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§ 73-21-155. Most current reference price to be used in calculation of reimbursement for prescription
drugs and other products and supplies; updating of reference price; time period for payment of benefits;
“clean claim” defined; compliance; penalties; retroactive denial or reduction of claim after adjudication
prohibited [Effective January 1, 2021].
(This section has more than one version with varying effective dates.)

(1) Reimbursement under a contract to a pharmacist or pharmacy for prescription drugs and other
products and supplies that is calculated according to a formula that uses Medi-Span, Gold Standard or a
nationally recognized reference that has been approved by the board in the pricing calculation shall use
the most current reference price or amount in the actual or constructive possession of the pharmacy
benefit manager, its agent, or any other party responsible for reimbursement for prescription drugs and
other products and supplies on the date of electronic adjudication or on the date of service shown on the
nonelectronic claim.
(2) Pharmacy benefit managers, their agents and other parties responsible for reimbursement for
prescription drugs and other products and supplies shall be required to update the nationally recognized
reference prices or amounts used for calculation of reimbursement for prescription drugs and other
products and supplies no less than every three (3) business days.
(3)

(a) All benefits payable under a pharmacy benefit management plan shall be paid within seven (7)
days after receipt of due written proof of a clean claim where claims are submitted electronically, and
shall be paid within thirty-five (35) days after receipt of due written proof of a clean claim where
claims are submitted in paper format. Benefits due under the plan and claims are overdue if not paid
within seven (7) days or thirty-five (35) days, whichever is applicable, after the pharmacy benefit
manager receives a clean claim containing necessary information essential for the pharmacy benefit
manager to administer preexisting condition, coordination of benefits and subrogation provisions
under the plan sponsor’s health insurance plan. A “clean claim” means a claim received by any
pharmacy benefit manager for adjudication and which requires no further information, adjustment or
alteration by the pharmacist or pharmacies or the insured in order to be processed and paid by the
pharmacy benefit manager. A claim is clean if it has no defect or impropriety, including any lack of
substantiating documentation, or particular circumstance requiring special treatment that prevents
timely payment from being made on the claim under this subsection. A clean claim includes
resubmitted claims with previously identified deficiencies corrected.
(b) A clean claim does not include any of the following:
(i) A duplicate claim, which means an original claim and its duplicate when the duplicate is filed
within thirty (30) days of the original claim;

(ii) Claims which are submitted fraudulently or that are based upon material misrepresentations;
(iii) Claims that require information essential for the pharmacy benefit manager to administer
preexisting condition, coordination of benefits or subrogation provisions under the plan sponsor’s
health insurance plan; or
(iv) Claims submitted by a pharmacist or pharmacy more than thirty (30) days after the date of
service; if the pharmacist or pharmacy does not submit the claim on behalf of the insured, then a
claim is not clean when submitted more than thirty (30) days after the date of billing by the
pharmacist or pharmacy to the insured.
(c) Not later than seven (7) days after the date the pharmacy benefit manager actually receives an
electronic claim, the pharmacy benefit manager shall pay the appropriate benefit in full, or any
portion of the claim that is clean, and notify the pharmacist or pharmacy (where the claim is owed to
the pharmacist or pharmacy) of the reasons why the claim or portion thereof is not clean and will not
be paid and what substantiating documentation and information is required to adjudicate the claim as
clean. Not later than thirty-five (35) days after the date the pharmacy benefit manager actually
receives a paper claim, the pharmacy benefit manager shall pay the appropriate benefit in full, or any
portion of the claim that is clean, and notify the pharmacist or pharmacy (where the claim is owed to
the pharmacist or pharmacy) of the reasons why the claim or portion thereof is not clean and will not
be paid and what substantiating documentation and information is required to adjudicate the claim as
clean. Any claim or portion thereof resubmitted with the supporting documentation and information
requested by the pharmacy benefit manager shall be paid within twenty (20) days after receipt.
(4) If the board finds that any pharmacy benefit manager, agent or other party responsible for
reimbursement for prescription drugs and other products and supplies has not paid ninety-five percent
(95%) of clean claims as defined in subsection (3) of this section received from all pharmacies in a
calendar quarter, he shall be subject to administrative penalty of not more than Twenty-five Thousand
Dollars ($25,000.00) to be assessed by the State Board of Pharmacy.
(a) Examinations to determine compliance with this subsection may be conducted by the board. The
board may contract with qualified impartial outside sources to assist in examinations to determine
compliance. The expenses of any such examinations shall be paid by the pharmacy benefit manager
examined.
(b) Nothing in the provisions of this section shall require a pharmacy benefit manager to pay claims
that are not covered under the terms of a contract or policy of accident and sickness insurance or
prepaid coverage.
(c) If the claim is not denied for valid and proper reasons by the end of the applicable time period
prescribed in this provision, the pharmacy benefit manager must pay the pharmacy (where the claim
is owed to the pharmacy) or the patient (where the claim is owed to a patient) interest on accrued
benefits at the rate of one and one-half percent (1-1/2%) per month accruing from the day after
payment was due on the amount of the benefits that remain unpaid until the claim is finally settled or
adjudicated. Whenever interest due pursuant to this provision is less than One Dollar ($1.00), such
amount shall be credited to the account of the person or entity to whom such amount is owed.
(d) Any pharmacy benefit manager and a pharmacy may enter into an express written agreement
containing timely claim payment provisions which differ from, but are at least as stringent as, the
provisions set forth under subsection (3) of this section, and in such case, the provisions of the written
agreement shall govern the timely payment of claims by the pharmacy benefit manager to the
pharmacy. If the express written agreement is silent as to any interest penalty where claims are not

paid in accordance with the agreement, the interest penalty provision of subsection (4)(c) of this
section shall apply.
(e) The State Board of Pharmacy may adopt rules and regulations necessary to ensure compliance
with this subsection.
(5)

(a) For purposes of this subsection (5), “network pharmacy” means a licensed pharmacy in this state
that has a contract with a pharmacy benefit manager to provide covered drugs at a negotiated
reimbursement rate. A network pharmacy or pharmacist may decline to provide a brand name drug,
multisource generic drug, or service, if the network pharmacy or pharmacist is paid less than that
network pharmacy’s acquisition cost for the product. If the network pharmacy or pharmacist declines
to provide such drug or service, the pharmacy or pharmacist shall provide the customer with adequate
information as to where the prescription for the drug or service may be filled.
(b) The State Board of Pharmacy shall adopt rules and regulations necessary to implement and ensure
compliance with this subsection, including, but not limited to, rules and regulations that address
access to pharmacy services in rural or underserved areas in cases where a network pharmacy or
pharmacist declines to provide a drug or service under paragraph (a) of this subsection. The board
shall promulgate the rules and regulations required by this paragraph (b) not later than October 1,
2016.

(6) A pharmacy benefit manager shall not directly or indirectly retroactively deny or reduce a claim or
aggregate of claims after the claim or aggregate of claims has been adjudicated.
History: Laws, 2006, ch. 533, § 33; Laws, 2016, ch. 453, § 1, eff from and after July 1, 2016; Laws,
2020, ch. 395, § 3, eff from and after January 1, 2021.

