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191—35.33(514C) Emergency services. Benefits shall be available by the carrier for inpatient and
outpatient emergency services. Since carriers may not contract with every emergency care provider
in an area, carriers shall make every effort to inform members of participating providers.
35.33(1) The term “emergency services” means, with respect to an individual enrolled with an
organization, covered inpatient and outpatient services that are furnished by a provider who is qualified
to furnish the services that are needed to evaluate or stabilize an emergency medical condition.
35.33(2) The term “emergency medical condition” means a medical condition manifesting itself
by symptoms of sufficient severity, including but not limited to severe pain, that an ordinarily prudent
layperson, who possesses an average knowledge of health and medicine, could reasonably expect the
absence of immediate medical attention to result in one of the following:
a. Placing the health of the individual or, with respect to a pregnant woman, the health of the
woman and her unborn child in serious jeopardy;
b. Serious impairment to bodily function; or
c. Serious dysfunction of any bodily organ or part.
35.33(3) Reimbursement to a provider of “emergency services” shall not be denied by any carrier
without that organization’s review of the patient’s medical history, presenting symptoms, and admitting
or initial as well as final diagnosis, submitted by the provider, in determining whether, by definition,
emergency services could reasonably have been expected to be provided. Reimbursement for emergency
services shall not be denied solely on the grounds that services were performed by a noncontracted
provider. If reimbursement for emergency services is denied, the enrollee may file a complaint with the
carrier. Upon denial of reimbursement for emergency services, the carrier shall notify the enrollee and
the provider that they may register a complaint with the commissioner of insurance.

