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AN ACT
To repeal sections 208.151, 376.1209 and 376.1250, RSMo 2000, relating to cancer, and to enact

in lieu thereof four new sections relating to the same subject.

Be it enacted by the General Assembly of the State of Missouri, as follows:

Section A.  Sections 208.151, 376.1209 and 376.1250, RSMo 2000, are repealed and four

new sections enacted in lieu thereof, to be known as sections 192.972, 208.151, 376.1209 and

376.1250, to read as follows:

192.972.  1.  The department of health shall designate "Missouri Centers of

Excellence in Women's Health" which shall be located in leading academic medical

institutions in Missouri.  The centers shall be selected on a competitive basis.  The

department shall establish the criteria for selecting the centers, taking into

consideration the principles established for National Centers of Excellence in Women's

Health by the Office on Women's Health within the United States Department of Health

and Human Services.

2.  The purpose of the centers shall be to devise new standards of excellence in

women's health, and assist in the development of multidisciplinary, integrated

collaborations to provide women with convenient, comprehensive health care, expand

basic and clinical research on women's health and promote education of health care

providers and the community regarding the unique needs and aspects of women's



health.  The comprehensive goal of the centers shall be the improvement of the health

status of all women across their life span through:

(1)  The improvement of women's access to health care services and information;

(2)  The advancement of a women's health research agenda involving both basic

and clinical research in women's health;

(3)  The targeting of financial resources and support provided by the institution

and external sources;

(4)  The promotion of women to leadership positions in health care provision,

teaching and research;

(5)  The fostering of greater community outreach in women's health; and

(6)  The integration of women's health in medical curriculum, clinical training

and postdoctoral research.

3.  The department of health may, subject to appropriations, use, administer and

dispose of any gifts, grants or in-kind services and may award grants to qualifying

centers to carry out the purpose and goals established in subsection 2 of this section for

the Missouri centers of excellence in women's health.

4.  The department of health may promulgate rules to implement the provisions

of this section.  No rule or portion of a rule promulgated pursuant to the authority of

this section shall become effective unless it has been promulgated pursuant to chapter

536, RSMo.

208.151.  1.  For the purpose of paying medical assistance on behalf of needy persons and

to comply with Title XIX, Public Law 89-97, 1965 amendments to the federal Social Security Act

(42 U.S.C. section 301 et seq.) as amended, the following needy persons shall be eligible to receive

medical assistance to the extent and in the manner hereinafter provided:

(1)  All recipients of state supplemental payments for the aged, blind and disabled;

(2)  All recipients of aid to families with dependent children benefits, including all persons

under nineteen years of age who would be classified as dependent children except for the

requirements of subdivision (1) of subsection 1 of section 208.040;

(3)  All recipients of blind pension benefits;

(4)  All persons who would be determined to be eligible for old age assistance benefits,

permanent and total disability benefits, or aid to the blind benefits under the eligibility standards

in effect December 31, 1973, or less restrictive standards as established by rule of the division of

family services, who are sixty-five years of age or over and are patients in state institutions for

mental diseases or tuberculosis;

(5)  All persons under the age of twenty-one years who would be eligible for aid to families

with dependent children except for the requirements of subdivision (2) of subsection 1 of section

208.040, and who are residing in an intermediate care facility, or receiving active treatment as



inpatients in psychiatric facilities or programs, as defined in 42 U.S.C. 1396d, as amended;

(6)  All persons under the age of twenty-one years who would be eligible for aid to families

with dependent children benefits except for the requirement of deprivation of parental support as

provided for in subdivision (2) of subsection 1 of section 208.040;

(7)  All persons eligible to receive nursing care benefits;

(8)  All recipients of family foster home or nonprofit private child-care institution care,

subsidized adoption benefits and parental school care wherein state funds are used as partial or full

payment for such care;

(9)  All persons who were recipients of old age assistance benefits, aid to the permanently

and totally disabled, or aid to the blind benefits on December 31, 1973, and who continue to meet

the eligibility requirements, except income, for these assistance categories, but who are no longer

receiving such benefits because of the implementation of Title XVI of the federal Social Security

Act, as amended;

(10)  Pregnant women who meet the requirements for aid to families with dependent

children, except for the existence of a dependent child in the home;

(11)  Pregnant women who meet the requirements for aid to families with dependent

children, except for the existence of a dependent child who is deprived of parental support as

provided for in subdivision (2) of subsection 1 of section 208.040;

(12)  Pregnant women or infants under one year of age, or both, whose family income does

not exceed an income eligibility standard equal to one hundred eighty-five percent of the federal

poverty level as established and amended by the federal Department of Health and Human

Services, or its successor agency;

(13)  Children who have attained one year of age but have not attained six years of age

who are eligible for medical assistance under 6401 of P.L. 101-239 (Omnibus Budget Reconciliation

Act of 1989).  The division of family services shall use an income eligibility standard equal to one

hundred thirty-three percent of the federal poverty level established by the Department of Health

and Human Services, or its successor agency;

(14)  Children who have attained six years of age but have not attained nineteen years of

age.  For children who have attained six years of age but have not attained nineteen years of age,

the division of family services shall use an income assessment methodology which provides for

eligibility when family income is equal to or less than equal to one hundred percent of the federal

poverty level established by the Department of Health and Human Services, or its successor

agency.  As necessary to provide Medicaid coverage under this subdivision, the department of social

services may revise the state Medicaid plan to extend coverage under 42 U.S.C. 1396a

(a)(10)(A)(i)(III) to children who have attained six years of age but have not attained nineteen

years of age as permitted by paragraph (2) of subsection (n) of 42 U.S.C. 1396d using a more liberal

income assessment methodology as authorized by paragraph (2) of subsection (r) of 42 U.S.C.



1396a;

(15)  The following children with family income which does not exceed two hundred percent

of the federal poverty guideline for the applicable family size:

(a)  Infants who have not attained one year of age with family income greater than one

hundred eighty-five percent of the federal poverty guideline for the applicable family size;

(b)  Children who have attained one year of age but have not attained six years of age with

family income greater than one hundred thirty-three percent of the federal poverty guideline for

the applicable family size; and

(c)  Children who have attained six years of age but have not attained nineteen years of

age with family income greater than one hundred percent of the federal poverty guideline for the

applicable family size.  Coverage under this subdivision shall be subject to the receipt of notification

by the director of the department of social services and the revisor of statutes of approval from the

secretary of the U.S. Department of Health and Human Services of applications for waivers of

federal requirements necessary to promulgate regulations to implement this subdivision.  The

director of the department of social services shall apply for such waivers.  The regulations may

provide for a basic primary and preventive health care services package, not to include all medical

services covered by section 208.152, and may also establish co-payment, coinsurance, deductible,

or premium requirements for medical assistance under this subdivision.  Eligibility for medical

assistance under this subdivision shall be available only to those infants and children who do not

have or have not been eligible for employer-subsidized health care insurance coverage for the six

months prior to application for medical assistance.  Children are eligible for employer-subsidized

coverage through either parent, including the noncustodial parent.  The division of family services

may establish a resource eligibility standard in assessing eligibility for persons under this

subdivision.  The division of medical services shall define the amount and scope of benefits which

are available to individuals under this subdivision in accordance with the requirement of federal

law and regulations.  Coverage under this subdivision shall be subject to appropriation to provide

services approved under the provisions of this subdivision;

(16)  The division of family services shall not establish a resource eligibility standard in

assessing eligibility for persons under subdivision (12), (13) or (14) of this subsection.  The division

of medical services shall define the amount and scope of benefits which are available to individuals

eligible under each of the subdivisions (12), (13), and (14) of this subsection, in accordance with the

requirements of federal law and regulations promulgated thereunder except that the scope of

benefits shall include case management services;

(17)  Notwithstanding any other provisions of law to the contrary, ambulatory prenatal care

shall be made available to pregnant women during a period of presumptive eligibility pursuant to

42 U.S.C. section 1396r-1, as amended;

(18)  A child born to a woman eligible for and receiving medical assistance under this section



on the date of the child's birth shall be deemed to have applied for medical assistance and to have

been found eligible for such assistance under such plan on the date of such birth and to remain

eligible for such assistance for a period of time determined in accordance with applicable federal and

state law and regulations so long as the child is a member of the woman's household and either the

woman remains eligible for such assistance or for children born on or after January 1, 1991, the

woman would remain eligible for such assistance if she were still pregnant.  Upon notification of

such child's birth, the division of family services shall assign a medical assistance eligibility

identification number to the child so that claims may be submitted and paid under such child's

identification number;

(19)  Pregnant women and children eligible for medical assistance pursuant to subdivision

(12), (13) or (14) of this subsection shall not as a condition of eligibility for medical assistance

benefits be required to apply for aid to families with dependent children.  The division of family

services shall utilize an application for eligibility for such persons which eliminates information

requirements other than those necessary to apply for medical assistance.  The division shall provide

such application forms to applicants whose preliminary income information indicates that they are

ineligible for aid to families with dependent children.  Applicants for medical assistance benefits

under subdivision (12), (13) or (14) shall be informed of the aid to families with dependent children

program and that they are entitled to apply for such benefits.  Any forms utilized by the division

of family services for assessing eligibility under this chapter shall be as simple as practicable;

(20)  Subject to appropriations necessary to recruit and train such staff, the division of

family services shall provide one or more full-time, permanent case workers to process applications

for medical assistance at the site of a health care provider, if the health care provider requests the

placement of such case workers and reimburses the division for the expenses including but not

limited to salaries, benefits, travel, training, telephone, supplies, and equipment, of such case

workers.  The division may provide a health care provider with a part-time or temporary case

worker at the site of a health care provider if the health care provider requests the placement of

such a case worker and reimburses the division for the expenses, including but not limited to the

salary, benefits, travel, training, telephone, supplies, and equipment, of such a case worker.  The

division may seek to employ such case workers who are otherwise qualified for such positions and

who are current or former welfare recipients.  The division may consider training such current or

former welfare recipients as case workers for this program;

(21)  Pregnant women who are eligible for, have applied for and have received medical

assistance under subdivision (2), (10), (11) or (12) of this subsection shall continue to be considered

eligible for all pregnancy-related and postpartum medical assistance provided under section 208.152

until the end of the sixty-day period beginning on the last day of their pregnancy;

(22)  Case management services for pregnant women and young children at risk shall be

a covered service.  To the greatest extent possible, and in compliance with federal law and



regulations, the department of health shall provide case management services to pregnant women

by contract or agreement with the department of social services through local health departments

organized under the provisions of chapter 192, RSMo, or chapter 205, RSMo, or a city health

department operated under a city charter or a combined city-county health department or other

department of health designees.  To the greatest extent possible the department of social services

and the department of health shall mutually coordinate all services for pregnant women and

children with the crippled children's program, the prevention of mental retardation program and

the prenatal care program administered by the department of health.  The department of social

services shall by regulation establish the methodology for reimbursement for case management

services provided by the department of health.  For purposes of this section, the term "case

management" shall mean those activities of local public health personnel to identify prospective

Medicaid-eligible high-risk mothers and enroll them in the state's Medicaid program, refer them to

local physicians or local health departments who provide prenatal care under physician protocol and

who participate in the Medicaid program for prenatal care and to ensure that said high-risk

mothers receive support from all private and public programs for which they are eligible and shall

not include involvement in any Medicaid prepaid, case-managed programs;

(23)  By January 1, 1988, the department of social services and the department of health

shall study all significant aspects of presumptive eligibility for pregnant women and submit a joint

report on the subject, including projected costs and the time needed for implementation, to the

general assembly.  The department of social services, at the direction of the general assembly, may

implement presumptive eligibility by regulation promulgated pursuant to chapter 207, RSMo;

(24)  All recipients who would be eligible for aid to families with dependent children benefits

except for the requirements of paragraph (d) of subdivision (1) of section 208.150;

(25)  All persons who would be determined to be eligible for old age assistance benefits,

permanent and total disability benefits, or aid to the blind benefits, under the eligibility standards

in effect December 31, 1973, or those supplemental security income recipients who would be

determined eligible for general relief benefits under the eligibility standards in effect December 31,

1973, except income; or less restrictive standards as established by rule of the division of family

services.  If federal law or regulation authorizes the division of family services to, by rule, exclude

the income or resources of a parent or parents of a person under the age of eighteen and such

exclusion of income or resources can be limited to such parent or parents, then notwithstanding the

provisions of section 208.010:

(a)  The division may by rule exclude such income or resources in determining such person's

eligibility for permanent and total disability benefits; and

(b)  Eligibility standards for permanent and total disability benefits shall not be limited by

age;

(26)  Within thirty days of the effective date of an initial appropriation authorizing medical



assistance on behalf of "medically needy" individuals for whom federal reimbursement is available

under 42 U.S.C. 1396a (a)(10)(c), the department of social services shall submit an amendment to

the Medicaid state plan to provide medical assistance on behalf of, at a minimum, an individual

described in subclause (I) or (II) of clause 42 U.S.C. 1396a (a)(10)(C)(ii);

(27)  Persons who have been diagnosed with breast or cervical cancer and who

are eligible for coverage pursuant to 42 U.S.C. 1396a (a)(10)(A)(ii)(XVIII).  Such persons

shall be eligible during a period of presumptive eligibility in accordance with 42 U.S.C.

1396r-1.

2.  Rules and regulations to implement this section shall be promulgated in accordance with

section 431.064, RSMo, and chapter 536, RSMo.  No rule or portion of a rule promulgated under

the authority of this chapter shall become effective unless it has been promulgated pursuant to the

provisions of section 536.024, RSMo.

3.  After December 31, 1973, and before April 1, 1990, any family eligible for assistance

pursuant to 42 U.S.C. 601 et seq., as amended, in at least three of the last six months immediately

preceding the month in which such family became ineligible for such assistance because of

increased income from employment shall, while a member of such family is employed, remain

eligible for medical assistance for four calendar months following the month in which such family

would otherwise be determined to be ineligible for such assistance because of income and resource

limitation.  After April 1, 1990, any family receiving aid pursuant to 42 U.S.C. 601 et seq., as

amended, in at least three of the six months immediately preceding the month in which such family

becomes ineligible for such aid, because of hours of employment or income from employment of the

caretaker relative, shall remain eligible for medical assistance for six calendar months following the

month of such ineligibility as long as such family includes a child as provided in 42 U.S.C.

1396r-6.  Each family which has received such medical assistance during the entire six-month

period described in this section and which meets reporting requirements and income tests

established by the division and continues to include a child as provided in 42 U.S.C. 1396r-6 shall

receive medical assistance without fee for an additional six months.  The division of medical services

may provide by rule the scope of medical assistance coverage to be granted to such families.

4.  For purposes of section 1902(1), (10) of Title XIX of the federal Social Security Act, as

amended, any individual who, for the month of August, 1972, was eligible for or was receiving aid

or assistance pursuant to the provisions of Titles I, X, XIV, or Part A of Title IV of such act and who,

for such month, was entitled to monthly insurance benefits under Title II of such act, shall be

deemed to be eligible for such aid or assistance for such month thereafter prior to October, 1974,

if such individual would have been eligible for such aid or assistance for such month had the

increase in monthly insurance benefits under Title II of such act resulting from enactment of Public

Law 92-336 amendments to the federal Social Security Act (42 U.S.C. 301 et seq.), as amended, not

been applicable to such individual.



5.  When any individual has been determined to be eligible for medical assistance, such

medical assistance will be made available to him for care and services furnished in or after the third

month before the month in which he made application for such assistance if such individual was,

or upon application would have been, eligible for such assistance at the time such care and services

were furnished; provided, further, that such medical expenses remain unpaid.

376.1209.  1.  Each entity offering individual and group health insurance policies providing

coverage on an expense-incurred basis, individual and group service or indemnity type contracts

issued by a nonprofit corporation, individual and group service contracts issued by a health

maintenance organization, all self-insured group arrangements to the extent not preempted by

federal law, and all managed health care delivery entities of any type or description, that provide

coverage for the surgical procedure known as a mastectomy, and which are delivered, issued for

delivery, continued or renewed in this state on or after January 1, 1998, shall provide coverage for

prosthetic devices or reconstructive surgery necessary to restore symmetry as recommended by the

oncologist or primary care physician for the patient incident to the mastectomy.  Coverage for

prosthetic devices and reconstructive surgery shall be subject to the same deductible and

coinsurance conditions applied to the mastectomy and all other terms and conditions applicable to

other benefits with the exception that no time limit shall be imposed on an individual for

the receipt of prosthetic devices or reconstructive surgery and if such individual

changes his or her insurer, then such coverage for prosthetic devices or reconstructive

surgery shall transfer with the individual.

2.  As used in this section, the term "mastectomy" means the removal of all or part of the

breast for medically necessary reasons, as determined by a physician licensed pursuant to chapter

334, RSMo.

3.  The provisions of this section shall not apply to a supplemental insurance policy,

including a life care contract, accident only policy, specified disease policy, hospital policy providing

a fixed daily benefit only, Medicare supplement policy or long-term care policy.

376.1250.  1.  All individual and group health insurance policies providing coverage on an

expense-incurred basis, individual and group service or indemnity type contracts issued by a

nonprofit corporation, individual and group service contracts issued by a health maintenance

organization, all self-insured group arrangements to the extent not preempted by federal law and

all managed health care delivery entities of any type or description, that are delivered, issued for

delivery, continued or renewed on or after August 28, 1999, and providing coverage to any resident

of this state shall provide benefits or coverage for: 

(1)  A pelvic examination and Pap smear for any nonsymptomatic woman covered under

such policy or contract, in accordance with the current American Cancer Society guidelines; 

(2)  A prostate examination and laboratory tests for cancer for any nonsymptomatic man

covered under such policy or contract, in accordance with the current American Cancer Society



guidelines.  Such benefits and coverage shall include prostascint imaging (prostate

antibody imaging) for any otherwise nonsymptomatic man covered under such policy

or contract for which there is an earlier diagnosis or for reoccurrence, and as a guide

for appropriate therapy in patients with a rising PSA (prostate specific antigen); and 

(3)  A colorectal cancer examination and laboratory tests for cancer for any nonsymptomatic

person covered under such policy or contract, in accordance with the current American Cancer

Society guidelines. 

2.  Coverage and benefits related to the examinations and tests as required by this section

shall be at least as favorable and subject to the same dollar limits, deductible, and co-payments as

other covered benefits or services. 

3.  Nothing in this act shall apply to accident-only, hospital indemnity, Medicare

supplement, long-term care, or other limited benefit health insurance policies. 

4.  The provisions of this section shall not apply to short-term major medical policies of six

months or less duration. 

5.  The attending physician shall make available to any patient the advantages,

disadvantages, and risks, including cancer, associated with breast implantation prior to such

operation as provided by the department of health. 

6.  The department of health shall: 

(1)  Make available a standardized written summary that would be clear to a prudent lay

person that: 

(a)  Contains general information on breast implantation; and 

(b)  Discloses potential dangers and side effects of a breast implantation operation; 

(2)  Update the standardized written summary as deemed necessary by the department of

health; and 

(3)  By January 1, 2000, the department shall make available the standardized written

summary to all hospitals, clinics, and physicians' offices that perform breast implantation. 

7.  The attending physician satisfies the requirements of subsection 5 of this section if: 

(1)  The physician provides the breast implantation patient with the standardized written

summary described in subsection 2 of this section; 

(2)  The patient receives the standardized written summary at least five days before the

breast implantation operation; and 

(3)  The patient signs a statement, made available by the department of health,

acknowledging the patient's receipt of the standardized written summary. 

8.  Failure of the department of health to make the summary available, as described in

subsection 6 of this section, shall be an affirmative defense in an action alleging a violation of

subsection 5 of this section for the attending physician. 

9.  Nothing in this section shall alter, impair or otherwise affect claims, rights or remedies



available pursuant to law.

T


