which is the ANSI assigned international identifica-
tion number, identified in the National Council for Prescription Drug 
Programs (NCPDP) Pharmacy ID Card Implementation Guide. Other data el-
ements of the NCPDP Guide must be included on the card only if they 
are required for the processing of claims.

(3) This rule does not compel the issuance of a separate pharmacy 
identification card provided that the enrollee health plan identifica-
tion card contains the required data elements.

(4) All plans that use a card or other technology for prescrip-
tion claims processing that are delivered, issued for delivery or re-
newed on or after July 1, 2003, must comply with the requirements of 
this rule.

Certified on 1/26/2022 Page 48



[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-170-450, filed 3/23/16, effective 
4/23/16. WSR 16-01-081, recodified as § 284-43-9995, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.43.023, 
48.44.050, 48.46.200. WSR 03-07-006 (Matter No. R 2002-04), § 
284-43-323, filed 3/6/03, effective 4/6/03.]

WAC 284-170-460  Provider contracts—Audit guidelines.  (1) Pro-
vider and facility contracts may not contain provisions that grant the 
carrier access to health information and other similar records unrela-
ted to covered persons. This provision shall not limit the carrier's 
right to ask for and receive information relating to the ability of 
the provider or facility to deliver health care services that meet the 
accepted standards of medical care prevalent in the community.

(2) Provider and facility contract provisions granting the carri-
er access to medical records for audit purposes must be limited to on-
ly that necessary to perform the audit.

(3) Provider and facility contracts may not contain billing audit 
standards that are not mutual. For example, if the carrier grants it-
self the right to audit hospital billing records, then the hospital 
has the right to audit carrier denials of the hospital's claims.
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-170-460, filed 3/23/16, effective 
4/23/16. WSR 16-01-081, recodified as § 284-43-9996, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.30.010, 
48.43.055, 48.44.050, 48.44.070, 48.46.030, 48.46.200 and 48.46.243. 
WSR 99-21-016 (Matter No. R 98-21), § 284-43-324, filed 10/11/99, ef-
fective 11/11/99.]

WAC 284-170-470  Pharmacy claims—Rejections, notifications and 
disclosures.  Issuers must provide to billing pharmacies sufficient 
information about transactions initiated by the pharmacy so that phar-
macy claims can be processed in a timely manner.

(1) For purposes of this section "claim rejection" is an adminis-
trative step in the claim process where a claim is neither paid nor 
denied, but is held awaiting a defined action from the pharmacist, 
prescriber, or member.

(2) An issuer must notify the billing pharmacy of a claim rejec-
tion electronically and make available to the pharmacy, utilizing the 
National Council for Prescription Drug Programs (NCPDP) Telecommunica-
tions Standard transaction, all required data elements, as well as the 
following information, to the extent supported by the transaction:

(a) Rejection reasons such as prior authorization, quantity level 
limit, and exclusion;

(b) Other medications to consider that would not require a preau-
thorization (if applicable);

(c) Other medications to consider that would require a preautho-
rization (if applicable);

(d) Instructions for further processing of claim or for more spe-
cific contact information which may include a reference to a specific 
location on a website;
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(e) Contact phone number of a person or department to contact who 
can provide additional information.

(3) Every issuer must notify its participating pharmacies of its 
claim process in its contracts.

(4) Every issuer must be responsible for ensuring that any person 
acting on behalf of or at the direction of the issuer or acting pur-
suant to carrier standards or requirements complies with these trans-
action standards.

(5) In every pharmacy provider agreement, the issuer must:
(a) Disclose if the provider or pharmacy has the right to make a 

prior authorization request; and
(b) Provide that if the issuer requires the authorization number 

to be transmitted on a pharmaceutical claim, the issuer will provide 
the authorization number to the billing pharmacy. The authorization 
number will be communicated to the billing pharmacy after approval of 
a prior authorization request and upon receipt of a claim for that au-
thorized medication.

(6) The prior authorization determination must be transmitted to 
the requesting party and must include the following:

(a) Information about whether a request was approved.
(b) If the request was made by the pharmacy, notification will 

additionally be made to the prescriber.
(7) In every pharmacy provider agreement, every issuer will state 

that an issuer will authorize an emergency fill by the dispensing 
pharmacist and approve the claim payment. An emergency fill is only 
applicable when:

(a) The dispensing pharmacy cannot reach the issuer's prior au-
thorization department by phone as it is outside of that department's 
business hours; or

(b) An issuer is available to respond to phone calls from a dis-
pensing pharmacy regarding a covered benefit, but the issuer cannot 
reach the prescriber for full consultation.

(8) The issuer's emergency fill policy must include the follow-
ing:

(a) The inclusionary and exclusionary list of medications provi-
ded for emergency fill by issuers. This list must be posted online on 
the issuer's website; this can be accomplished by linking to a common 
website dedicated to administrative simplification and available to 
the public, such as OneHealthPort.

(b) The authorized amount of the emergency fill will be no more 
than the prescribed amount up to a seven day supply or the minimum 
packaging size available at the time the emergency fill is dispensed.

(c) An emergency fill is a covered benefit. However, determina-
tion as to whether the subsequent fill is a covered health service un-
der the patient benefit will be made as part of the prior authoriza-
tion processing.

(9) Pharmacies and issuers are not required to comply with these 
contract provisions if the failure to comply is occasioned by any act 
of God, bankruptcy, act of a governmental authority responding to an 
act of God or other emergency, or the result of a strike, lockout, or 
other labor dispute.
[Statutory Authority: RCW 48.02.060, 48.43.510. WSR 16-19-086 (Matter 
No. R 2016-08), § 284-170-470, filed 9/20/16, effective 10/21/16. 
Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-170-470, filed 3/23/16, effective 
4/23/16. WSR 16-01-081, recodified as § 284-43-9997, filed 12/14/15, 
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effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.165.0301, 48.43.525, 48.43.530, 48.44.020, 48.44.050, 
48.46.060(2), and 48.46.200. WSR 15-24-074 (Matter No. R 2014-13), § 
284-43-325, filed 11/25/15, effective 7/1/16.]

WAC 284-170-480  Participating provider—Filing and approval. 
(1) An issuer must file for prior approval all participating provider 
agreements and facility agreements thirty calendar days prior to use. 
If a carrier negotiates a provider or facility contract or a compensa-
tion agreement that deviates from an approved agreement, then the is-
suer must file that negotiated contract or agreement with the commis-
sioner for approval thirty days before use. The commissioner must re-
ceive the filings electronically in accordance with chapters 284-44A, 
284-46A, and 284-58 WAC.

(2)(a) An issuer may file a provider or facility contract tem-
plate with the commissioner. A "contract template" is a sample con-
tract and compensation agreement form that the issuer will use to con-
tract with multiple providers or facilities. A contract template must 
be issued exactly as approved.

(i) When an issuer modifies the contract template, an issuer must 
refile the modified contract template for approval. All changes to the 
contract template must be indicated through strike outs for deletions 
and underlines for new material. The modified template must be issued 
to providers and facilities upon approval.

(ii) Alternatively, issuers may file the modified contract tem-
plate for prospective contracting and a contract addendum or amendment 
that would be issued to currently contracted providers or facilities 
for prior approval. The filing must include any correspondence that 
will be sent to a provider or facility that explains the amendment or 
addendum. The correspondence must provide sufficient information to 
clearly inform the provider or facility what the changes to the con-
tract will be. All changes to the contract template must be indicated 
through strike outs for deletions and underlines for new material.

(iii) Changes to a previously filed and approved provider compen-
sation agreement modifying the compensation amount or terms related to 
compensation must be filed and are deemed approved upon filing if 
there are no other changes to the previously approved provider con-
tract or compensation agreement.

(b)(i) All negotiated contracts and compensation agreements must 
be filed with the commissioner for approval thirty calendar days prior 
to use and include all contract documents between the parties.

(ii) If the only negotiated change is to the compensation amount 
or terms related to compensation, it must be filed and is deemed ap-
proved upon filing.

(3) If the commissioner takes no action within thirty calendar 
days after submission, the form is deemed approved except that the 
commissioner may extend the approval period an additional fifteen cal-
endar days upon giving notice before the expiration of the initial 
thirty-day period. Approval may be subsequently withdrawn for cause.

(4) The issuer must maintain provider and facility contracts at 
its principal place of business in the state, or the issuer must have 
access to all contracts and provide copies to facilitate regulatory 
review upon twenty days prior written notice from the commissioner.

(5) Nothing in this section relieves the issuer of the responsi-
bility detailed in WAC 284-170-280 (3)(b) to ensure that all provider 
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and facility contracts are current and signed if the provider or fa-
cility is listed in the network filed for approval with the commis-
sioner.

(6) If an issuer enters into a reimbursement agreement that is 
tied to health outcomes, utilization of specific services, patient 
volume within a specific period of time, or other performance stand-
ards, the issuer must file the reimbursement agreement with the com-
missioner thirty days prior to the effective date of the agreement, 
and identify the number of enrollees in the service area in which the 
reimbursement agreement applies. Such reimbursement agreements must 
not cause or be determined by the commissioner to result in discrimi-
nation against or rationing of medically necessary services for en-
rollees with a specific covered condition or disease. If the commis-
sioner fails to notify the issuer that the agreement is disapproved 
within thirty days of receipt, the agreement is deemed approved. The 
commissioner may subsequently withdraw such approval for cause.

(7) Provider contracts and compensation agreements must clearly 
set forth the carrier provider networks and applicable compensation 
agreements associated with those networks so that the provider or fa-
cility can understand their participation as an in-network provider 
and the reimbursement to be paid. The format of such contracts and 
agreements may include a list or other format acceptable to the com-
missioner so that a reasonable person will understand and be able to 
identify their participation and the reimbursement to be paid as a 
contracted provider in each provider network.
[Statutory Authority: RCW 48.02.060, 48.49.060, and 48.49.110. WSR 
19-23-085, § 284-170-480, filed 11/19/19, effective 12/20/19. Statuto-
ry Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 2016-11), § 
284-170-480, filed 7/6/16, effective 8/6/16; WSR 16-07-144 (Matter No. 
R 2016-01), recodified as § 284-170-480, filed 3/23/16, effective 
4/23/16. WSR 16-01-074, recodified as § 284-43-9998, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 
48.43.530, 48.43.535, 48.43.730, 48.44.020, 48.44.050, 48.44.080, 
48.46.030, 48.46.200. WSR 16-01-074 (Matter No. R 2014-08), § 
284-43-330, filed 12/14/15, effective 1/14/16. Statutory Authority: 
RCW 48.02.060, 48.44.050, 48.46.030, 48.46.200, and 2013 c 277 § 1. 
WSR 13-16-045 (Matter No. R 2012-24), § 284-43-330, filed 7/31/13, ef-
fective 8/31/13. Statutory Authority: RCW 48.02.060, 48.30.010, 
48.43.055, 48.44.050, 48.44.070, 48.46.030, 48.46.200 and 48.46.243. 
WSR 99-21-016 (Matter No. R 98-21), § 284-43-330, filed 10/11/99, ef-
fective 11/11/99. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 
48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 (Matter No. R 
97-3), § 284-43-330, filed 1/22/98, effective 2/22/98.]

WAC 284-170-490  Effective date.  (1) All participating provider 
and facility contracts entered into after the effective date of these 
rules must comply with these rules no later than January 1, 2015.

(2) Participating provider and facility contracts entered into 
prior to the effective date of these rules must be amended upon renew-
al to comply with these rules, and all such contracts must conform to 
these provisions no later than January 1, 2015. The commissioner may 
extend the January 1, 2015, deadline for an issuer for an additional 
one year, if the issuer makes a written request. That request must ex-
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plain how a good faith effort at compliance has been made, provide the 
specific reasons the deadline cannot be met, and state the date the 
issuer expects to be in compliance (no more than one year beyond Janu-
ary 1, 2015).
[Statutory Authority: RCW 48.02.060. WSR 16-07-144 (Matter No. R 
2016-01), recodified as § 284-170-490, filed 3/23/16, effective 
4/23/16. WSR 16-01-081, recodified as § 284-43-9999, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 
48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 48.46.030, 45 
C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 (Matter No. R 
2013-22), § 284-43-331, filed 4/25/14, effective 5/26/14. Statutory 
Authority: RCW 48.02.060, 48.30.010, 48.43.055, 48.44.050, 48.44.070, 
48.46.030, 48.46.200 and 48.46.243. WSR 99-21-016 (Matter No. R 
98-21), § 284-43-331, filed 10/11/99, effective 11/11/99.]
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