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Brief Description:  Modernizing and clarifying timely payment requirements for health carriers.

Sponsors:  Senate Committee on Health & Long-Term Care (originally sponsored by Senators 
Slatter, Muzzall, Chapman, Harris, Riccelli, Cleveland, Hasegawa, Krishnadasan, Nobles 
and Valdez).

Senate Committee on Health & Long-Term Care
House Committee on Health Care & Wellness
House Committee on Appropriations

Background:  Office of the Insurance Commissioner (OIC) regulations requires carriers to 
set forth a schedule for the prompt payment of amounts owed by the carrier to a provider or 
facility in the provider or facility contract. Contract terms must include penalties for a 
carrier's failure to abide by that schedule. Payment timelines are subject to the following 
minimum standards:

95 percent of the monthly volume of clean claims must be paid within 30 days of 
receipt; and

•

95 percent of the monthly volume of all claims must be paid or denied within 60 days 
of receipt, except as agreed to in writing by the parties on a claim-by-claim basis. 

•

 
Any carrier failing to pay claims within these standards shall pay interest on undenied and 
unpaid clean claims more than 61 days old until the carrier meets the standard. Denial of a 
claim must be communicated to the provider or facility 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 promptly disclose the 
supporting basis for the decision.
 
"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. 

This analysis was prepared by non-partisan legislative staff for the use of legislative 
members in their deliberations. This analysis is not part of the legislation nor does it 
constitute a statement of legislative intent.
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Summary:  Beginning January 1, 2027, carriers and plans offered to public employees shall 
pay or deny clean claims from providers or facilities for health care services as soon as 
practical, but no later than 30 calendar days after the receipt of a clean claim. For claims 
that are not clean, within 21 calendar days of receipt of the claim, the carrier or plan shall 
send electronic notice to the provider or facility acknowledging the date of receipt of the 
claim and one of the following:

that the carrier or plan is denying payment on all or part of the claim and the specific 
reason for the denial, and the denial shall identify the portion of the claim that is 
denied and the specific reasons for the denial; or

•

that additional information or documentation is needed to process the claim:
this notice must include a request for the specific information or documentation 
needed to process the claim'

1. 

the carrier shall make a good faith effort to request all information or 
documentation needed to process the claim in a single request and may not 
make any additional requests for information or documentation 30 calendar 
days after of the receipt of the claim. 

2. 

•

 
Following receipt of all information or documentation requested by the carrier or plan, the 
carrier or plan shall consider the claim a clean claim and shall pay or deny the claim within 
30 days, except as agreed to in writing by the parties on a claim-by-claim basis. 
 
For claims for which a provider or facility fails to submit requested information or 
documentation within 21 calendar days of receipt of the carrier’s request, the carrier’s 
obligation to pay or deny the claim is extended to 40 calendar days following the carrier’s 
receipt of requested information or documentation.
 
The receipt date of a claim or additional information or documentation is the date a carrier 
or plan receives either written or electronic notice of the claim or additional information or 
documentation. A carrier or plan must establish a reasonable method for confirming receipt 
of claims and additional information or documentation and responding to provider and 
facility inquiries about claims.
 
A carrier or plan shall pay interest on the amount of any claims for which the carrier fails to 
comply with the timeline and notice requirements in this act. Interest shall accrue on each 
such claim until the claim is resolved by payment, denial, or the final outcome of an appeals 
process. Beginning on day one and through day 60 following a carrier's or plan's failure to 
comply with any notice or claim settlement requirements, interest shall be assessed at the 
rate of 1 percent per month on the amount of the unresolved claim. Beginning on day 61 
following a carrier's or plan's failure to comply with any notice or claim settlement 
requirements and until the claim is resolved, interest shall be assessed at the rate of 1.5 
percent per month on the amount of the unresolved claim. For any claim for which the 
carrier or plan failed to comply with the notice or claim settlement requirements of this act 
and that is unresolved for more than 90 days, the carrier may be subject to an administrative 
penalty as determined by the OIC in rule. When determining the appropriateness of an 
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administrative penalty, the OIC must consider whether a carrier has engaged in a pattern of 
violations.
 
The requirements of this act do not apply to claims for which a carrier has documented 
evidence of fraud or material misrepresentation by providers, facilities, or covered persons, 
supported by claims review, data analysis, audit activities, or patterns thereof. Providers, 
facilities, and carriers are not required to comply with the requirements of this act 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, cyber-security attacks, 
declarations of natural disasters, or the result of a strike, lockout, or other labor dispute. 
 
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. A claim does not 
lose the status of clean claim due to issues related to carrier internal processing or systems. 
 
These provisions apply to health plans regulated by the OIC and health plans offered to 
public and school employees. These provisions only apply to claims from providers or 
facilities that are under contract with the carrier, and not out-of-network claims, and to 
claims by Indian health care providers, including those not contracted with the carrier.
 
Beginning January 1, 2028, for health care services, except for mental health and substance 
use disorder services:

carriers may not request a refund from a health care provider of a payment previously 
made to satisfy a claim unless it does so in writing to the provider within 12 months 
after the date that the original payment was made, except in the case of fraud; and

•

in cases related to coordination of benefits with another carrier or entity responsible 
for payment of a claim, a carrier may not request a refund from a health care provider 
of a payment previously made to satisfy a claim unless it does so in writing to the 
provider within 18 months after the date that the original payment was made. 

•

Votes on Final Passage:

Senate 48 0

House 95 0 (House amended)

Senate 49 0 (Senate concurred)

Final Passage Votes
Effective: June 11, 2026

January 1, 2028 - Section 4
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