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 The Senate met pursuant to adjournment. 

 Senator Terry Link, Waukegan, Illinois, presiding. 

 Prayer by Pastor Deborah Holt, Life Streams Center, Decatur, Illinois. 

 Senator Cunningham led the Senate in the Pledge of Allegiance. 
 

 Senator Hunter moved that reading and approval of the Journal of Tuesday, February 27, 2018, be 

postponed, pending arrival of the printed Journal. 
 The motion prevailed. 

 

 

REPORT RECEIVED  

 
 The Secretary placed before the Senate the following report: 

 

 Financial Statement Audit for the Years Ended December 31, 2017 and 2016, submitted by the 
Chicago/Gary Regional Airport Authority. 

 

 The foregoing report was ordered received and placed on file in the Secretary’s Office. 
 

 

LEGISLATIVE MEASURES FILED 

 

 The following Committee amendments to the Senate Bills listed below have been filed with the 

Secretary and referred to the Committee on Assignments: 
 

 Amendment No. 1 to Senate Bill 2485 

 Amendment No. 1 to Senate Bill 2502 
 Amendment No. 2 to Senate Bill 2531 

 Amendment No. 1 to Senate Bill 2826 

 Amendment No. 1 to Senate Bill 2851 

 Amendment No. 1 to Senate Bill 3048 

 Amendment No. 1 to Senate Bill 3090 

 Amendment No. 1 to Senate Bill 3390 

 

 The following Floor amendments to the Senate Bills listed below have been filed with the Secretary 

and referred to the Committee on Assignments: 
 

 Amendment No. 1 to Senate Bill 272 

 Amendment No. 1 to Senate Bill 339 
 Amendment No. 1 to Senate Bill 2431 

 

 

PRESENTATION OF RESOLUTIONS 

 

SENATE RESOLUTION NO. 1465 

 Offered by Senator Connelly and all Senators:  

 Mourns the death of Thomas D. “Tom” Linford of Warrenville. 

 

SENATE RESOLUTION NO. 1466 

 Offered by Senator Morrison and all Senators:  

 Mourns the death of Jack B. Blane. 
 

SENATE RESOLUTION NO. 1467 

 Offered by Senator McCann and all Senators:  
 Mourns the death of Mary Frances Patterson of Carrollton. 

 

SENATE RESOLUTION NO. 1468 

 Offered by Senator Harris and all Senators:  

 Mourns the death of Dollie Louise Goodwin. 
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 By unanimous consent, the foregoing resolutions were referred to the Resolutions Consent 

Calendar.  

 

 

REPORTS FROM STANDING COMMITTEES 
 
 Senator Stadelman, Chairperson of the Committee on Gaming, to which was referred Senate Bills 

Numbered 2326 and 2327, reported the same back with the recommendation that the bills do pass. 

 Under the rules, the bills were ordered to a second reading. 
 

 
 Senator Landek, Vice-Chairperson of the Committee on Local Government, to which was referred 

Senate Bills Numbered 2486, 2923 and 3086, reported the same back with the recommendation that the 

bills do pass. 
 Under the rules, the bills were ordered to a second reading. 

 

 
 Senator Biss, Chairperson of the Committee on Labor, to which was referred Senate Bills 

Numbered 2471 and 2999, reported the same back with the recommendation that the bills do pass. 

 Under the rules, the bills were ordered to a second reading. 

 

 Senator Biss, Chairperson of the Committee on Labor, to which was referred Senate Resolution 

No. 1362, reported the same back with the recommendation that the resolution be adopted. 
 Under the rules, Senate Resolution No. 1362 was placed on the Secretary’s Desk. 

 

 
 Senator Bush, Chairperson of the Committee on Government Reform, to which was referred Senate 

Bills Numbered 2854 and 2900, reported the same back with the recommendation that the bills do pass. 

 Under the rules, the bills were ordered to a second reading. 

 

 

INTRODUCTION OF BILL 

 

 SENATE BILL NO. 3591.  Introduced by Senator Connelly, a bill for AN ACT concerning safety. 

 The bill was taken up, read by title a first time, ordered printed and referred to the Committee on 
Assignments. 

 

 

APPOINTMENT MESSAGE  

 

Appointment Message No. 1000353  
 

To the Honorable Members of the Senate, One Hundredth General Assembly:  

   
I, Bruce Rauner, Governor, am nominating and, by and with the advice and consent of the Senate, 

appointing the following named individual to the office enumerated below. The advice and consent of this 

Honorable Body is respectfully requested.  
   

Title of Office: Assistant Director  

   
Agency or Other Body: Department of Natural Resources  

   

Start Date: February 16, 2018  
   

End Date: January 21, 2019  

   
Name: Richard Brauer  
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Residence: 40 Apple Ln., Petersburg, IL 62675  

   

Annual Compensation: $124,560 per annum  

   
Per diem: Not Applicable  

   

Nominee's Senator: Senator William E. Brady  
   

Most Recent Holder of Office: John D. Rogner  

   
Superseded Appointment Message: Not Applicable  

 
 Under the rules, the foregoing Appointment Message was referred to the Committee on Executive 

Appointments. 

 

 

ANNOUNCEMENT ON ATTENDANCE 

 

 Senator Althoff announced for the record that Senator McConchie will be absent this week for 

medical reasons. 

 
 

LEGISLATIVE MEASURES FILED 

 

 The following Committee amendments to the Senate Bills listed below have been filed with the 

Secretary and referred to the Committee on Assignments: 

 
 Amendment No. 1 to Senate Bill 2620 

 Amendment No. 1 to Senate Bill 2647 

 Amendment No. 1 to Senate Bill 2877 

 Amendment No. 1 to Senate Bill 2963 

 Amendment No. 1 to Senate Bill 3114 

 Amendment No. 1 to Senate Bill 3119 
 Amendment No. 1 to Senate Bill 3411 

 

 The following Floor amendments to the Senate Bills listed below have been filed with the Secretary 
and referred to the Committee on Assignments: 

 

 Amendment No. 1 to Senate Bill 237 
 Amendment No. 2 to Senate Bill 272 

 Amendment No. 1 to Senate Bill 2313 

 Amendment No. 1 to Senate Bill 2514 

 

 The following Floor amendment to the Senate Resolution listed below has been filed with the 

Secretary and referred to the Committee on Assignments: 
 

 Amendment No. 1 to Senate Resolution 1301 

 
 

MESSAGE FROM THE PRESIDENT 

 

OFFICE OF THE SENATE PRESIDENT 

STATE OF ILLINOIS 

 
JOHN J. CULLERTON 327 STATE CAPITOL 

SENATE PRESIDENT SPRINGFIELD, IL 62706 

 217-782-2728 
 

February 28th, 2018 
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Mr. Tim Anderson 

Secretary of the Senate 

Room 403 State House 
Springfield, IL 62706 

 

Dear Mr. Secretary: 
 

Pursuant to Rule 3-5(c), I hereby appoint Senator Mattie Hunter to temporarily replace Senator Kimberly 

Lightford as a member of the Senate Committee on Assignments. These appointments will expire upon 
adjournment of the Senate Committee on Assignments on February 28th, 2018. 

 
         Sincerely, 

         s/John J. Cullerton  

         John J. Cullerton 
         Senate President 

 

cc:   Senate Republican Leader Bill Brady 
 

 

REPORT FROM COMMITTEE ON ASSIGNMENTS 

 

 Senator Clayborne, Chairperson of the Committee on Assignments, during its February 28, 2018 

meeting, reported the following Legislative Measures have been assigned to the indicated Standing 
Committees of the Senate: 

 

 Judiciary:   SENATE BILL 3297. 
 

 Revenue:   Floor Amendment No. 1 to Senate Bill 2431; Committee Amendment No. 1 to 

Senate Bill 2577. 

 

 State Government:   Committee Amendment No. 2 to Senate Bill 2443; Committee Amendment 

No. 1 to Senate Bill 2620. 

 

 

 Senator Clayborne, Chairperson of the Committee on Assignments, during its February 28, 2018 
meeting, reported that the Committee recommends that Senate Bill No. 3290 be re-referred from the 

Committee on Human Services to the Committee on Public Health. 

 

 

 Senator Clayborne, Chairperson of the Committee on Assignments, during its February 28, 2018 

meeting, to which was referred House Bill No. 772 on August 4, 2017, pursuant to Rule 3-9(b), reported 
that the Committee recommends that the bill be approved for consideration and returned to the calendar 

in its former position. 

 The report of the Committee was concurred in. 
 And House Bill No. 772 was returned to the order of third reading. 

 

 

 Senator Clayborne, Chairperson of the Committee on Assignments, during its February 28, 2018 

meeting, to which was referred House Bill No. 1273 on December 10, 2017, pursuant to Rule 3-9(b), 

reported that the Committee recommends that the bill be approved for consideration and returned to the 
calendar in its former position. 

 The report of the Committee was concurred in. 

 And House Bill No. 1273 was returned to the order of third reading. 

 

 

 Senator Clayborne, Chairperson of the Committee on Assignments, during its February 28, 2018 
meeting, reported that the following Legislative Measure has been approved for consideration: 
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 Senate Resolution 1425 

 

 The foregoing resolution was placed on the Secretary’s Desk. 

 
 

 

LEGISLATIVE MEASURES FILED 

 

 The following Floor amendments to the House Bills listed below have been filed with the Secretary 

and referred to the Committee on Assignments: 
 

 Amendment No. 1 to House Bill 772 
 Amendment No. 2 to House Bill 1273 

 

 

REPORT FROM COMMITTEE ON ASSIGNMENTS 

 

 Senator Clayborne, Chairperson of the Committee on Assignments, during its February 28, 2018 
meeting, reported that the following Legislative Measures have been approved for consideration: 

 

 Amendment No. 1 to House Bill 772 

 Amendment No. 2 to House Bill 1273 

 

 The foregoing floor amendments were placed on the Secretary’s Desk. 
 

 

 Senator Hunter asked and obtained unanimous consent to recess for the purpose of a Democrat 
caucus. 

 

 Senator Althoff asked and obtained unanimous consent to recess for the purpose of a Republican 

caucus. 

 

 

 At the hour of 12:41 o'clock p.m., the Chair announced that the Senate stand at recess subject to the 

call of the Chair. 

 

AFTER RECESS 

 

 At the hour of 1:50 o'clock p.m., the Senate resumed consideration of business. 
 Senator Link, presiding. 

 

 

MESSAGES FROM THE HOUSE 

 

A message from the House by 
Mr. Mapes, Clerk: 

Mr. President  --  I am directed to inform the Senate that the House of Representatives has 

concurred with the Senate in the passage of a bill of the following title, to-wit:  
SENATE BILL NO. 1573 

A bill for AN ACT concerning public aid. 

Together with the following amendments which are attached, in the adoption of which I am 
instructed to ask the concurrence of the Senate, to-wit:  

House Amendment No. 1 to SENATE BILL NO. 1573 

House Amendment No. 2 to SENATE BILL NO. 1573 
Passed the House, as amended, February 28, 2018. 

   

TIMOTHY D. MAPES, Clerk of the House 
 

AMENDMENT NO. 1 TO SENATE BILL 1573  
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      AMENDMENT NO.   1   . Amend Senate Bill 1573 by replacing everything after the enacting clause 

with the following:  

  

    "Section 5. The Illinois Public Aid Code is amended by changing Section 1-5 as follows: 
    (305 ILCS 5/1-5) (from Ch. 23, par. 1-5)  

    Sec. 1-5. Construction. The The provisions of this Code shall be liberally construed to effect its objects 

and purposes.  
(Source: Laws 1967, p. 122.)".  

AMENDMENT NO. 2 TO SENATE BILL 1573 

      AMENDMENT NO.   2   . Amend Senate Bill 1573, AS AMENDED, by replacing everything after 

the enacting clause with the following:  
  

    "Section 5. The Illinois Procurement Code is amended by changing Section 1-10 as follows: 

    (30 ILCS 500/1-10)  
    Sec. 1-10. Application.  

    (a) This Code applies only to procurements for which bidders, offerors, potential contractors, or 

contractors were first solicited on or after July 1, 1998. This Code shall not be construed to affect or impair 
any contract, or any provision of a contract, entered into based on a solicitation prior to the implementation 

date of this Code as described in Article 99, including but not limited to any covenant entered into with 

respect to any revenue bonds or similar instruments. All procurements for which contracts are solicited 
between the effective date of Articles 50 and 99 and July 1, 1998 shall be substantially in accordance with 

this Code and its intent.  

    (b) This Code shall apply regardless of the source of the funds with which the contracts are paid, 
including federal assistance moneys. This Except as specifically provided in this Code, this Code shall not 

apply to:  

        (1) Contracts between the State and its political subdivisions or other governments, or  
     between State governmental bodies, except as specifically provided in this Code. 

 

        (2) Grants, except for the filing requirements of Section 20-80.  

        (3) Purchase of care, except as provided in Section 5-30.6 of the Illinois Public Aid Code and this 

Section.  

        (4) Hiring of an individual as employee and not as an independent contractor, whether  

     pursuant to an employment code or policy or by contract directly with that individual. 
 

        (5) Collective bargaining contracts.  

        (6) Purchase of real estate, except that notice of this type of contract with a value of  

     
more than $25,000 must be published in the Procurement Bulletin within 10 calendar days after the deed 
is recorded in the county of jurisdiction. The notice shall identify the real estate purchased, the names 

of all parties to the contract, the value of the contract, and the effective date of the contract. 
 

        (7) Contracts necessary to prepare for anticipated litigation, enforcement actions, or  

     

investigations, provided that the chief legal counsel to the Governor shall give his or her prior approval 

when the procuring agency is one subject to the jurisdiction of the Governor, and provided that the chief 

legal counsel of any other procuring entity subject to this Code shall give his or her prior approval when 
the procuring entity is not one subject to the jurisdiction of the Governor. 

 

        (8) (Blank).  

        (9) Procurement expenditures by the Illinois Conservation Foundation when only private  
     funds are used. 

 

        (10) (Blank).  

        (11) Public-private agreements entered into according to the procurement requirements of  

     

Section 20 of the Public-Private Partnerships for Transportation Act and design-build agreements 

entered into according to the procurement requirements of Section 25 of the Public-Private Partnerships 

for Transportation Act. 
 

        (12) Contracts for legal, financial, and other professional and artistic services  

     

entered into on or before December 31, 2018 by the Illinois Finance Authority in which the State of 

Illinois is not obligated. Such contracts shall be awarded through a competitive process authorized by 
the Board of the Illinois Finance Authority and are subject to Sections 5-30, 20-160, 50-13, 50-20, 50-

35, and 50-37 of this Code, as well as the final approval by the Board of the Illinois Finance Authority 

of the terms of the contract. 
 

        (13) Contracts for services, commodities, and equipment to support the delivery of  
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timely forensic science services in consultation with and subject to the approval of the Chief 

Procurement Officer as provided in subsection (d) of Section 5-4-3a of the Unified Code of Corrections, 

except for the requirements of Sections 20-60, 20-65, 20-70, and 20-160 and Article 50 of this Code; 

however, the Chief Procurement Officer may, in writing with justification, waive any certification 
required under Article 50 of this Code. For any contracts for services which are currently provided by 

members of a collective bargaining agreement, the applicable terms of the collective bargaining 

agreement concerning subcontracting shall be followed. 
 

        On and after January 1, 2019, this paragraph (13), except for this sentence, is  

     inoperative.  
 

        (14) Contracts for participation expenditures required by a domestic or international  
     trade show or exhibition of an exhibitor, member, or sponsor. 

 

        (15) Contracts with a railroad or utility that requires the State to reimburse the  

     

railroad or utilities for the relocation of utilities for construction or other public purpose. Contracts 

included within this paragraph (15) shall include, but not be limited to, those associated with: 

relocations, crossings, installations, and maintenance. For the purposes of this paragraph (15), "railroad" 
means any form of non-highway ground transportation that runs on rails or electromagnetic guideways 

and "utility" means: (1) public utilities as defined in Section 3-105 of the Public Utilities Act, (2) 

telecommunications carriers as defined in Section 13-202 of the Public Utilities Act, (3) electric 
cooperatives as defined in Section 3.4 of the Electric Supplier Act, (4) telephone or telecommunications 

cooperatives as defined in Section 13-212 of the Public Utilities Act, (5) rural water or waste water 

systems with 10,000 connections or less, (6) a holder as defined in Section 21-201 of the Public Utilities 
Act, and (7) municipalities owning or operating utility systems consisting of public utilities as that term 

is defined in Section 11-117-2 of the Illinois Municipal Code.  
 

    Notwithstanding any other provision of law, for contracts entered into on or after October 1, 2017 under 
an exemption provided in any paragraph of this subsection (b), except paragraph (1), (2), or (5), each State 

agency shall post to the appropriate procurement bulletin the name of the contractor, a description of the 

supply or service provided, the total amount of the contract, the term of the contract, and the exception to 
the Code utilized. The chief procurement officer shall submit a report to the Governor and General 

Assembly no later than November 1 of each year that shall include, at a minimum, an annual summary of 

the monthly information reported to the chief procurement officer.  

    (c) This Code does not apply to the electric power procurement process provided for under Section 1-

75 of the Illinois Power Agency Act and Section 16-111.5 of the Public Utilities Act. 

    (d) Except for Section 20-160 and Article 50 of this Code, and as expressly required by Section 9.1 of 
the Illinois Lottery Law, the provisions of this Code do not apply to the procurement process provided for 

under Section 9.1 of the Illinois Lottery Law.  

    (e) This Code does not apply to the process used by the Capital Development Board to retain a person 
or entity to assist the Capital Development Board with its duties related to the determination of costs of a 

clean coal SNG brownfield facility, as defined by Section 1-10 of the Illinois Power Agency Act, as 

required in subsection (h-3) of Section 9-220 of the Public Utilities Act, including calculating the range of 
capital costs, the range of operating and maintenance costs, or the sequestration costs or monitoring the 

construction of clean coal SNG brownfield facility for the full duration of construction. 

    (f) (Blank).  
    (g) (Blank). 

    (h) This Code does not apply to the process to procure or contracts entered into in accordance with 

Sections 11-5.2 and 11-5.3 of the Illinois Public Aid Code.  
    (i) Each chief procurement officer may access records necessary to review whether a contract, purchase, 

or other expenditure is or is not subject to the provisions of this Code, unless such records would be subject 

to attorney-client privilege.  
    (j) This Code does not apply to the process used by the Capital Development Board to retain an artist 

or work or works of art as required in Section 14 of the Capital Development Board Act.  

    (k) This Code does not apply to the process to procure contracts, or contracts entered into, by the State 
Board of Elections or the State Electoral Board for hearing officers appointed pursuant to the Election 

Code.  

    (l) This Code does not apply to the processes used by the Illinois Student Assistance Commission to 
procure supplies and services paid for from the private funds of the Illinois Prepaid Tuition Fund. As used 

in this subsection (l), "private funds" means funds derived from deposits paid into the Illinois Prepaid 

Tuition Trust Fund and the earnings thereon.  
(Source: P.A. 99-801, eff. 1-1-17; 100-43, eff. 8-9-17.)  
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    Section 10. The Illinois Insurance Code is amended by changing Section 35A-10 as follows: 

    (215 ILCS 5/35A-10)  

    Sec. 35A-10. RBC Reports.  

    (a) On or before each March 1 (the "filing date"), every domestic insurer shall prepare and submit to the 
Director a report of its RBC levels as of the end of the previous calendar year in the form and containing 

the information required by the RBC Instructions. Every domestic insurer shall also file its RBC Report 

with the NAIC in accordance with the RBC Instructions. In addition, if requested in writing by the chief 
insurance regulatory official of any state in which it is authorized to do business, every domestic insurer 

shall file its RBC Report with that official no later than the later of 15 days after the insurer receives the 

written request or the filing date.  
    (b) A life, health, or life and health insurer's or fraternal benefit society's RBC shall be determined under 

the formula set forth in the RBC Instructions. The formula shall take into account (and may adjust for the 
covariance between):  

        (1) the risk with respect to the insurer's assets;  

        (2) the risk of adverse insurance experience with respect to the insurer's liabilities  
     and obligations; 

 

        (3) the interest rate risk with respect to the insurer's business; and  

        (4) all other business risks and other relevant risks set forth in the RBC Instructions.  
These risks shall be determined in each case by applying the factors in the manner set forth in the RBC 

Instructions. Notwithstanding the foregoing, and notwithstanding the RBC Instructions, health 

maintenance organizations operating as Medicaid managed care plans under contract with the Department 
of Healthcare and Family Services shall not be required to include in its RBC calculations any capitation 

revenue identified by Medicaid managed care plans as authorized under Section 5A-12.6(r) of the Illinois 

Public Aid Code.  
    (c) A property and casualty insurer's RBC shall be determined in accordance with the formula set forth 

in the RBC Instructions. The formula shall take into account (and may adjust for the covariance between):  

        (1) asset risk;  
        (2) credit risk;  

        (3) underwriting risk; and  

        (4) all other business risks and other relevant risks set forth in the RBC Instructions.  

These risks shall be determined in each case by applying the factors in the manner set forth in the RBC 

Instructions.  

    (d) A health organization's RBC shall be determined in accordance with the formula set forth in the 
RBC Instructions. The formula shall take the following into account (and may adjust for the covariance 

between):  

        (1) asset risk;  
        (2) credit risk;  

        (3) underwriting risk; and  

        (4) all other business risks and other relevant risks set forth in the RBC Instructions.  
These risks shall be determined in each case by applying the factors in the manner set forth in the RBC 

Instructions.  

    (e) An excess of capital over the amount produced by the risk-based capital requirements contained in 
this Code and the formulas, schedules, and instructions referenced in this Code is desirable in the business 

of insurance. Accordingly, insurers should seek to maintain capital above the RBC levels required by this 

Code. Additional capital is used and useful in the insurance business and helps to secure an insurer against 
various risks inherent in, or affecting, the business of insurance and not accounted for or only partially 

measured by the risk-based capital requirements contained in this Code.  

    (f) If a domestic insurer files an RBC Report that, in the judgment of the Director, is inaccurate, the 
Director shall adjust the RBC Report to correct the inaccuracy and shall notify the insurer of the 

adjustment. The notice shall contain a statement of the reason for the adjustment.  

(Source: P.A. 98-157, eff. 8-2-13.)  
  

    Section 15. The Illinois Public Aid Code is amended by changing Sections 5-5.02, 5-30.1, and 5A-15 

and by adding Sections 5-30.6 and 5-30.7 as follows: 
    (305 ILCS 5/5-5.02) (from Ch. 23, par. 5-5.02)  

    Sec. 5-5.02. Hospital reimbursements.  

    (a) Reimbursement to Hospitals; July 1, 1992 through September 30, 1992. Notwithstanding any other 
provisions of this Code or the Illinois Department's Rules promulgated under the Illinois Administrative 
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Procedure Act, reimbursement to hospitals for services provided during the period July 1, 1992 through 

September 30, 1992, shall be as follows:  

        (1) For inpatient hospital services rendered, or if applicable, for inpatient hospital  

     

discharges occurring, on or after July 1, 1992 and on or before September 30, 1992, the Illinois 
Department shall reimburse hospitals for inpatient services under the reimbursement methodologies in 

effect for each hospital, and at the inpatient payment rate calculated for each hospital, as of June 30, 

1992. For purposes of this paragraph, "reimbursement methodologies" means all reimbursement 
methodologies that pertain to the provision of inpatient hospital services, including, but not limited to, 

any adjustments for disproportionate share, targeted access, critical care access and uncompensated 

care, as defined by the Illinois Department on June 30, 1992. 
 

        (2) For the purpose of calculating the inpatient payment rate for each hospital eligible  

     

to receive quarterly adjustment payments for targeted access and critical care, as defined by the Illinois 
Department on June 30, 1992, the adjustment payment for the period July 1, 1992 through September 

30, 1992, shall be 25% of the annual adjustment payments calculated for each eligible hospital, as of 

June 30, 1992. The Illinois Department shall determine by rule the adjustment payments for targeted 
access and critical care beginning October 1, 1992. 

 

        (3) For the purpose of calculating the inpatient payment rate for each hospital eligible  

     

to receive quarterly adjustment payments for uncompensated care, as defined by the Illinois Department 
on June 30, 1992, the adjustment payment for the period August 1, 1992 through September 30, 1992, 

shall be one-sixth of the total uncompensated care adjustment payments calculated for each eligible 

hospital for the uncompensated care rate year, as defined by the Illinois Department, ending on July 31, 
1992. The Illinois Department shall determine by rule the adjustment payments for uncompensated care 

beginning October 1, 1992. 
 

    (b) Inpatient payments. For inpatient services provided on or after October 1, 1993, in addition to rates 
paid for hospital inpatient services pursuant to the Illinois Health Finance Reform Act, as now or hereafter 

amended, or the Illinois Department's prospective reimbursement methodology, or any other methodology 

used by the Illinois Department for inpatient services, the Illinois Department shall make adjustment 
payments, in an amount calculated pursuant to the methodology described in paragraph (c) of this Section, 

to hospitals that the Illinois Department determines satisfy any one of the following requirements:  

        (1) Hospitals that are described in Section 1923 of the federal Social Security Act, as  

     

now or hereafter amended, except that for rate year 2015 and after a hospital described in Section 

1923(b)(1)(B) of the federal Social Security Act and qualified for the payments described in subsection 

(c) of this Section for rate year 2014 provided the hospital continues to meet the description in Section 
1923(b)(1)(B) in the current determination year; or 

 

        (2) Illinois hospitals that have a Medicaid inpatient utilization rate which is at least  

     
one-half a standard deviation above the mean Medicaid inpatient utilization rate for all hospitals in 
Illinois receiving Medicaid payments from the Illinois Department; or 

 

        (3) Illinois hospitals that on July 1, 1991 had a Medicaid inpatient utilization rate,  

     

as defined in paragraph (h) of this Section, that was at least the mean Medicaid inpatient utilization rate 
for all hospitals in Illinois receiving Medicaid payments from the Illinois Department and which were 

located in a planning area with one-third or fewer excess beds as determined by the Health Facilities 

and Services Review Board, and that, as of June 30, 1992, were located in a federally designated Health 
Manpower Shortage Area; or 

 

        (4) Illinois hospitals that:  

            (A) have a Medicaid inpatient utilization rate that is at least equal to the mean  

         
Medicaid inpatient utilization rate for all hospitals in Illinois receiving Medicaid payments from the 

Department; and 
 

            (B) also have a Medicaid obstetrical inpatient utilization rate that is at least one  

         
standard deviation above the mean Medicaid obstetrical inpatient utilization rate for all hospitals in 

Illinois receiving Medicaid payments from the Department for obstetrical services; or 
 

        (5) Any children's hospital, which means a hospital devoted exclusively to caring for  

     

children. A hospital which includes a facility devoted exclusively to caring for children shall be 

considered a children's hospital to the degree that the hospital's Medicaid care is provided to children if 

either (i) the facility devoted exclusively to caring for children is separately licensed as a hospital by a 
municipality prior to February 28, 2013; or (ii) the hospital has been designated by the State as a Level 

III perinatal care facility, has a Medicaid Inpatient Utilization rate greater than 55% for the rate year 

2003 disproportionate share determination, and has more than 10,000 qualified children days as defined 
by the Department in rulemaking ; (iii) the hospital has been designated as a Perinatal Level III center 

by the State as of December 1, 2017, is a Pediatric Critical Care Center designated by the State as of 
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December 1, 2017 and has a 2017 Medicaid inpatient utilization rate equal to or greater than 45%; or 

(iv) the hospital has been designated as a Perinatal Level II center by the State as of December 1, 2017, 

has a 2017 Medicaid Inpatient Utilization Rate greater than 70%, and has at least 10 pediatric beds as 

listed on the IDPH 2015 calendar year hospital profile. 
 

    (c) Inpatient adjustment payments. The adjustment payments required by paragraph (b) shall be 

calculated based upon the hospital's Medicaid inpatient utilization rate as follows:  

        (1) hospitals with a Medicaid inpatient utilization rate below the mean shall receive a  
     per day adjustment payment equal to $25; 

 

        (2) hospitals with a Medicaid inpatient utilization rate that is equal to or greater  

     

than the mean Medicaid inpatient utilization rate but less than one standard deviation above the mean 
Medicaid inpatient utilization rate shall receive a per day adjustment payment equal to the sum of $25 

plus $1 for each one percent that the hospital's Medicaid inpatient utilization rate exceeds the mean 
Medicaid inpatient utilization rate; 

 

        (3) hospitals with a Medicaid inpatient utilization rate that is equal to or greater  

     

than one standard deviation above the mean Medicaid inpatient utilization rate but less than 1.5 standard 
deviations above the mean Medicaid inpatient utilization rate shall receive a per day adjustment payment 

equal to the sum of $40 plus $7 for each one percent that the hospital's Medicaid inpatient utilization 

rate exceeds one standard deviation above the mean Medicaid inpatient utilization rate; and 
 

        (4) hospitals with a Medicaid inpatient utilization rate that is equal to or greater  

     

than 1.5 standard deviations above the mean Medicaid inpatient utilization rate shall receive a per day 

adjustment payment equal to the sum of $90 plus $2 for each one percent that the hospital's Medicaid 
inpatient utilization rate exceeds 1.5 standard deviations above the mean Medicaid inpatient utilization 

rate. 
 

    (d) Supplemental adjustment payments. In addition to the adjustment payments described in paragraph 
(c), hospitals as defined in clauses (1) through (5) of paragraph (b), excluding county hospitals (as defined 

in subsection (c) of Section 15-1 of this Code) and a hospital organized under the University of Illinois 

Hospital Act, shall be paid supplemental inpatient adjustment payments of $60 per day. For purposes of 
Title XIX of the federal Social Security Act, these supplemental adjustment payments shall not be 

classified as adjustment payments to disproportionate share hospitals.  

    (e) The inpatient adjustment payments described in paragraphs (c) and (d) shall be increased on October 

1, 1993 and annually thereafter by a percentage equal to the lesser of (i) the increase in the DRI hospital 

cost index for the most recent 12 month period for which data are available, or (ii) the percentage increase 

in the statewide average hospital payment rate over the previous year's statewide average hospital payment 
rate. The sum of the inpatient adjustment payments under paragraphs (c) and (d) to a hospital, other than 

a county hospital (as defined in subsection (c) of Section 15-1 of this Code) or a hospital organized under 

the University of Illinois Hospital Act, however, shall not exceed $275 per day; that limit shall be increased 
on October 1, 1993 and annually thereafter by a percentage equal to the lesser of (i) the increase in the 

DRI hospital cost index for the most recent 12-month period for which data are available or (ii) the 

percentage increase in the statewide average hospital payment rate over the previous year's statewide 
average hospital payment rate.  

    (f) Children's hospital inpatient adjustment payments. For children's hospitals, as defined in clause (5) 

of paragraph (b), the adjustment payments required pursuant to paragraphs (c) and (d) shall be multiplied 
by 2.0.  

    (g) County hospital inpatient adjustment payments. For county hospitals, as defined in subsection (c) of 

Section 15-1 of this Code, there shall be an adjustment payment as determined by rules issued by the 
Illinois Department.  

    (h) For the purposes of this Section the following terms shall be defined as follows:  

        (1) "Medicaid inpatient utilization rate" means a fraction, the numerator of which is  

     

the number of a hospital's inpatient days provided in a given 12-month period to patients who, for such 

days, were eligible for Medicaid under Title XIX of the federal Social Security Act, and the denominator 

of which is the total number of the hospital's inpatient days in that same period. 
 

        (2) "Mean Medicaid inpatient utilization rate" means the total number of Medicaid  

     
inpatient days provided by all Illinois Medicaid-participating hospitals divided by the total number of 

inpatient days provided by those same hospitals. 
 

        (3) "Medicaid obstetrical inpatient utilization rate" means the ratio of Medicaid  

     
obstetrical inpatient days to total Medicaid inpatient days for all Illinois hospitals receiving Medicaid 

payments from the Illinois Department. 
 

    (i) Inpatient adjustment payment limit. In order to meet the limits of Public Law 102-234 and Public 

Law 103-66, the Illinois Department shall by rule adjust disproportionate share adjustment payments.  
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    (j) University of Illinois Hospital inpatient adjustment payments. For hospitals organized under the 

University of Illinois Hospital Act, there shall be an adjustment payment as determined by rules adopted 

by the Illinois Department.  

    (k) The Illinois Department may by rule establish criteria for and develop methodologies for adjustment 
payments to hospitals participating under this Article.  

    (l) On and after July 1, 2012, the Department shall reduce any rate of reimbursement for services or 

other payments or alter any methodologies authorized by this Code to reduce any rate of reimbursement 
for services or other payments in accordance with Section 5-5e.  

(Source: P.A. 97-689, eff. 6-14-12; 98-104, eff. 7-22-13.)  

    (305 ILCS 5/5-30.1)  
    Sec. 5-30.1. Managed care protections. 

    (a) As used in this Section: 
    "Managed care organization" or "MCO" means any entity which contracts with the Department to 

provide services where payment for medical services is made on a capitated basis. 

    "Emergency services" include: 
        (1) emergency services, as defined by Section 10 of the Managed Care Reform and Patient  

     Rights Act; 
 

        (2) emergency medical screening examinations, as defined by Section 10 of the Managed  
     Care Reform and Patient Rights Act; 

 

        (3) post-stabilization medical services, as defined by Section 10 of the Managed Care  

     Reform and Patient Rights Act; and 
 

        (4) emergency medical conditions, as defined by Section 10 of the Managed Care Reform  

     and Patient Rights Act.  
 

    (b) As provided by Section 5-16.12, managed care organizations are subject to the provisions of the 
Managed Care Reform and Patient Rights Act. 

    (c) An MCO shall pay any provider of emergency services that does not have in effect a contract with 

the contracted Medicaid MCO. The default rate of reimbursement shall be the rate paid under Illinois 
Medicaid fee-for-service program methodology, including all policy adjusters, including but not limited 

to Medicaid High Volume Adjustments, Medicaid Percentage Adjustments, Outpatient High Volume 

Adjustments, and all outlier add-on adjustments to the extent such adjustments are incorporated in the 

development of the applicable MCO capitated rates. 

    (d) An MCO shall pay for all post-stabilization services as a covered service in any of the following 

situations: 
        (1) the MCO authorized such services; 

        (2) such services were administered to maintain the enrollee's stabilized condition  

     within one hour after a request to the MCO for authorization of further post-stabilization services; 
 

        (3) the MCO did not respond to a request to authorize such services within one hour; 

        (4) the MCO could not be contacted; or 

        (5) the MCO and the treating provider, if the treating provider is a non-affiliated  

     

provider, could not reach an agreement concerning the enrollee's care and an affiliated provider was 

unavailable for a consultation, in which case the MCO must pay for such services rendered by the 

treating non-affiliated provider until an affiliated provider was reached and either concurred with the 
treating non-affiliated provider's plan of care or assumed responsibility for the enrollee's care. Such 

payment shall be made at the default rate of reimbursement paid under Illinois Medicaid fee-for-service 

program methodology, including all policy adjusters, including but not limited to Medicaid High 
Volume Adjustments, Medicaid Percentage Adjustments, Outpatient High Volume Adjustments and all 

outlier add-on adjustments to the extent that such adjustments are incorporated in the development of 

the applicable MCO capitated rates. 
 

    (e) The following requirements apply to MCOs in determining payment for all emergency services: 

        (1) MCOs shall not impose any requirements for prior approval of emergency services. 

        (2) The MCO shall cover emergency services provided to enrollees who are temporarily  

     
away from their residence and outside the contracting area to the extent that the enrollees would be 

entitled to the emergency services if they still were within the contracting area. 
 

        (3) The MCO shall have no obligation to cover medical services provided on an emergency  
     basis that are not covered services under the contract. 

 

        (4) The MCO shall not condition coverage for emergency services on the treating provider  

     
notifying the MCO of the enrollee's screening and treatment within 10 days after presentation for 
emergency services. 

 

        (5) The determination of the attending emergency physician, or the provider actually  
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treating the enrollee, of whether an enrollee is sufficiently stabilized for discharge or transfer to another 

facility, shall be binding on the MCO. The MCO shall cover emergency services for all enrollees 

whether the emergency services are provided by an affiliated or non-affiliated provider. 
 

        (6) The MCO's financial responsibility for post-stabilization care services it has not  
     pre-approved ends when:  

 

            (A) a plan physician with privileges at the treating hospital assumes responsibility  

         for the enrollee's care;  
 

            (B) a plan physician assumes responsibility for the enrollee's care through  

         transfer;  
 

            (C) a contracting entity representative and the treating physician reach an  
         agreement concerning the enrollee's care; or  

 

            (D) the enrollee is discharged.  
    (f) Network adequacy and transparency. 

        (1) The Department shall: 

            (A) ensure that an adequate provider network is in place, taking into consideration  
         health professional shortage areas and medically underserved areas; 

 

            (B) publicly release an explanation of its process for analyzing network adequacy; 

            (C) periodically ensure that an MCO continues to have an adequate network in place;  
         and 

 

            (D) require MCOs, including Medicaid Managed Care Entities as defined in Section  

         5-30.2, to meet provider directory requirements under Section 5-30.3. 
 

        (2) Each MCO shall confirm its receipt of information submitted specific to physician  

     

additions or physician deletions from the MCO's provider network within 3 days after receiving all 

required information from contracted physicians, and electronic physician directories must be updated 
consistent with current rules as published by the Centers for Medicare and Medicaid Services or its 

successor agency. 
 

    (g) Timely payment of claims. 
        (1) The MCO shall pay a claim within 30 days of receiving a claim that contains all the  

     essential information needed to adjudicate the claim. 
 

        (2) The MCO shall notify the billing party of its inability to adjudicate a claim within  

     30 days of receiving that claim. 
 

        (3) The MCO shall pay a penalty that is at least equal to the penalty imposed under the  

     Illinois Insurance Code for any claims not timely paid. 
 

        (4) The Department may establish a process for MCOs to expedite payments to providers  

     based on criteria established by the Department. 
 

    (g-5) Recognizing that the rapid transformation of the Illinois Medicaid program may have unintended 
operational challenges for both payers and providers: 

        (1) in no instance shall a medically necessary covered service rendered in good faith,  

     
based upon eligibility information documented by the provider, be denied coverage or diminished in 
payment amount if the eligibility or coverage information available at the time the service was rendered 

is later found to be inaccurate; and 
 

        (2) the Department shall, by December 31, 2016, adopt rules establishing policies that  

     

shall be included in the Medicaid managed care policy and procedures manual addressing payment 

resolutions in situations in which a provider renders services based upon information obtained after 

verifying a patient's eligibility and coverage plan through either the Department's current enrollment 
system or a system operated by the coverage plan identified by the patient presenting for services: 

 

            (A) such medically necessary covered services shall be considered rendered in good  

         faith; 
 

            (B) such policies and procedures shall be developed in consultation with industry  

         
representatives of the Medicaid managed care health plans and representatives of provider 

associations representing the majority of providers within the identified provider industry; and 
 

            (C) such rules shall be published for a review and comment period of no less than 30  

         days on the Department's website with final rules remaining available on the Department's website. 
 

        (3) The rules on payment resolutions shall include, but not be limited to: 
            (A) the extension of the timely filing period; 

            (B) retroactive prior authorizations; and 

            (C) guaranteed minimum payment rate of no less than the current, as of the date of  

         
service, fee-for-service rate, plus all applicable add-ons, when the resulting service relationship is out 

of network. 
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        (4) The rules shall be applicable for both MCO coverage and fee-for-service coverage.  

    (g-6) MCO Performance Metrics Report. 

        (1) The Department shall publish, on at least a quarterly basis, each MCO's operational  

     performance, including, but not limited to, the following categories of metrics: 
 

            (A) claims payment, including timeliness and accuracy; 

            (B) prior authorizations; 

            (C) grievance and appeals; 
            (D) utilization statistics; 

            (E) provider disputes; 

            (F) provider credentialing; and 
            (G) member and provider customer service.  

        (2) The Department shall ensure that the metrics report is accessible to providers  
     online by January 1, 2017. 

 

        (3) The metrics shall be developed in consultation with industry representatives of the  

     
Medicaid managed care health plans and representatives of associations representing the majority of 
providers within the identified industry. 

 

        (4) Metrics shall be defined and incorporated into the applicable Managed Care Policy  

     Manual issued by the Department. 
 

    (g-7) MCO claims processing and performance analysis. In order to monitor MCO payments to hospital 

providers, pursuant to this amendatory Act of the 100th General Assembly, the Department shall post an 

analysis of MCO claims processing and payment performance on its website every 6 months. Such analysis 
shall include a review and evaluation of a representative sample of hospital claims that are rejected and 

denied for clean and unclean claims and the top 5 reasons for such actions and timeliness of claims 

adjudication, which identifies the percentage of claims adjudicated within 30, 60, 90, and over 90 days, 
and the dollar amounts associated with those claims. The Department shall post the contracted claims 

report required by HealthChoice Illinois on its website every 3 months.  

    (h) The Department shall not expand mandatory MCO enrollment into new counties beyond those 
counties already designated by the Department as of June 1, 2014 for the individuals whose eligibility for 

medical assistance is not the seniors or people with disabilities population until the Department provides 

an opportunity for accountable care entities and MCOs to participate in such newly designated counties. 

    (i) The requirements of this Section apply to contracts with accountable care entities and MCOs entered 

into, amended, or renewed after June 16, 2014 (the effective date of Public Act 98-651).  

(Source: P.A. 99-725, eff. 8-5-16; 99-751, eff. 8-5-16; 100-201, eff. 8-18-17.) 
    (305 ILCS 5/5-30.6 new)  

    Sec. 5-30.6. Managed care organization contracts procurement requirement. Beginning on the effective 

date of this amendatory Act of the 100th General Assembly, any new contract between the Department 
and a managed care organization as defined in Section 5-30.1 shall be procured in accordance with the 

Illinois Procurement Code.  

    (a) Application. 
        (1) This Section does not apply to the State of Illinois Medicaid Managed Care Organization Request 

for Proposals (2018-24-001) or any agreement, regardless of what it may be called, related to or arising 

from this procurement, including, but not limited to, contracts, renewals, renegotiated contracts, 
amendments, and change orders.  

        (2) This Section does not apply to Medicare-Medicaid Alignment Initiative contracts executed under 

Article V-F of this Code.  
    (b) In the event any provision of this Section or of the Illinois Procurement Code is inconsistent with 

applicable federal law or would have the effect of foreclosing the use, potential use, or receipt of federal 

financial participation the applicable federal law or funding condition shall prevail, but only to the extent 
of such inconsistency.  

    (305 ILCS 5/5-30.7 new)  

    Sec. 5-30.7. Encounter data guidelines; provider fee schedule.  
    (a) No later than 60 days after the effective date of this amendatory Act of the 100th General Assembly, 

the Department shall publish on its website comprehensive written guidance on the submission of 

encounter data by managed care organizations. This information shall be updated and published as needed, 
but at least quarterly. The Department shall inform providers and managed care organizations of any 

updates via provider notices. 

    (b) The Department shall publish on its website provider fee schedules on both a portable document 
format (PDF) and EXCEL format. The portable document format shall serve as the ultimate source if there 

is a discrepancy.  
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 Under the rules, the foregoing Senate Bill No. 1573, with House Amendments numbered 1 and 2, 

was referred to the Secretary’s Desk. 

 
A message from the House by 

Mr. Mapes, Clerk: 

Mr. President  --  I am directed to inform the Senate that the House of Representatives has 
concurred with the Senate in the passage of a bill of the following title, to-wit:  

SENATE BILL NO. 1773 

A bill for AN ACT concerning public aid. 
Together with the following amendments which are attached, in the adoption of which I am 

instructed to ask the concurrence of the Senate, to-wit:  

House Amendment No. 3 to SENATE BILL NO. 1773 
House Amendment No. 8 to SENATE BILL NO. 1773 

House Amendment No. 9 to SENATE BILL NO. 1773 

Passed the House, as amended, February 28, 2018. 
   

TIMOTHY D. MAPES, Clerk of the House 

 

    (305 ILCS 5/5A-15)  

    Sec. 5A-15. Protection of federal revenue. 

    (a) If the federal Centers for Medicare and Medicaid Services finds that any federal upper payment limit 

applicable to the payments under this Article is exceeded then: 
        (1) the payments under this Article that exceed the applicable federal upper payment  

     
limit shall be reduced uniformly to the extent necessary to comply with the applicable federal upper 

payment limit; and 
 

        (2) any assessment rate imposed under this Article shall be reduced such that the  

     aggregate assessment is reduced by the same percentage reduction applied in paragraph (1); and 
 

        (3) any transfers from the Hospital Provider Fund under Section 5A-8 shall be reduced by  
     the same percentage reduction applied in paragraph (1). 

 

    (b) Any payment reductions made under the authority granted in this Section are exempt from the 
requirements and actions under Section 5A-10.  

    (c) If any payments made as a result of the requirements of this Article are subject to a disallowance, 

deferral, or adjustment of federal matching funds then:  
        (1) the Department shall recoup the payments related to those federal matching funds paid by the 

Department from the parties paid by the Department; 

        (2) if the payments that are subject to a disallowance, deferral, or adjustment of federal matching 
funds were made to MCOs, the Department shall recoup the payments related to the disallowance, deferral, 

or adjustment from the MCOs no sooner than the Department is required to remit federal matching funds 

to the Centers for Medicare and Medicaid Services or any other federal agency, and hospitals that received 
payments from the MCOs that were made with such disallowed, deferred, or adjusted federal matching 

funds must return those payments to the MCOs at least 10 business days before the MCOs are required to 

remit such payments to the Department; and  
        (3) any assessment paid to the Department by hospitals under this Article that is attributable to the 

payments that are subject to a disallowance, deferral, or adjustment of federal matching funds, shall be 

refunded to the hospitals by the Department. 
    If an MCO is unable to recoup funds from a hospital for any reason, then the Department, upon written 

notice from an MCO, shall work in good faith with the MCO to mitigate losses associated with the lack of 

recoupment. Losses by an MCO shall not exceed 1% of the total payments distributed by the MCO to 

hospitals pursuant to the Hospital Assessment Program.  

(Source: P.A. 97-688, eff. 6-14-12; 97-689, eff. 6-14-12.) 

   
    Section 99. Effective date. This Act takes effect upon becoming law, but this Act does not take effect 

at all unless Senate Bill 1773 of the 100th General Assembly, as amended, becomes law.".  

AMENDMENT NO. 3 TO SENATE BILL 1773  

      AMENDMENT NO.   3   . Amend Senate Bill 1773 by replacing everything after the enacting clause 

with the following:  
  

    "Section 5. The Illinois Public Aid Code is amended by changing Section 5-1 as follows: 
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    (305 ILCS 5/5-1) (from Ch. 23, par. 5-1)  

    Sec. 5-1. Declaration of purpose. It is the the purpose of this Article to provide a program of essential 

medical care and rehabilitative services for persons receiving basic maintenance grants under this Code 

and for other persons who are unable, because of inadequate resources, to meet their essential medical 
needs. 

    Preservation of health, alleviation of sickness, and correction of disabling conditions for persons 

requiring maintenance support are essential if they are to have an opportunity to become self-supporting 
or to attain a greater capacity for self-care. For persons who are medically indigent but otherwise able to 

provide themselves with a livelihood, it is of special importance to maintain their incentives for continued 

independence and preserve their limited resources for ordinary maintenance needs to prevent their total or 
substantial dependency.  

(Source: P.A. 99-143, eff. 7-27-15.)".  

AMENDMENT NO. 8 TO SENATE BILL 1773 

      AMENDMENT NO.   8   . Amend Senate Bill 1773, AS AMENDED, by replacing everything after 
the enacting clause with the following:  

  

    "Section 1. Legislative intent. The General Assembly declares that is the legislative intent of the 100th 
General Assembly that, in order to best preserve and improve access to hospital services for Illinois 

Medicaid beneficiaries, the assessment imposed and payments required under this Act are to be presented 

to the federal Centers for Medicare and Medicaid Services as a 6-year program. 
    In accordance with guidelines promulgated by the federal Centers for Medicare and Medicaid Services, 

the assessment plan presented shall phase in claims-based payments through increasing amounts over 6 

years. The Department of Healthcare and Family Services, in consultation with the Hospital 
Transformation Review Committee, the hospital community, and the managed care organizations 

contracting with the State to provide medicaid services, shall evaluate the State fiscal year claims-based 

payments to monitor whether the proposed rates and methodologies resulted in expected reimbursement 
estimates, taking into consideration any changes in utilization patterns. 

  

    Section 2. The Illinois Administrative Procedure Act is amended by changing Section 5-45 and by 

adding Section 5-46.3 as follows: 

    (5 ILCS 100/5-45) (from Ch. 127, par. 1005-45) 

    Sec. 5-45. Emergency rulemaking.  
    (a) "Emergency" means the existence of any situation that any agency finds reasonably constitutes a 

threat to the public interest, safety, or welfare. 

    (b) If any agency finds that an emergency exists that requires adoption of a rule upon fewer days than 
is required by Section 5-40 and states in writing its reasons for that finding, the agency may adopt an 

emergency rule without prior notice or hearing upon filing a notice of emergency rulemaking with the 

Secretary of State under Section 5-70. The notice shall include the text of the emergency rule and shall be 
published in the Illinois Register. Consent orders or other court orders adopting settlements negotiated by 

an agency may be adopted under this Section. Subject to applicable constitutional or statutory provisions, 

an emergency rule becomes effective immediately upon filing under Section 5-65 or at a stated date less 
than 10 days thereafter. The agency's finding and a statement of the specific reasons for the finding shall 

be filed with the rule. The agency shall take reasonable and appropriate measures to make emergency rules 

known to the persons who may be affected by them. 
    (c) An emergency rule may be effective for a period of not longer than 150 days, but the agency's 

authority to adopt an identical rule under Section 5-40 is not precluded. No emergency rule may be adopted 

more than once in any 24-month period, except that this limitation on the number of emergency rules that 
may be adopted in a 24-month period does not apply to (i) emergency rules that make additions to and 

deletions from the Drug Manual under Section 5-5.16 of the Illinois Public Aid Code or the generic drug 

formulary under Section 3.14 of the Illinois Food, Drug and Cosmetic Act, (ii) emergency rules adopted 
by the Pollution Control Board before July 1, 1997 to implement portions of the Livestock Management 

Facilities Act, (iii) emergency rules adopted by the Illinois Department of Public Health under subsections 

(a) through (i) of Section 2 of the Department of Public Health Act when necessary to protect the public's 
health, (iv) emergency rules adopted pursuant to subsection (n) of this Section, (v) emergency rules 

adopted pursuant to subsection (o) of this Section, or (vi) emergency rules adopted pursuant to subsection 

(c-5) of this Section. Two or more emergency rules having substantially the same purpose and effect shall 
be deemed to be a single rule for purposes of this Section. 
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    (c-5) To facilitate the maintenance of the program of group health benefits provided to annuitants, 

survivors, and retired employees under the State Employees Group Insurance Act of 1971, rules to alter 

the contributions to be paid by the State, annuitants, survivors, retired employees, or any combination of 

those entities, for that program of group health benefits, shall be adopted as emergency rules. The adoption 
of those rules shall be considered an emergency and necessary for the public interest, safety, and welfare.  

    (d) In order to provide for the expeditious and timely implementation of the State's fiscal year 1999 

budget, emergency rules to implement any provision of Public Act 90-587 or 90-588 or any other budget 
initiative for fiscal year 1999 may be adopted in accordance with this Section by the agency charged with 

administering that provision or initiative, except that the 24-month limitation on the adoption of emergency 

rules and the provisions of Sections 5-115 and 5-125 do not apply to rules adopted under this subsection 
(d). The adoption of emergency rules authorized by this subsection (d) shall be deemed to be necessary 

for the public interest, safety, and welfare. 
    (e) In order to provide for the expeditious and timely implementation of the State's fiscal year 2000 

budget, emergency rules to implement any provision of Public Act 91-24 or any other budget initiative for 

fiscal year 2000 may be adopted in accordance with this Section by the agency charged with administering 
that provision or initiative, except that the 24-month limitation on the adoption of emergency rules and the 

provisions of Sections 5-115 and 5-125 do not apply to rules adopted under this subsection (e). The 

adoption of emergency rules authorized by this subsection (e) shall be deemed to be necessary for the 
public interest, safety, and welfare. 

    (f) In order to provide for the expeditious and timely implementation of the State's fiscal year 2001 

budget, emergency rules to implement any provision of Public Act 91-712 or any other budget initiative 
for fiscal year 2001 may be adopted in accordance with this Section by the agency charged with 

administering that provision or initiative, except that the 24-month limitation on the adoption of emergency 

rules and the provisions of Sections 5-115 and 5-125 do not apply to rules adopted under this subsection 
(f). The adoption of emergency rules authorized by this subsection (f) shall be deemed to be necessary for 

the public interest, safety, and welfare. 

    (g) In order to provide for the expeditious and timely implementation of the State's fiscal year 2002 
budget, emergency rules to implement any provision of Public Act 92-10 or any other budget initiative for 

fiscal year 2002 may be adopted in accordance with this Section by the agency charged with administering 

that provision or initiative, except that the 24-month limitation on the adoption of emergency rules and the 

provisions of Sections 5-115 and 5-125 do not apply to rules adopted under this subsection (g). The 

adoption of emergency rules authorized by this subsection (g) shall be deemed to be necessary for the 

public interest, safety, and welfare. 
    (h) In order to provide for the expeditious and timely implementation of the State's fiscal year 2003 

budget, emergency rules to implement any provision of Public Act 92-597 or any other budget initiative 

for fiscal year 2003 may be adopted in accordance with this Section by the agency charged with 
administering that provision or initiative, except that the 24-month limitation on the adoption of emergency 

rules and the provisions of Sections 5-115 and 5-125 do not apply to rules adopted under this subsection 

(h). The adoption of emergency rules authorized by this subsection (h) shall be deemed to be necessary 
for the public interest, safety, and welfare. 

    (i) In order to provide for the expeditious and timely implementation of the State's fiscal year 2004 

budget, emergency rules to implement any provision of Public Act 93-20 or any other budget initiative for 
fiscal year 2004 may be adopted in accordance with this Section by the agency charged with administering 

that provision or initiative, except that the 24-month limitation on the adoption of emergency rules and the 

provisions of Sections 5-115 and 5-125 do not apply to rules adopted under this subsection (i). The 
adoption of emergency rules authorized by this subsection (i) shall be deemed to be necessary for the 

public interest, safety, and welfare. 

    (j) In order to provide for the expeditious and timely implementation of the provisions of the State's 
fiscal year 2005 budget as provided under the Fiscal Year 2005 Budget Implementation (Human Services) 

Act, emergency rules to implement any provision of the Fiscal Year 2005 Budget Implementation (Human 

Services) Act may be adopted in accordance with this Section by the agency charged with administering 
that provision, except that the 24-month limitation on the adoption of emergency rules and the provisions 

of Sections 5-115 and 5-125 do not apply to rules adopted under this subsection (j). The Department of 

Public Aid may also adopt rules under this subsection (j) necessary to administer the Illinois Public Aid 
Code and the Children's Health Insurance Program Act. The adoption of emergency rules authorized by 

this subsection (j) shall be deemed to be necessary for the public interest, safety, and welfare.  

    (k) In order to provide for the expeditious and timely implementation of the provisions of the State's 
fiscal year 2006 budget, emergency rules to implement any provision of Public Act 94-48 or any other 

budget initiative for fiscal year 2006 may be adopted in accordance with this Section by the agency charged 
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with administering that provision or initiative, except that the 24-month limitation on the adoption of 

emergency rules and the provisions of Sections 5-115 and 5-125 do not apply to rules adopted under this 

subsection (k). The Department of Healthcare and Family Services may also adopt rules under this 

subsection (k) necessary to administer the Illinois Public Aid Code, the Senior Citizens and Persons with 
Disabilities Property Tax Relief Act, the Senior Citizens and Disabled Persons Prescription Drug Discount 

Program Act (now the Illinois Prescription Drug Discount Program Act), and the Children's Health 

Insurance Program Act. The adoption of emergency rules authorized by this subsection (k) shall be deemed 
to be necessary for the public interest, safety, and welfare.  

    (l) In order to provide for the expeditious and timely implementation of the provisions of the State's 

fiscal year 2007 budget, the Department of Healthcare and Family Services may adopt emergency rules 
during fiscal year 2007, including rules effective July 1, 2007, in accordance with this subsection to the 

extent necessary to administer the Department's responsibilities with respect to amendments to the State 
plans and Illinois waivers approved by the federal Centers for Medicare and Medicaid Services 

necessitated by the requirements of Title XIX and Title XXI of the federal Social Security Act. The 

adoption of emergency rules authorized by this subsection (l) shall be deemed to be necessary for the 
public interest, safety, and welfare.  

    (m) In order to provide for the expeditious and timely implementation of the provisions of the State's 

fiscal year 2008 budget, the Department of Healthcare and Family Services may adopt emergency rules 
during fiscal year 2008, including rules effective July 1, 2008, in accordance with this subsection to the 

extent necessary to administer the Department's responsibilities with respect to amendments to the State 

plans and Illinois waivers approved by the federal Centers for Medicare and Medicaid Services 
necessitated by the requirements of Title XIX and Title XXI of the federal Social Security Act. The 

adoption of emergency rules authorized by this subsection (m) shall be deemed to be necessary for the 

public interest, safety, and welfare.  
    (n) In order to provide for the expeditious and timely implementation of the provisions of the State's 

fiscal year 2010 budget, emergency rules to implement any provision of Public Act 96-45 or any other 

budget initiative authorized by the 96th General Assembly for fiscal year 2010 may be adopted in 
accordance with this Section by the agency charged with administering that provision or initiative. The 

adoption of emergency rules authorized by this subsection (n) shall be deemed to be necessary for the 

public interest, safety, and welfare. The rulemaking authority granted in this subsection (n) shall apply 

only to rules promulgated during Fiscal Year 2010.  

    (o) In order to provide for the expeditious and timely implementation of the provisions of the State's 

fiscal year 2011 budget, emergency rules to implement any provision of Public Act 96-958 or any other 
budget initiative authorized by the 96th General Assembly for fiscal year 2011 may be adopted in 

accordance with this Section by the agency charged with administering that provision or initiative. The 

adoption of emergency rules authorized by this subsection (o) is deemed to be necessary for the public 
interest, safety, and welfare. The rulemaking authority granted in this subsection (o) applies only to rules 

promulgated on or after July 1, 2010 (the effective date of Public Act 96-958) through June 30, 2011.  

    (p) In order to provide for the expeditious and timely implementation of the provisions of Public Act 
97-689, emergency rules to implement any provision of Public Act 97-689 may be adopted in accordance 

with this subsection (p) by the agency charged with administering that provision or initiative. The 150-

day limitation of the effective period of emergency rules does not apply to rules adopted under this 
subsection (p), and the effective period may continue through June 30, 2013. The 24-month limitation on 

the adoption of emergency rules does not apply to rules adopted under this subsection (p). The adoption 

of emergency rules authorized by this subsection (p) is deemed to be necessary for the public interest, 
safety, and welfare. 

    (q) In order to provide for the expeditious and timely implementation of the provisions of Articles 7, 8, 

9, 11, and 12 of Public Act 98-104, emergency rules to implement any provision of Articles 7, 8, 9, 11, 
and 12 of Public Act 98-104 may be adopted in accordance with this subsection (q) by the agency charged 

with administering that provision or initiative. The 24-month limitation on the adoption of emergency 

rules does not apply to rules adopted under this subsection (q). The adoption of emergency rules authorized 
by this subsection (q) is deemed to be necessary for the public interest, safety, and welfare.  

    (r) In order to provide for the expeditious and timely implementation of the provisions of Public Act 

98-651, emergency rules to implement Public Act 98-651 may be adopted in accordance with this 
subsection (r) by the Department of Healthcare and Family Services. The 24-month limitation on the 

adoption of emergency rules does not apply to rules adopted under this subsection (r). The adoption of 

emergency rules authorized by this subsection (r) is deemed to be necessary for the public interest, safety, 
and welfare.  
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    (s) In order to provide for the expeditious and timely implementation of the provisions of Sections 5-

5b.1 and 5A-2 of the Illinois Public Aid Code, emergency rules to implement any provision of Section 5-

5b.1 or Section 5A-2 of the Illinois Public Aid Code may be adopted in accordance with this subsection 

(s) by the Department of Healthcare and Family Services. The rulemaking authority granted in this 
subsection (s) shall apply only to those rules adopted prior to July 1, 2015. Notwithstanding any other 

provision of this Section, any emergency rule adopted under this subsection (s) shall only apply to 

payments made for State fiscal year 2015. The adoption of emergency rules authorized by this subsection 
(s) is deemed to be necessary for the public interest, safety, and welfare.  

    (t) In order to provide for the expeditious and timely implementation of the provisions of Article II of 

Public Act 99-6, emergency rules to implement the changes made by Article II of Public Act 99-6 to the 
Emergency Telephone System Act may be adopted in accordance with this subsection (t) by the 

Department of State Police. The rulemaking authority granted in this subsection (t) shall apply only to 
those rules adopted prior to July 1, 2016. The 24-month limitation on the adoption of emergency rules 

does not apply to rules adopted under this subsection (t). The adoption of emergency rules authorized by 

this subsection (t) is deemed to be necessary for the public interest, safety, and welfare.  
    (u) In order to provide for the expeditious and timely implementation of the provisions of the Burn 

Victims Relief Act, emergency rules to implement any provision of the Act may be adopted in accordance 

with this subsection (u) by the Department of Insurance. The rulemaking authority granted in this 
subsection (u) shall apply only to those rules adopted prior to December 31, 2015. The adoption of 

emergency rules authorized by this subsection (u) is deemed to be necessary for the public interest, safety, 

and welfare. 
    (v) In order to provide for the expeditious and timely implementation of the provisions of Public Act 

99-516, emergency rules to implement Public Act 99-516 may be adopted in accordance with this 

subsection (v) by the Department of Healthcare and Family Services. The 24-month limitation on the 
adoption of emergency rules does not apply to rules adopted under this subsection (v). The adoption of 

emergency rules authorized by this subsection (v) is deemed to be necessary for the public interest, safety, 

and welfare. 
    (w) In order to provide for the expeditious and timely implementation of the provisions of Public Act 

99-796, emergency rules to implement the changes made by Public Act 99-796 may be adopted in 

accordance with this subsection (w) by the Adjutant General. The adoption of emergency rules authorized 

by this subsection (w) is deemed to be necessary for the public interest, safety, and welfare.  

    (x) In order to provide for the expeditious and timely implementation of the provisions of Public Act 

99-906, emergency rules to implement subsection (i) of Section 16-115D, subsection (g) of Section 16-
128A, and subsection (a) of Section 16-128B of the Public Utilities Act may be adopted in accordance 

with this subsection (x) by the Illinois Commerce Commission. The rulemaking authority granted in this 

subsection (x) shall apply only to those rules adopted within 180 days after June 1, 2017 (the effective 
date of Public Act 99-906). The adoption of emergency rules authorized by this subsection (x) is deemed 

to be necessary for the public interest, safety, and welfare.  

    (y) In order to provide for the expeditious and timely implementation of the provisions of this 
amendatory Act of the 100th General Assembly, emergency rules to implement the changes made by this 

amendatory Act of the 100th General Assembly to Section 4.02 of the Illinois Act on Aging, Sections 

5.5.4 and 5-5.4i of the Illinois Public Aid Code, Section 55-30 of the Alcoholism and Other Drug Abuse 
and Dependency Act, and Sections 74 and 75 of the Mental Health and Developmental Disabilities 

Administrative Act may be adopted in accordance with this subsection (y) by the respective Department. 

The adoption of emergency rules authorized by this subsection (y) is deemed to be necessary for the public 
interest, safety, and welfare.  

    (z) In order to provide for the expeditious and timely implementation of the provisions of this 

amendatory Act of the 100th General Assembly, emergency rules to implement the changes made by this 
amendatory Act of the 100th General Assembly to Section 4.7 of the Lobbyist Registration Act may be 

adopted in accordance with this subsection (z) by the Secretary of State. The adoption of emergency rules 

authorized by this subsection (z) is deemed to be necessary for the public interest, safety, and welfare.  
    (aa) In order to provide for the expeditious and timely initial implementation of the changes made to 

Articles 5, 5A, 12, and 14 of the Illinois Public Aid Code under the provisions of this amendatory Act of 

the 100th General Assembly, the Department of Healthcare and Family Services may adopt emergency 
rules in accordance with this subsection (aa). The 24-month limitation on the adoption of emergency rules 

does not apply to rules to initially implement the changes made to Articles 5, 5A, 12, and 14 of the Illinois 

Public Aid Code adopted under this subsection (aa). The adoption of emergency rules authorized by this 
subsection (aa) is deemed to be necessary for the public interest, safety, and welfare.  
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(Source: P.A. 99-2, eff. 3-26-15; 99-6, eff. 1-1-16; 99-143, eff. 7-27-15; 99-455, eff. 1-1-16; 99-516, eff. 

6-30-16; 99-642, eff. 7-28-16; 99-796, eff. 1-1-17; 99-906, eff. 6-1-17; 100-23, eff. 7-6-17; 100-554, eff. 

11-16-17.) 

    (5 ILCS 100/5-46.3 new)  
    Sec. 5-46.3. Approval of rules to implement the hospital transformation program. Notwithstanding any 

other provision of this Act, the Department of Healthcare and Family Services may not file, the Secretary 

of State may not accept, and the Joint Committee on Administrative Rules may not consider any rules 
adopted in accordance to subsection (d-5) of Section 14-12 of the Illinois Public Aid Code unless the rules 

have been approved by 9 of the 14 members of the Hospital Transformation Review Committee created 

under subsection (d-5) of Section 14-12 of the Illinois Public Aid Code. Approval of the rules shall be 
demonstrated by submission of a written document signed by each of the 9 approving members. The 

Department of Healthcare and Family Services shall submit the written document with signatures, along 
with a certified copy of each rule, to the Secretary of State. 

  

    Section 3. The Illinois Health Facilities Planning Act is amended by changing Section 3 as follows: 
    (20 ILCS 3960/3) (from Ch. 111 1/2, par. 1153)  

    (Text of Section before amendment by P.A. 100-518)  

    (Section scheduled to be repealed on December 31, 2019) 
    Sec. 3. Definitions. As used in this Act:  

    "Health care facilities" means and includes the following facilities, organizations, and related persons:  

        (1) An ambulatory surgical treatment center required to be licensed pursuant to the  
     Ambulatory Surgical Treatment Center Act. 

 

        (2) An institution, place, building, or agency required to be licensed pursuant to the  

     Hospital Licensing Act. 
 

        (3) Skilled and intermediate long term care facilities licensed under the Nursing Home  

     Care Act. 
 

            (A) If a demonstration project under the Nursing Home Care Act applies for a  

         
certificate of need to convert to a nursing facility, it shall meet the licensure and certificate of need 

requirements in effect as of the date of application. 
 

            (B) Except as provided in item (A) of this subsection, this Act does not apply to  

         facilities granted waivers under Section 3-102.2 of the Nursing Home Care Act. 
 

        (3.5) Skilled and intermediate care facilities licensed under the ID/DD Community Care  

     

Act or the MC/DD Act. No permit or exemption is required for a facility licensed under the ID/DD 
Community Care Act or the MC/DD Act prior to the reduction of the number of beds at a facility. If 

there is a total reduction of beds at a facility licensed under the ID/DD Community Care Act or the 

MC/DD Act, this is a discontinuation or closure of the facility. If a facility licensed under the ID/DD 
Community Care Act or the MC/DD Act reduces the number of beds or discontinues the facility, that 

facility must notify the Board as provided in Section 14.1 of this Act.  
 

        (3.7) Facilities licensed under the Specialized Mental Health Rehabilitation Act of  
     2013.  

 

        (4) Hospitals, nursing homes, ambulatory surgical treatment centers, or kidney disease  

     treatment centers maintained by the State or any department or agency thereof. 
 

        (5) Kidney disease treatment centers, including a free-standing hemodialysis unit  

     required to be licensed under the End Stage Renal Disease Facility Act. 
 

            (A) This Act does not apply to a dialysis facility that provides only dialysis  

         
training, support, and related services to individuals with end stage renal disease who have elected to 

receive home dialysis. 
 

            (B) This Act does not apply to a dialysis unit located in a licensed nursing home  

         
that offers or provides dialysis-related services to residents with end stage renal disease who have 

elected to receive home dialysis within the nursing home. 
 

            (C) The Board, however, may require dialysis facilities and licensed nursing homes  

         

under items (A) and (B) of this subsection to report statistical information on a quarterly basis to the 

Board to be used by the Board to conduct analyses on the need for proposed kidney disease treatment 

centers.  
 

        (6) An institution, place, building, or room used for the performance of outpatient  

     surgical procedures that is leased, owned, or operated by or on behalf of an out-of-state facility. 
 

        (7) An institution, place, building, or room used for provision of a health care  
     category of service, including, but not limited to, cardiac catheterization and open heart surgery. 

 

        (8) An institution, place, building, or room housing major medical equipment used in the  
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direct clinical diagnosis or treatment of patients, and whose project cost is in excess of the capital 

expenditure minimum.  
 

    "Health care facilities" does not include the following entities or facility transactions: 

        (1) Federally-owned facilities. 
        (2) Facilities used solely for healing by prayer or spiritual means. 

        (3) An existing facility located on any campus facility as defined in Section 5-5.8b of  

     
the Illinois Public Aid Code, provided that the campus facility encompasses 30 or more contiguous 
acres and that the new or renovated facility is intended for use by a licensed residential facility. 

 

        (4) Facilities licensed under the Supportive Residences Licensing Act or the Assisted  

     Living and Shared Housing Act. 
 

        (5) Facilities designated as supportive living facilities that are in good standing with  

     the program established under Section 5-5.01a of the Illinois Public Aid Code. 
 

        (6) Facilities established and operating under the Alternative Health Care Delivery Act  

     
as a children's community-based health care center alternative health care model demonstration program 

or as an Alzheimer's Disease Management Center alternative health care model demonstration program. 
 

        (7) The closure of an entity or a portion of an entity licensed under the Nursing Home  

     

Care Act, the Specialized Mental Health Rehabilitation Act of 2013, the ID/DD Community Care Act, 

or the MC/DD Act, with the exception of facilities operated by a county or Illinois Veterans Homes, 
that elect to convert, in whole or in part, to an assisted living or shared housing establishment licensed 

under the Assisted Living and Shared Housing Act and with the exception of a facility licensed under 

the Specialized Mental Health Rehabilitation Act of 2013 in connection with a proposal to close a 
facility and re-establish the facility in another location. 

 

        (8) Any change of ownership of a health care facility that is licensed under the Nursing  

     

Home Care Act, the Specialized Mental Health Rehabilitation Act of 2013, the ID/DD Community Care 
Act, or the MC/DD Act, with the exception of facilities operated by a county or Illinois Veterans Homes. 

Changes of ownership of facilities licensed under the Nursing Home Care Act must meet the 

requirements set forth in Sections 3-101 through 3-119 of the Nursing Home Care Act. 
 

        (9) Any project the Department of Healthcare and Family Services certifies was approved by the 

Hospital Transformation Review Committee as a project subject to the hospital's transformation under 

subsection (d-5) of Section 14-12 of the Illinois Public Aid Code, provided the hospital shall submit the 

certification to the Board. Nothing in this paragraph excludes a health care facility from the requirements 

of this Act after the approved transformation project is complete. All other requirements under this Act 

continue to apply. Hospitals that are not subject to this Act under this paragraph shall notify the Health 
Facilities and Services Review Board within 30 days of the dates that bed changes or service changes 

occur.  

    With the exception of those health care facilities specifically included in this Section, nothing in this 
Act shall be intended to include facilities operated as a part of the practice of a physician or other licensed 

health care professional, whether practicing in his individual capacity or within the legal structure of any 

partnership, medical or professional corporation, or unincorporated medical or professional group. Further, 
this Act shall not apply to physicians or other licensed health care professional's practices where such 

practices are carried out in a portion of a health care facility under contract with such health care facility 

by a physician or by other licensed health care professionals, whether practicing in his individual capacity 
or within the legal structure of any partnership, medical or professional corporation, or unincorporated 

medical or professional groups, unless the entity constructs, modifies, or establishes a health care facility 

as specifically defined in this Section. This Act shall apply to construction or modification and to 
establishment by such health care facility of such contracted portion which is subject to facility licensing 

requirements, irrespective of the party responsible for such action or attendant financial obligation.  

    "Person" means any one or more natural persons, legal entities, governmental bodies other than federal, 
or any combination thereof.  

    "Consumer" means any person other than a person (a) whose major occupation currently involves or 

whose official capacity within the last 12 months has involved the providing, administering or financing 
of any type of health care facility, (b) who is engaged in health research or the teaching of health, (c) who 

has a material financial interest in any activity which involves the providing, administering or financing 

of any type of health care facility, or (d) who is or ever has been a member of the immediate family of the 
person defined by (a), (b), or (c).  

    "State Board" or "Board" means the Health Facilities and Services Review Board.  

    "Construction or modification" means the establishment, erection, building, alteration, reconstruction, 
modernization, improvement, extension, discontinuation, change of ownership, of or by a health care 

facility, or the purchase or acquisition by or through a health care facility of equipment or service for 
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diagnostic or therapeutic purposes or for facility administration or operation, or any capital expenditure 

made by or on behalf of a health care facility which exceeds the capital expenditure minimum; however, 

any capital expenditure made by or on behalf of a health care facility for (i) the construction or 

modification of a facility licensed under the Assisted Living and Shared Housing Act or (ii) a conversion 
project undertaken in accordance with Section 30 of the Older Adult Services Act shall be excluded from 

any obligations under this Act.  

    "Establish" means the construction of a health care facility or the replacement of an existing facility on 
another site or the initiation of a category of service.  

    "Major medical equipment" means medical equipment which is used for the provision of medical and 

other health services and which costs in excess of the capital expenditure minimum, except that such term 
does not include medical equipment acquired by or on behalf of a clinical laboratory to provide clinical 

laboratory services if the clinical laboratory is independent of a physician's office and a hospital and it has 
been determined under Title XVIII of the Social Security Act to meet the requirements of paragraphs (10) 

and (11) of Section 1861(s) of such Act. In determining whether medical equipment has a value in excess 

of the capital expenditure minimum, the value of studies, surveys, designs, plans, working drawings, 
specifications, and other activities essential to the acquisition of such equipment shall be included.  

    "Capital Expenditure" means an expenditure: (A) made by or on behalf of a health care facility (as such 

a facility is defined in this Act); and (B) which under generally accepted accounting principles is not 
properly chargeable as an expense of operation and maintenance, or is made to obtain by lease or 

comparable arrangement any facility or part thereof or any equipment for a facility or part; and which 

exceeds the capital expenditure minimum.  
    For the purpose of this paragraph, the cost of any studies, surveys, designs, plans, working drawings, 

specifications, and other activities essential to the acquisition, improvement, expansion, or replacement of 

any plant or equipment with respect to which an expenditure is made shall be included in determining if 
such expenditure exceeds the capital expenditures minimum. Unless otherwise interdependent, or 

submitted as one project by the applicant, components of construction or modification undertaken by 

means of a single construction contract or financed through the issuance of a single debt instrument shall 
not be grouped together as one project. Donations of equipment or facilities to a health care facility which 

if acquired directly by such facility would be subject to review under this Act shall be considered capital 

expenditures, and a transfer of equipment or facilities for less than fair market value shall be considered a 

capital expenditure for purposes of this Act if a transfer of the equipment or facilities at fair market value 

would be subject to review.  

    "Capital expenditure minimum" means $11,500,000 for projects by hospital applicants, $6,500,000 for 
applicants for projects related to skilled and intermediate care long-term care facilities licensed under the 

Nursing Home Care Act, and $3,000,000 for projects by all other applicants, which shall be annually 

adjusted to reflect the increase in construction costs due to inflation, for major medical equipment and for 
all other capital expenditures.  

    "Non-clinical service area" means an area (i) for the benefit of the patients, visitors, staff, or employees 

of a health care facility and (ii) not directly related to the diagnosis, treatment, or rehabilitation of persons 
receiving services from the health care facility. "Non-clinical service areas" include, but are not limited 

to, chapels; gift shops; news stands; computer systems; tunnels, walkways, and elevators; telephone 

systems; projects to comply with life safety codes; educational facilities; student housing; patient, 
employee, staff, and visitor dining areas; administration and volunteer offices; modernization of structural 

components (such as roof replacement and masonry work); boiler repair or replacement; vehicle 

maintenance and storage facilities; parking facilities; mechanical systems for heating, ventilation, and air 
conditioning; loading docks; and repair or replacement of carpeting, tile, wall coverings, window 

coverings or treatments, or furniture. Solely for the purpose of this definition, "non-clinical service area" 

does not include health and fitness centers.  
    "Areawide" means a major area of the State delineated on a geographic, demographic, and functional 

basis for health planning and for health service and having within it one or more local areas for health 

planning and health service. The term "region", as contrasted with the term "subregion", and the word 
"area" may be used synonymously with the term "areawide".  

    "Local" means a subarea of a delineated major area that on a geographic, demographic, and functional 

basis may be considered to be part of such major area. The term "subregion" may be used synonymously 
with the term "local".  

    "Physician" means a person licensed to practice in accordance with the Medical Practice Act of 1987, 

as amended.  
    "Licensed health care professional" means a person licensed to practice a health profession under 

pertinent licensing statutes of the State of Illinois.  
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    "Director" means the Director of the Illinois Department of Public Health.  

    "Agency" or "Department" means the Illinois Department of Public Health.  

    "Alternative health care model" means a facility or program authorized under the Alternative Health 

Care Delivery Act.  
    "Out-of-state facility" means a person that is both (i) licensed as a hospital or as an ambulatory surgery 

center under the laws of another state or that qualifies as a hospital or an ambulatory surgery center under 

regulations adopted pursuant to the Social Security Act and (ii) not licensed under the Ambulatory Surgical 
Treatment Center Act, the Hospital Licensing Act, or the Nursing Home Care Act. Affiliates of out-of-

state facilities shall be considered out-of-state facilities. Affiliates of Illinois licensed health care facilities 

100% owned by an Illinois licensed health care facility, its parent, or Illinois physicians licensed to practice 
medicine in all its branches shall not be considered out-of-state facilities. Nothing in this definition shall 

be construed to include an office or any part of an office of a physician licensed to practice medicine in all 
its branches in Illinois that is not required to be licensed under the Ambulatory Surgical Treatment Center 

Act.  

    "Change of ownership of a health care facility" means a change in the person who has ownership or 
control of a health care facility's physical plant and capital assets. A change in ownership is indicated by 

the following transactions: sale, transfer, acquisition, lease, change of sponsorship, or other means of 

transferring control.  
    "Related person" means any person that: (i) is at least 50% owned, directly or indirectly, by either the 

health care facility or a person owning, directly or indirectly, at least 50% of the health care facility; or (ii) 

owns, directly or indirectly, at least 50% of the health care facility.  
    "Charity care" means care provided by a health care facility for which the provider does not expect to 

receive payment from the patient or a third-party payer. 

    "Freestanding emergency center" means a facility subject to licensure under Section 32.5 of the 
Emergency Medical Services (EMS) Systems Act. 

    "Category of service" means a grouping by generic class of various types or levels of support functions, 

equipment, care, or treatment provided to patients or residents, including, but not limited to, classes such 
as medical-surgical, pediatrics, or cardiac catheterization. A category of service may include subcategories 

or levels of care that identify a particular degree or type of care within the category of service. Nothing in 

this definition shall be construed to include the practice of a physician or other licensed health care 

professional while functioning in an office providing for the care, diagnosis, or treatment of patients. A 

category of service that is subject to the Board's jurisdiction must be designated in rules adopted by the 

Board. 
    "State Board Staff Report" means the document that sets forth the review and findings of the State Board 

staff, as prescribed by the State Board, regarding applications subject to Board jurisdiction.  

(Source: P.A. 98-414, eff. 1-1-14; 98-629, eff. 1-1-15; 98-651, eff. 6-16-14; 98-1086, eff. 8-26-14; 99-78, 
eff. 7-20-15; 99-180, eff. 7-29-15; 99-527, eff. 1-1-17.) 

  

    (Text of Section after amendment by P.A. 100-518)  
    (Section scheduled to be repealed on December 31, 2019) 

    Sec. 3. Definitions. As used in this Act:  

    "Health care facilities" means and includes the following facilities, organizations, and related persons:  
        (1) An ambulatory surgical treatment center required to be licensed pursuant to the  

     Ambulatory Surgical Treatment Center Act. 
 

        (2) An institution, place, building, or agency required to be licensed pursuant to the  
     Hospital Licensing Act. 

 

        (3) Skilled and intermediate long term care facilities licensed under the Nursing Home  

     Care Act. 
 

            (A) If a demonstration project under the Nursing Home Care Act applies for a  

         
certificate of need to convert to a nursing facility, it shall meet the licensure and certificate of need 

requirements in effect as of the date of application. 
 

            (B) Except as provided in item (A) of this subsection, this Act does not apply to  

         facilities granted waivers under Section 3-102.2 of the Nursing Home Care Act. 
 

        (3.5) Skilled and intermediate care facilities licensed under the ID/DD Community Care  

     

Act or the MC/DD Act. No permit or exemption is required for a facility licensed under the ID/DD 

Community Care Act or the MC/DD Act prior to the reduction of the number of beds at a facility. If 

there is a total reduction of beds at a facility licensed under the ID/DD Community Care Act or the 
MC/DD Act, this is a discontinuation or closure of the facility. If a facility licensed under the ID/DD 
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Community Care Act or the MC/DD Act reduces the number of beds or discontinues the facility, that 

facility must notify the Board as provided in Section 14.1 of this Act.  
 

        (3.7) Facilities licensed under the Specialized Mental Health Rehabilitation Act of  

     2013.  
 

        (4) Hospitals, nursing homes, ambulatory surgical treatment centers, or kidney disease  

     treatment centers maintained by the State or any department or agency thereof. 
 

        (5) Kidney disease treatment centers, including a free-standing hemodialysis unit  
     required to be licensed under the End Stage Renal Disease Facility Act. 

 

            (A) This Act does not apply to a dialysis facility that provides only dialysis  

         
training, support, and related services to individuals with end stage renal disease who have elected to 
receive home dialysis. 

 

            (B) This Act does not apply to a dialysis unit located in a licensed nursing home  

         
that offers or provides dialysis-related services to residents with end stage renal disease who have 

elected to receive home dialysis within the nursing home. 
 

            (C) The Board, however, may require dialysis facilities and licensed nursing homes  

         

under items (A) and (B) of this subsection to report statistical information on a quarterly basis to the 

Board to be used by the Board to conduct analyses on the need for proposed kidney disease treatment 

centers.  
 

        (6) An institution, place, building, or room used for the performance of outpatient  

     surgical procedures that is leased, owned, or operated by or on behalf of an out-of-state facility. 
 

        (7) An institution, place, building, or room used for provision of a health care  
     category of service, including, but not limited to, cardiac catheterization and open heart surgery. 

 

        (8) An institution, place, building, or room housing major medical equipment used in the  

     
direct clinical diagnosis or treatment of patients, and whose project cost is in excess of the capital 
expenditure minimum.  

 

    "Health care facilities" does not include the following entities or facility transactions: 

        (1) Federally-owned facilities. 
        (2) Facilities used solely for healing by prayer or spiritual means. 

        (3) An existing facility located on any campus facility as defined in Section 5-5.8b of  

     
the Illinois Public Aid Code, provided that the campus facility encompasses 30 or more contiguous 

acres and that the new or renovated facility is intended for use by a licensed residential facility. 
 

        (4) Facilities licensed under the Supportive Residences Licensing Act or the Assisted  

     Living and Shared Housing Act. 
 

        (5) Facilities designated as supportive living facilities that are in good standing with  

     the program established under Section 5-5.01a of the Illinois Public Aid Code. 
 

        (6) Facilities established and operating under the Alternative Health Care Delivery Act  

     
as a children's community-based health care center alternative health care model demonstration program 

or as an Alzheimer's Disease Management Center alternative health care model demonstration program. 
 

        (7) The closure of an entity or a portion of an entity licensed under the Nursing Home  

     

Care Act, the Specialized Mental Health Rehabilitation Act of 2013, the ID/DD Community Care Act, 

or the MC/DD Act, with the exception of facilities operated by a county or Illinois Veterans Homes, 

that elect to convert, in whole or in part, to an assisted living or shared housing establishment licensed 
under the Assisted Living and Shared Housing Act and with the exception of a facility licensed under 

the Specialized Mental Health Rehabilitation Act of 2013 in connection with a proposal to close a 

facility and re-establish the facility in another location. 
 

        (8) Any change of ownership of a health care facility that is licensed under the Nursing  

     

Home Care Act, the Specialized Mental Health Rehabilitation Act of 2013, the ID/DD Community Care 

Act, or the MC/DD Act, with the exception of facilities operated by a county or Illinois Veterans Homes. 
Changes of ownership of facilities licensed under the Nursing Home Care Act must meet the 

requirements set forth in Sections 3-101 through 3-119 of the Nursing Home Care Act. 
 

        (9) Any project the Department of Healthcare and Family Services certifies was approved by the 
Hospital Transformation Review Committee as a project subject to the hospital's transformation under 

subsection (d-5) of Section 14-12 of the Illinois Public Aid Code, provided the hospital shall submit the 

certification to the Board. Nothing in this paragraph excludes a health care facility from the requirements 
of this Act after the approved transformation project is complete. All other requirements under this Act 

continue to apply. Hospitals that are not subject to this Act under this paragraph shall notify the Health 

Facilities and Services Review Board within 30 days of the dates that bed changes or service changes 
occur.  



26 

 

[February 28, 2018] 

    With the exception of those health care facilities specifically included in this Section, nothing in this 

Act shall be intended to include facilities operated as a part of the practice of a physician or other licensed 

health care professional, whether practicing in his individual capacity or within the legal structure of any 

partnership, medical or professional corporation, or unincorporated medical or professional group. Further, 
this Act shall not apply to physicians or other licensed health care professional's practices where such 

practices are carried out in a portion of a health care facility under contract with such health care facility 

by a physician or by other licensed health care professionals, whether practicing in his individual capacity 
or within the legal structure of any partnership, medical or professional corporation, or unincorporated 

medical or professional groups, unless the entity constructs, modifies, or establishes a health care facility 

as specifically defined in this Section. This Act shall apply to construction or modification and to 
establishment by such health care facility of such contracted portion which is subject to facility licensing 

requirements, irrespective of the party responsible for such action or attendant financial obligation.  
    "Person" means any one or more natural persons, legal entities, governmental bodies other than federal, 

or any combination thereof.  

    "Consumer" means any person other than a person (a) whose major occupation currently involves or 
whose official capacity within the last 12 months has involved the providing, administering or financing 

of any type of health care facility, (b) who is engaged in health research or the teaching of health, (c) who 

has a material financial interest in any activity which involves the providing, administering or financing 
of any type of health care facility, or (d) who is or ever has been a member of the immediate family of the 

person defined by (a), (b), or (c).  

    "State Board" or "Board" means the Health Facilities and Services Review Board.  
    "Construction or modification" means the establishment, erection, building, alteration, reconstruction, 

modernization, improvement, extension, discontinuation, change of ownership, of or by a health care 

facility, or the purchase or acquisition by or through a health care facility of equipment or service for 
diagnostic or therapeutic purposes or for facility administration or operation, or any capital expenditure 

made by or on behalf of a health care facility which exceeds the capital expenditure minimum; however, 

any capital expenditure made by or on behalf of a health care facility for (i) the construction or 
modification of a facility licensed under the Assisted Living and Shared Housing Act or (ii) a conversion 

project undertaken in accordance with Section 30 of the Older Adult Services Act shall be excluded from 

any obligations under this Act.  

    "Establish" means the construction of a health care facility or the replacement of an existing facility on 

another site or the initiation of a category of service.  

    "Major medical equipment" means medical equipment which is used for the provision of medical and 
other health services and which costs in excess of the capital expenditure minimum, except that such term 

does not include medical equipment acquired by or on behalf of a clinical laboratory to provide clinical 

laboratory services if the clinical laboratory is independent of a physician's office and a hospital and it has 
been determined under Title XVIII of the Social Security Act to meet the requirements of paragraphs (10) 

and (11) of Section 1861(s) of such Act. In determining whether medical equipment has a value in excess 

of the capital expenditure minimum, the value of studies, surveys, designs, plans, working drawings, 
specifications, and other activities essential to the acquisition of such equipment shall be included.  

    "Capital Expenditure" means an expenditure: (A) made by or on behalf of a health care facility (as such 

a facility is defined in this Act); and (B) which under generally accepted accounting principles is not 
properly chargeable as an expense of operation and maintenance, or is made to obtain by lease or 

comparable arrangement any facility or part thereof or any equipment for a facility or part; and which 

exceeds the capital expenditure minimum.  
    For the purpose of this paragraph, the cost of any studies, surveys, designs, plans, working drawings, 

specifications, and other activities essential to the acquisition, improvement, expansion, or replacement of 

any plant or equipment with respect to which an expenditure is made shall be included in determining if 
such expenditure exceeds the capital expenditures minimum. Unless otherwise interdependent, or 

submitted as one project by the applicant, components of construction or modification undertaken by 

means of a single construction contract or financed through the issuance of a single debt instrument shall 
not be grouped together as one project. Donations of equipment or facilities to a health care facility which 

if acquired directly by such facility would be subject to review under this Act shall be considered capital 

expenditures, and a transfer of equipment or facilities for less than fair market value shall be considered a 
capital expenditure for purposes of this Act if a transfer of the equipment or facilities at fair market value 

would be subject to review.  

    "Capital expenditure minimum" means $11,500,000 for projects by hospital applicants, $6,500,000 for 
applicants for projects related to skilled and intermediate care long-term care facilities licensed under the 

Nursing Home Care Act, and $3,000,000 for projects by all other applicants, which shall be annually 
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adjusted to reflect the increase in construction costs due to inflation, for major medical equipment and for 

all other capital expenditures.  

    "Financial Commitment" means the commitment of at least 33% of total funds assigned to cover total 

project cost, which occurs by the actual expenditure of 33% or more of the total project cost or the 
commitment to expend 33% or more of the total project cost by signed contracts or other legal means.  

    "Non-clinical service area" means an area (i) for the benefit of the patients, visitors, staff, or employees 

of a health care facility and (ii) not directly related to the diagnosis, treatment, or rehabilitation of persons 
receiving services from the health care facility. "Non-clinical service areas" include, but are not limited 

to, chapels; gift shops; news stands; computer systems; tunnels, walkways, and elevators; telephone 

systems; projects to comply with life safety codes; educational facilities; student housing; patient, 
employee, staff, and visitor dining areas; administration and volunteer offices; modernization of structural 

components (such as roof replacement and masonry work); boiler repair or replacement; vehicle 
maintenance and storage facilities; parking facilities; mechanical systems for heating, ventilation, and air 

conditioning; loading docks; and repair or replacement of carpeting, tile, wall coverings, window 

coverings or treatments, or furniture. Solely for the purpose of this definition, "non-clinical service area" 
does not include health and fitness centers.  

    "Areawide" means a major area of the State delineated on a geographic, demographic, and functional 

basis for health planning and for health service and having within it one or more local areas for health 
planning and health service. The term "region", as contrasted with the term "subregion", and the word 

"area" may be used synonymously with the term "areawide".  

    "Local" means a subarea of a delineated major area that on a geographic, demographic, and functional 
basis may be considered to be part of such major area. The term "subregion" may be used synonymously 

with the term "local".  

    "Physician" means a person licensed to practice in accordance with the Medical Practice Act of 1987, 
as amended.  

    "Licensed health care professional" means a person licensed to practice a health profession under 

pertinent licensing statutes of the State of Illinois.  
    "Director" means the Director of the Illinois Department of Public Health.  

    "Agency" or "Department" means the Illinois Department of Public Health.  

    "Alternative health care model" means a facility or program authorized under the Alternative Health 

Care Delivery Act.  

    "Out-of-state facility" means a person that is both (i) licensed as a hospital or as an ambulatory surgery 

center under the laws of another state or that qualifies as a hospital or an ambulatory surgery center under 
regulations adopted pursuant to the Social Security Act and (ii) not licensed under the Ambulatory Surgical 

Treatment Center Act, the Hospital Licensing Act, or the Nursing Home Care Act. Affiliates of out-of-

state facilities shall be considered out-of-state facilities. Affiliates of Illinois licensed health care facilities 
100% owned by an Illinois licensed health care facility, its parent, or Illinois physicians licensed to practice 

medicine in all its branches shall not be considered out-of-state facilities. Nothing in this definition shall 

be construed to include an office or any part of an office of a physician licensed to practice medicine in all 
its branches in Illinois that is not required to be licensed under the Ambulatory Surgical Treatment Center 

Act.  

    "Change of ownership of a health care facility" means a change in the person who has ownership or 
control of a health care facility's physical plant and capital assets. A change in ownership is indicated by 

the following transactions: sale, transfer, acquisition, lease, change of sponsorship, or other means of 

transferring control.  
    "Related person" means any person that: (i) is at least 50% owned, directly or indirectly, by either the 

health care facility or a person owning, directly or indirectly, at least 50% of the health care facility; or (ii) 

owns, directly or indirectly, at least 50% of the health care facility.  
    "Charity care" means care provided by a health care facility for which the provider does not expect to 

receive payment from the patient or a third-party payer. 

    "Freestanding emergency center" means a facility subject to licensure under Section 32.5 of the 
Emergency Medical Services (EMS) Systems Act. 

    "Category of service" means a grouping by generic class of various types or levels of support functions, 

equipment, care, or treatment provided to patients or residents, including, but not limited to, classes such 
as medical-surgical, pediatrics, or cardiac catheterization. A category of service may include subcategories 

or levels of care that identify a particular degree or type of care within the category of service. Nothing in 

this definition shall be construed to include the practice of a physician or other licensed health care 
professional while functioning in an office providing for the care, diagnosis, or treatment of patients. A 
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category of service that is subject to the Board's jurisdiction must be designated in rules adopted by the 

Board. 

    "State Board Staff Report" means the document that sets forth the review and findings of the State Board 

staff, as prescribed by the State Board, regarding applications subject to Board jurisdiction.  
(Source: P.A. 99-78, eff. 7-20-15; 99-180, eff. 7-29-15; 99-527, eff. 1-1-17; 100-518, eff. 6-1-18.) 

  

    Section 10. The Emergency Medical Services (EMS) Systems Act is amended by changing Section 32.5 
as follows: 

    (210 ILCS 50/32.5)  

    Sec. 32.5. Freestanding Emergency Center.  
    (a) The Department shall issue an annual Freestanding Emergency Center (FEC) license to any facility 

that has received a permit from the Health Facilities and Services Review Board to establish a Freestanding 
Emergency Center by January 1, 2015, and:  

        (1) is located: (A) in a municipality with a population of 50,000 or fewer inhabitants;  

     
(B) within 50 miles of the hospital that owns or controls the FEC; and (C) within 50 miles of the 
Resource Hospital affiliated with the FEC as part of the EMS System; 

 

        (2) is wholly owned or controlled by an Associate or Resource Hospital, but is not a  

     part of the hospital's physical plant; 
 

        (3) meets the standards for licensed FECs, adopted by rule of the Department, including,  

     but not limited to: 
 

            (A) facility design, specification, operation, and maintenance standards;  
            (B) equipment standards; and  

            (C) the number and qualifications of emergency medical personnel and other staff,  

         
which must include at least one board certified emergency physician present at the FEC 24 hours per 
day. 

 

        (4) limits its participation in the EMS System strictly to receiving a limited number of  

     
patients by ambulance: (A) according to the FEC's 24-hour capabilities; (B) according to protocols 
developed by the Resource Hospital within the FEC's designated EMS System; and (C) as pre-approved 

by both the EMS Medical Director and the Department; 
 

        (5) provides comprehensive emergency treatment services, as defined in the rules adopted  

     by the Department pursuant to the Hospital Licensing Act, 24 hours per day, on an outpatient basis; 
 

        (6) provides an ambulance and maintains on site ambulance services staffed with  

     paramedics 24 hours per day; 
 

        (7) (blank);  

        (8) complies with all State and federal patient rights provisions, including, but not  

     
limited to, the Emergency Medical Treatment Act and the federal Emergency Medical Treatment and 
Active Labor Act; 

 

        (9) maintains a communications system that is fully integrated with its Resource  

     Hospital within the FEC's designated EMS System; 
 

        (10) reports to the Department any patient transfers from the FEC to a hospital within  

     48 hours of the transfer plus any other data determined to be relevant by the Department; 
 

        (11) submits to the Department, on a quarterly basis, the FEC's morbidity and mortality  
     rates for patients treated at the FEC and other data determined to be relevant by the Department; 

 

        (12) does not describe itself or hold itself out to the general public as a full service  

     hospital or hospital emergency department in its advertising or marketing activities; 
 

        (13) complies with any other rules adopted by the Department under this Act that relate  

     to FECs; 
 

        (14) passes the Department's site inspection for compliance with the FEC requirements of  
     this Act; 

 

        (15) submits a copy of the permit issued by the Health Facilities and Services Review  

     
Board indicating that the facility has complied with the Illinois Health Facilities Planning Act with 
respect to the health services to be provided at the facility; 

 

        (16) submits an application for designation as an FEC in a manner and form prescribed by  

     the Department by rule; and  
 

        (17) pays the annual license fee as determined by the Department by rule.  

    (a-5) Notwithstanding any other provision of this Section, the Department may issue an annual FEC 

license to a facility that is located in a county that does not have a licensed general acute care hospital if 
the facility's application for a permit from the Illinois Health Facilities Planning Board has been deemed 
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complete by the Department of Public Health by January 1, 2014 and if the facility complies with the 

requirements set forth in paragraphs (1) through (17) of subsection (a).  

    (a-10) Notwithstanding any other provision of this Section, the Department may issue an annual FEC 

license to a facility if the facility has, by January 1, 2014, filed a letter of intent to establish an FEC and if 
the facility complies with the requirements set forth in paragraphs (1) through (17) of subsection (a).  

    (a-15) Notwithstanding any other provision of this Section, the Department shall issue an annual FEC 

license to a facility if the facility: (i) discontinues operation as a hospital within 180 days after the effective 
date of this amendatory Act of the 99th General Assembly with a Health Facilities and Services Review 

Board project number of E-017-15; (ii) has an application for a permit to establish an FEC from the Health 

Facilities and Services Review Board that is deemed complete by January 1, 2017; and (iii) complies with 
the requirements set forth in paragraphs (1) through (17) of subsection (a) of this Section. 

    (a–20) Notwithstanding any other provision of this Section, the Department shall issue an annual FEC 
license to a facility if: 

        (1) the facility is a hospital that has discontinued inpatient hospital services; 

        (2) the Department of Healthcare and Family Services has certified the conversion to an FEC was 
approved by the Hospital Transformation Review Committee as a project subject to the hospital's 

transformation under subsection (d-5) of Section 14-12 of the Illinois Public Aid Code; 

        (3) the facility complies with the requirements set forth in paragraphs (1) through (17), provided 
however that the FEC may be located in a municipality with a population greater than 50,000 inhabitants 

and shall not be subject to the requirements of the Illinois Health Facilities Planning Act that are applicable 

to the conversion to an FEC if the Department of Healthcare and Family Service has certified the 
conversion to an FEC was approved by the Hospital Transformation Review Committee as a project 

subject to the hospital's transformation under subsection (d-5) of Section 14-12 of the Illinois Public Aid 

Code; and 
        (4) the facility is located at the same physical location where the facility served as a hospital.  

    (b) The Department shall:  

        (1) annually inspect facilities of initial FEC applicants and licensed FECs, and issue  

     
annual licenses to or annually relicense FECs that satisfy the Department's licensure requirements as set 

forth in subsection (a); 
 

        (2) suspend, revoke, refuse to issue, or refuse to renew the license of any FEC, after  

     
notice and an opportunity for a hearing, when the Department finds that the FEC has failed to comply 

with the standards and requirements of the Act or rules adopted by the Department under the Act; 
 

        (3) issue an Emergency Suspension Order for any FEC when the Director or his or her  

     

designee has determined that the continued operation of the FEC poses an immediate and serious danger 

to the public health, safety, and welfare. An opportunity for a hearing shall be promptly initiated after 

an Emergency Suspension Order has been issued; and 
 

        (4) adopt rules as needed to implement this Section.  

(Source: P.A. 99-490, eff. 12-4-15; 99-710, eff. 8-5-16.)  

  
    Section 15. The Illinois Public Aid Code is amended by changing Sections 5-5.02, 5-5e.1, 5A-2, 5A-4, 

5A-5, 5A-8, 5A-10, 5A-12.5, 5A-13, 5A-14, 5A-15, 12-4.105, and 14-12, and by adding Sections 5A-

12.6, and 5A-16 as follows: 
    (305 ILCS 5/5-5.02) (from Ch. 23, par. 5-5.02)  

    Sec. 5-5.02. Hospital reimbursements.  

    (a) Reimbursement to Hospitals; July 1, 1992 through September 30, 1992. Notwithstanding any other 
provisions of this Code or the Illinois Department's Rules promulgated under the Illinois Administrative 

Procedure Act, reimbursement to hospitals for services provided during the period July 1, 1992 through 

September 30, 1992, shall be as follows:  
        (1) For inpatient hospital services rendered, or if applicable, for inpatient hospital  

     

discharges occurring, on or after July 1, 1992 and on or before September 30, 1992, the Illinois 

Department shall reimburse hospitals for inpatient services under the reimbursement methodologies in 
effect for each hospital, and at the inpatient payment rate calculated for each hospital, as of June 30, 

1992. For purposes of this paragraph, "reimbursement methodologies" means all reimbursement 

methodologies that pertain to the provision of inpatient hospital services, including, but not limited to, 
any adjustments for disproportionate share, targeted access, critical care access and uncompensated 

care, as defined by the Illinois Department on June 30, 1992. 
 

        (2) For the purpose of calculating the inpatient payment rate for each hospital eligible  

     
to receive quarterly adjustment payments for targeted access and critical care, as defined by the Illinois 

Department on June 30, 1992, the adjustment payment for the period July 1, 1992 through September 
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30, 1992, shall be 25% of the annual adjustment payments calculated for each eligible hospital, as of 

June 30, 1992. The Illinois Department shall determine by rule the adjustment payments for targeted 

access and critical care beginning October 1, 1992. 
 

        (3) For the purpose of calculating the inpatient payment rate for each hospital eligible  

     

to receive quarterly adjustment payments for uncompensated care, as defined by the Illinois Department 

on June 30, 1992, the adjustment payment for the period August 1, 1992 through September 30, 1992, 

shall be one-sixth of the total uncompensated care adjustment payments calculated for each eligible 
hospital for the uncompensated care rate year, as defined by the Illinois Department, ending on July 31, 

1992. The Illinois Department shall determine by rule the adjustment payments for uncompensated care 

beginning October 1, 1992. 
 

    (b) Inpatient payments. For inpatient services provided on or after October 1, 1993, in addition to rates 

paid for hospital inpatient services pursuant to the Illinois Health Finance Reform Act, as now or hereafter 
amended, or the Illinois Department's prospective reimbursement methodology, or any other methodology 

used by the Illinois Department for inpatient services, the Illinois Department shall make adjustment 

payments, in an amount calculated pursuant to the methodology described in paragraph (c) of this Section, 
to hospitals that the Illinois Department determines satisfy any one of the following requirements:  

        (1) Hospitals that are described in Section 1923 of the federal Social Security Act, as  

     

now or hereafter amended, except that for rate year 2015 and after a hospital described in Section 
1923(b)(1)(B) of the federal Social Security Act and qualified for the payments described in subsection 

(c) of this Section for rate year 2014 provided the hospital continues to meet the description in Section 

1923(b)(1)(B) in the current determination year; or 
 

        (2) Illinois hospitals that have a Medicaid inpatient utilization rate which is at least  

     
one-half a standard deviation above the mean Medicaid inpatient utilization rate for all hospitals in 

Illinois receiving Medicaid payments from the Illinois Department; or 
 

        (3) Illinois hospitals that on July 1, 1991 had a Medicaid inpatient utilization rate,  

     

as defined in paragraph (h) of this Section, that was at least the mean Medicaid inpatient utilization rate 

for all hospitals in Illinois receiving Medicaid payments from the Illinois Department and which were 
located in a planning area with one-third or fewer excess beds as determined by the Health Facilities 

and Services Review Board, and that, as of June 30, 1992, were located in a federally designated Health 

Manpower Shortage Area; or 
 

        (4) Illinois hospitals that:  

            (A) have a Medicaid inpatient utilization rate that is at least equal to the mean  

         
Medicaid inpatient utilization rate for all hospitals in Illinois receiving Medicaid payments from the 
Department; and 

 

            (B) also have a Medicaid obstetrical inpatient utilization rate that is at least one  

         
standard deviation above the mean Medicaid obstetrical inpatient utilization rate for all hospitals in 
Illinois receiving Medicaid payments from the Department for obstetrical services; or 

 

        (5) Any children's hospital, which means a hospital devoted exclusively to caring for  

     

children. A hospital which includes a facility devoted exclusively to caring for children shall be 
considered a children's hospital to the degree that the hospital's Medicaid care is provided to children if 

either (i) the facility devoted exclusively to caring for children is separately licensed as a hospital by a 

municipality prior to February 28, 2013 or (ii) the hospital has been designated by the State as a Level 
III perinatal care facility, has a Medicaid Inpatient Utilization rate greater than 55% for the rate year 

2003 disproportionate share determination, and has more than 10,000 qualified children days as defined 

by the Department in rulemaking. 
 

    (c) Inpatient adjustment payments. The adjustment payments required by paragraph (b) shall be 

calculated based upon the hospital's Medicaid inpatient utilization rate as follows:  

        (1) hospitals with a Medicaid inpatient utilization rate below the mean shall receive a  
     per day adjustment payment equal to $25; 

 

        (2) hospitals with a Medicaid inpatient utilization rate that is equal to or greater  

     

than the mean Medicaid inpatient utilization rate but less than one standard deviation above the mean 
Medicaid inpatient utilization rate shall receive a per day adjustment payment equal to the sum of $25 

plus $1 for each one percent that the hospital's Medicaid inpatient utilization rate exceeds the mean 

Medicaid inpatient utilization rate; 
 

        (3) hospitals with a Medicaid inpatient utilization rate that is equal to or greater  

     

than one standard deviation above the mean Medicaid inpatient utilization rate but less than 1.5 standard 

deviations above the mean Medicaid inpatient utilization rate shall receive a per day adjustment payment 
equal to the sum of $40 plus $7 for each one percent that the hospital's Medicaid inpatient utilization 

rate exceeds one standard deviation above the mean Medicaid inpatient utilization rate; and 
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        (4) hospitals with a Medicaid inpatient utilization rate that is equal to or greater  

     

than 1.5 standard deviations above the mean Medicaid inpatient utilization rate shall receive a per day 

adjustment payment equal to the sum of $90 plus $2 for each one percent that the hospital's Medicaid 

inpatient utilization rate exceeds 1.5 standard deviations above the mean Medicaid inpatient utilization 
rate. 

 

    (d) Supplemental adjustment payments. In addition to the adjustment payments described in paragraph 

(c), hospitals as defined in clauses (1) through (5) of paragraph (b), excluding county hospitals (as defined 
in subsection (c) of Section 15-1 of this Code) and a hospital organized under the University of Illinois 

Hospital Act, shall be paid supplemental inpatient adjustment payments of $60 per day. For purposes of 

Title XIX of the federal Social Security Act, these supplemental adjustment payments shall not be 
classified as adjustment payments to disproportionate share hospitals.  

    (e) The inpatient adjustment payments described in paragraphs (c) and (d) shall be increased on October 
1, 1993 and annually thereafter by a percentage equal to the lesser of (i) the increase in the DRI hospital 

cost index for the most recent 12 month period for which data are available, or (ii) the percentage increase 

in the statewide average hospital payment rate over the previous year's statewide average hospital payment 
rate. The sum of the inpatient adjustment payments under paragraphs (c) and (d) to a hospital, other than 

a county hospital (as defined in subsection (c) of Section 15-1 of this Code) or a hospital organized under 

the University of Illinois Hospital Act, however, shall not exceed $275 per day; that limit shall be increased 
on October 1, 1993 and annually thereafter by a percentage equal to the lesser of (i) the increase in the 

DRI hospital cost index for the most recent 12-month period for which data are available or (ii) the 

percentage increase in the statewide average hospital payment rate over the previous year's statewide 
average hospital payment rate.  

    (f) Children's hospital inpatient adjustment payments. For children's hospitals, as defined in clause (5) 

of paragraph (b), the adjustment payments required pursuant to paragraphs (c) and (d) shall be multiplied 
by 2.0.  

    (g) County hospital inpatient adjustment payments. For county hospitals, as defined in subsection (c) of 

Section 15-1 of this Code, there shall be an adjustment payment as determined by rules issued by the 
Illinois Department.  

    (h) For the purposes of this Section the following terms shall be defined as follows:  

        (1) "Medicaid inpatient utilization rate" means a fraction, the numerator of which is  

     

the number of a hospital's inpatient days provided in a given 12-month period to patients who, for such 

days, were eligible for Medicaid under Title XIX of the federal Social Security Act, and the denominator 

of which is the total number of the hospital's inpatient days in that same period. 
 

        (2) "Mean Medicaid inpatient utilization rate" means the total number of Medicaid  

     
inpatient days provided by all Illinois Medicaid-participating hospitals divided by the total number of 

inpatient days provided by those same hospitals. 
 

        (3) "Medicaid obstetrical inpatient utilization rate" means the ratio of Medicaid  

     
obstetrical inpatient days to total Medicaid inpatient days for all Illinois hospitals receiving Medicaid 

payments from the Illinois Department. 
 

    (i) Inpatient adjustment payment limit. In order to meet the limits of Public Law 102-234 and Public 

Law 103-66, the Illinois Department shall by rule adjust disproportionate share adjustment payments.  

    (j) University of Illinois Hospital inpatient adjustment payments. For hospitals organized under the 
University of Illinois Hospital Act, there shall be an adjustment payment as determined by rules adopted 

by the Illinois Department.  

    (k) The Illinois Department may by rule establish criteria for and develop methodologies for adjustment 
payments to hospitals participating under this Article.  

    (l) On and after July 1, 2012, the Department shall reduce any rate of reimbursement for services or 

other payments or alter any methodologies authorized by this Code to reduce any rate of reimbursement 
for services or other payments in accordance with Section 5-5e.  

    (m) The Department shall establish a cost-based reimbursement methodology for determining payments 

to hospitals for approved graduate medical education (GME) programs for dates of service on and after 
July 1, 2018. 

        (1) As used in this subsection, "hospitals" means the University of Illinois Hospital as defined in the 

University of Illinois Hospital Act and a county hospital in a county of over 3,000,000 inhabitants. 
        (2) An amendment to the Illinois Title XIX State Plan defining GME shall maximize reimbursement, 

shall not be limited to the education programs or special patient care payments allowed under Medicare, 

and shall include: 
            (A) inpatient days; 

            (B) outpatient days; 
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            (C) direct costs; 

            (D) indirect costs; 

            (E) managed care days; 

            (F) all stages of medical training and education including students, interns, residents, and fellows 
with no caps on the number of persons who may qualify; and 

            (G) patient care payments related to the complexities of treating Medicaid enrollees including 

clinical and social determinants of health. 
        (3) The Department shall make all GME payments directly to hospitals including such costs in 

support of clients enrolled in Medicaid managed care entities. 

        (4) The Department shall promptly take all actions necessary for reimbursement to be effective for 
dates of service on and after July 1, 2018 including publishing all appropriate public notices, amendments 

to the Illinois Title XIX State Plan, and adoption of administrative rules if necessary. 
        (5) As used in this subsection, "managed care days" means costs associated with services rendered to 

enrollees of Medicaid managed care entities. "Medicaid managed care entities" means any entity which 

contracts with the Department to provide services paid for on a capitated basis. "Medicaid managed care 
entities" includes a managed care organization and a managed care community network. 

        (6) All payments under this Section are contingent upon federal approval of changes to the Illinois 

Title XIX State Plan, if that approval is required. 
        (7) The Department may adopt rules necessary to implement this amendatory Act of the 100th 

General Assembly through the use of emergency rulemaking in accordance with subsection (aa) of Section 

5-45 of the Illinois Administrative Procedure Act. For purposes of that Act, the General Assembly finds 
that the adoption of rules to implement this amendatory Act of the 100th General Assembly is deemed an 

emergency and necessary for the public interest, safety, and welfare.  

(Source: P.A. 97-689, eff. 6-14-12; 98-104, eff. 7-22-13.)  
    (305 ILCS 5/5-5e.1)  

    Sec. 5-5e.1. Safety-Net Hospitals. 

    (a) A Safety-Net Hospital is an Illinois hospital that: 
        (1) is licensed by the Department of Public Health as a general acute care or pediatric  

     hospital; and 
 

        (2) is a disproportionate share hospital, as described in Section 1923 of the federal  

     Social Security Act, as determined by the Department; and 
 

        (3) meets one of the following: 

            (A) has a MIUR of at least 40% and a charity percent of at least 4%; or 
            (B) has a MIUR of at least 50%. 

    (b) Definitions. As used in this Section: 

        (1) "Charity percent" means the ratio of (i) the hospital's charity charges for services  

     
provided to individuals without health insurance or another source of third party coverage to (ii) the 

Illinois total hospital charges, each as reported on the hospital's OBRA form. 
 

        (2) "MIUR" means Medicaid Inpatient Utilization Rate and is defined as a fraction, the  

     

numerator of which is the number of a hospital's inpatient days provided in the hospital's fiscal year 

ending 3 years prior to the rate year, to patients who, for such days, were eligible for Medicaid under 

Title XIX of the federal Social Security Act, 42 USC 1396a et seq., excluding those persons eligible for 
medical assistance pursuant to 42 U.S.C. 1396a(a)(10)(A)(i)(VIII) as set forth in paragraph 18 of 

Section 5-2 of this Article, and the denominator of which is the total number of the hospital's inpatient 

days in that same period, excluding those persons eligible for medical assistance pursuant to 42 U.S.C. 
1396a(a)(10)(A)(i)(VIII) as set forth in paragraph 18 of Section 5-2 of this Article. 

 

        (3) "OBRA form" means form HFS-3834, OBRA '93 data collection form, for the rate year. 

        (4) "Rate year" means the 12-month period beginning on October 1. 
    (c) Beginning July 1, 2012 and ending on June 30, 2020 2018, a hospital that would have qualified for 

the rate year beginning October 1, 2011, shall be a Safety-Net Hospital. 

    (d) No later than August 15 preceding the rate year, each hospital shall submit the OBRA form to the 
Department. Prior to October 1, the Department shall notify each hospital whether it has qualified as a 

Safety-Net Hospital. 

    (e) The Department may promulgate rules in order to implement this Section.  
    (f) Nothing in this Section shall be construed as limiting the ability of the Department to include the 

Safety-Net Hospitals in the hospital rate reform mandated by Section 14-11 of this Code and implemented 

under Section 14-12 of this Code and by administrative rulemaking.  
(Source: P.A. 97-689, eff. 6-14-12; 98-104, eff. 7-22-13; 98-651, eff. 6-16-14.) 

    (305 ILCS 5/5A-2) (from Ch. 23, par. 5A-2) 
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    (Section scheduled to be repealed on July 1, 2018) 

    Sec. 5A-2. Assessment.  

    (a)(1) Subject to Sections 5A-3 and 5A-10, for State fiscal years 2009 through 2018, or as long as 

continued under Section 5A-16, an annual assessment on inpatient services is imposed on each hospital 
provider in an amount equal to $218.38 multiplied by the difference of the hospital's occupied bed days 

less the hospital's Medicare bed days, provided, however, that the amount of $218.38 shall be increased 

by a uniform percentage to generate an amount equal to 75% of the State share of the payments authorized 
under Section 5A-12.5, with such increase only taking effect upon the date that a State share for such 

payments is required under federal law. For the period of April through June 2015, the amount of $218.38 

used to calculate the assessment under this paragraph shall, by emergency rule under subsection (s) of 
Section 5-45 of the Illinois Administrative Procedure Act, be increased by a uniform percentage to 

generate $20,250,000 in the aggregate for that period from all hospitals subject to the annual assessment 
under this paragraph.  

    (2) In addition to any other assessments imposed under this Article, effective July 1, 2016 and semi-

annually thereafter through June 2018, or as provided in Section 5A-16, in addition to any federally 
required State share as authorized under paragraph (1), the amount of $218.38 shall be increased by a 

uniform percentage to generate an amount equal to 75% of the ACA Assessment Adjustment, as defined 

in subsection (b-6) of this Section.  
    For State fiscal years 2009 through 2018 2014 and after, or as provided in Section 5A-16, a hospital's 

occupied bed days and Medicare bed days shall be determined using the most recent data available from 

each hospital's 2005 Medicare cost report as contained in the Healthcare Cost Report Information System 
file, for the quarter ending on December 31, 2006, without regard to any subsequent adjustments or 

changes to such data. If a hospital's 2005 Medicare cost report is not contained in the Healthcare Cost 

Report Information System, then the Illinois Department may obtain the hospital provider's occupied bed 
days and Medicare bed days from any source available, including, but not limited to, records maintained 

by the hospital provider, which may be inspected at all times during business hours of the day by the 

Illinois Department or its duly authorized agents and employees.  
    (3) Subject to Sections 5A-3, 5A-10, and 5A-16, for State fiscal years 2019 and 2020, an annual 

assessment on inpatient services is imposed on each hospital provider in an amount equal to $197.19 

multiplied by the difference of the hospital's occupied bed days less the hospital's Medicare bed days; 

however, for State fiscal year 2020, the amount of $197.19 shall be increased by a uniform percentage to 

generate an additional $6,250,000 in the aggregate for that period from all hospitals subject to the annual 

assessment under this paragraph. For State fiscal years 2019 and 2020, a hospital's occupied bed days and 
Medicare bed days shall be determined using the most recent data available from each hospital's 2015 

Medicare cost report as contained in the Healthcare Cost Report Information System file, for the quarter 

ending on March 31, 2017, without regard to any subsequent adjustments or changes to such data. If a 
hospital's 2015 Medicare cost report is not contained in the Healthcare Cost Report Information System, 

then the Illinois Department may obtain the hospital provider's occupied bed days and Medicare bed days 

from any source available, including, but not limited to, records maintained by the hospital provider, which 
may be inspected at all times during business hours of the day by the Illinois Department or its duly 

authorized agents and employees. Notwithstanding any other provision in this Article, for a hospital 

provider that did not have a 2015 Medicare cost report, but paid an assessment in State fiscal year 2018 
on the basis of hypothetical data, that assessment amount shall be used for State fiscal years 2019 and 

2020; however, for State fiscal year 2020, the assessment amount shall be increased by the proportion that 

it represents of the total annual assessment that is generated from all hospitals in order to generate 
$6,250,000 in the aggregate for that period from all hospitals subject to the annual assessment under this 

paragraph. 

    Subject to Sections 5A-3 and 5A-10, for State fiscal years 2021 through 2024, an annual assessment on 
inpatient services is imposed on each hospital provider in an amount equal to $197.19 multiplied by the 

difference of the hospital's occupied bed days less the hospital's Medicare bed days, provided however, 

that the amount of $197.19 used to calculate the assessment under this paragraph shall, by rule, be adjusted 
by a uniform percentage to generate the same total annual assessment that was generated in State fiscal 

year 2020 from all hospitals subject to the annual assessment under this paragraph plus $6,250,000. For 

State fiscal years 2021 and 2022, a hospital's occupied bed days and Medicare bed days shall be determined 
using the most recent data available from each hospital's 2017 Medicare cost report as contained in the 

Healthcare Cost Report Information System file, for the quarter ending on March 31, 2019, without regard 

to any subsequent adjustments or changes to such data. For State fiscal years 2023 and 2024, a hospital's 
occupied bed days and Medicare bed days shall be determined using the most recent data available from 

each hospital's 2019 Medicare cost report as contained in the Healthcare Cost Report Information System 
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file, for the quarter ending on March 31, 2021, without regard to any subsequent adjustments or changes 

to such data.  

    (b) (Blank).  

    (b-5)(1) Subject to Sections 5A-3 and 5A-10, for the portion of State fiscal year 2012, beginning June 
10, 2012 through June 30, 2012, and for State fiscal years 2013 through 2018, or as provided in Section 

5A-16, an annual assessment on outpatient services is imposed on each hospital provider in an amount 

equal to .008766 multiplied by the hospital's outpatient gross revenue, provided, however, that the amount 
of .008766 shall be increased by a uniform percentage to generate an amount equal to 25% of the State 

share of the payments authorized under Section 5A-12.5, with such increase only taking effect upon the 

date that a State share for such payments is required under federal law. For the period beginning June 10, 
2012 through June 30, 2012, the annual assessment on outpatient services shall be prorated by multiplying 

the assessment amount by a fraction, the numerator of which is 21 days and the denominator of which is 
365 days. For the period of April through June 2015, the amount of .008766 used to calculate the 

assessment under this paragraph shall, by emergency rule under subsection (s) of Section 5-45 of the 

Illinois Administrative Procedure Act, be increased by a uniform percentage to generate $6,750,000 in the 
aggregate for that period from all hospitals subject to the annual assessment under this paragraph.  

    (2) In addition to any other assessments imposed under this Article, effective July 1, 2016 and semi-

annually thereafter through June 2018, in addition to any federally required State share as authorized under 
paragraph (1), the amount of .008766 shall be increased by a uniform percentage to generate an amount 

equal to 25% of the ACA Assessment Adjustment, as defined in subsection (b-6) of this Section.  

    For the portion of State fiscal year 2012, beginning June 10, 2012 through June 30, 2012, and State 
fiscal years 2013 through 2018, or as provided in Section 5A-16, a hospital's outpatient gross revenue shall 

be determined using the most recent data available from each hospital's 2009 Medicare cost report as 

contained in the Healthcare Cost Report Information System file, for the quarter ending on June 30, 2011, 
without regard to any subsequent adjustments or changes to such data. If a hospital's 2009 Medicare cost 

report is not contained in the Healthcare Cost Report Information System, then the Department may obtain 

the hospital provider's outpatient gross revenue from any source available, including, but not limited to, 
records maintained by the hospital provider, which may be inspected at all times during business hours of 

the day by the Department or its duly authorized agents and employees.  

    (3) Subject to Sections 5A-3, 5A-10, and 5A-16, for State fiscal years 2019 and 2020, an annual 

assessment on outpatient services is imposed on each hospital provider in an amount equal to .01358 

multiplied by the hospital's outpatient gross revenue; however, for State fiscal year 2020, the amount of 

.01358 shall be increased by a uniform percentage to generate an additional $6,250,000 in the aggregate 
for that period from all hospitals subject to the annual assessment under this paragraph. For State fiscal 

years 2019 and 2020, a hospital's outpatient gross revenue shall be determined using the most recent data 

available from each hospital's 2015 Medicare cost report as contained in the Healthcare Cost Report 
Information System file, for the quarter ending on March 31, 2017, without regard to any subsequent 

adjustments or changes to such data. If a hospital's 2015 Medicare cost report is not contained in the 

Healthcare Cost Report Information System, then the Department may obtain the hospital provider's 
outpatient gross revenue from any source available, including, but not limited to, records maintained by 

the hospital provider, which may be inspected at all times during business hours of the day by the 

Department or its duly authorized agents and employees. Notwithstanding any other provision in this 
Article, for a hospital provider that did not have a 2015 Medicare cost report, but paid an assessment in 

State fiscal year 2018 on the basis of hypothetical data, that assessment amount shall be used for State 

fiscal years 2019 and 2020; however, for State fiscal year 2020, the assessment amount shall be increased 
by the proportion that it represents of the total annual assessment that is generated from all hospitals in 

order to generate $6,250,000 in the aggregate for that period from all hospitals subject to the annual 

assessment under this paragraph. 
    Subject to Sections 5A-3 and 5A-10, for State fiscal years 2021 through 2024, an annual assessment on 

outpatient services is imposed on each hospital provider in an amount equal to .01358 multiplied by the 

hospital's outpatient gross revenue, provided however, that the amount of .01358 used to calculate the 
assessment under this paragraph shall, by rule, be adjusted by a uniform percentage to generate the same 

total annual assessment that was generated in State fiscal year 2020 from all hospitals subject to the annual 

assessment under this paragraph plus $6,250,000. For State fiscal years 2021 and 2022, a hospital's 
outpatient gross revenue shall be determined using the most recent data available from each hospital's 

2017 Medicare cost report as contained in the Healthcare Cost Report Information System file, for the 

quarter ending on March 31, 2019, without regard to any subsequent adjustments or changes to such data. 
For State fiscal years 2023 and 2024, a hospital's outpatient gross revenue shall be determined using the 

most recent data available from each hospital's 2019 Medicare cost report as contained in the Healthcare 
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Cost Report Information System file, for the quarter ending on March 31, 2021, without regard to any 

subsequent adjustments or changes to such data.  

    (b-6)(1) As used in this Section, "ACA Assessment Adjustment" means: 

        (A) For the period of July 1, 2016 through December 31, 2016, the product of .19125  

     

multiplied by the sum of the fee-for-service payments to hospitals as authorized under Section 5A-12.5 

and the adjustments authorized under subsection (t) of Section 5A-12.2 to managed care organizations 

for hospital services due and payable in the month of April 2016 multiplied by 6. 
 

        (B) For the period of January 1, 2017 through June 30, 2017, the product of .19125  

     

multiplied by the sum of the fee-for-service payments to hospitals as authorized under Section 5A-12.5 

and the adjustments authorized under subsection (t) of Section 5A-12.2 to managed care organizations 
for hospital services due and payable in the month of October 2016 multiplied by 6, except that the 

amount calculated under this subparagraph (B) shall be adjusted, either positively or negatively, to 
account for the difference between the actual payments issued under Section 5A-12.5 for the period 

beginning July 1, 2016 through December 31, 2016 and the estimated payments due and payable in the 

month of April 2016 multiplied by 6 as described in subparagraph (A). 
 

        (C) For the period of July 1, 2017 through December 31, 2017, the product of .19125  

     

multiplied by the sum of the fee-for-service payments to hospitals as authorized under Section 5A-12.5 

and the adjustments authorized under subsection (t) of Section 5A-12.2 to managed care organizations 
for hospital services due and payable in the month of April 2017 multiplied by 6, except that the amount 

calculated under this subparagraph (C) shall be adjusted, either positively or negatively, to account for 

the difference between the actual payments issued under Section 5A-12.5 for the period beginning 
January 1, 2017 through June 30, 2017 and the estimated payments due and payable in the month of 

October 2016 multiplied by 6 as described in subparagraph (B). 
 

        (D) For the period of January 1, 2018 through June 30, 2018, the product of .19125  

     

multiplied by the sum of the fee-for-service payments to hospitals as authorized under Section 5A-12.5 

and the adjustments authorized under subsection (t) of Section 5A-12.2 to managed care organizations 

for hospital services due and payable in the month of October 2017 multiplied by 6, except that: 
 

            (i) the amount calculated under this subparagraph (D) shall be adjusted, either  

         

positively or negatively, to account for the difference between the actual payments issued under 

Section 5A-12.5 for the period of July 1, 2017 through December 31, 2017 and the estimated 

payments due and payable in the month of April 2017 multiplied by 6 as described in subparagraph 

(C); and 
 

            (ii) the amount calculated under this subparagraph (D) shall be adjusted to include  

         
the product of .19125 multiplied by the sum of the fee-for-service payments, if any, estimated to be 

paid to hospitals under subsection (b) of Section 5A-12.5. 
 

    (2) The Department shall complete and apply a final reconciliation of the ACA Assessment Adjustment 
prior to June 30, 2018 to account for: 

        (A) any differences between the actual payments issued or scheduled to be issued prior  

     
to June 30, 2018 as authorized in Section 5A-12.5 for the period of January 1, 2018 through June 30, 
2018 and the estimated payments due and payable in the month of October 2017 multiplied by 6 as 

described in subparagraph (D); and 
 

        (B) any difference between the estimated fee-for-service payments under subsection (b)  
     of Section 5A-12.5 and the amount of such payments that are actually scheduled to be paid. 

 

    The Department shall notify hospitals of any additional amounts owed or reduction credits to be applied 

to the June 2018 ACA Assessment Adjustment. This is to be considered the final reconciliation for the 
ACA Assessment Adjustment. 

    (3) Notwithstanding any other provision of this Section, if for any reason the scheduled payments under 

subsection (b) of Section 5A-12.5 are not issued in full by the final day of the period authorized under 
subsection (b) of Section 5A-12.5, funds collected from each hospital pursuant to subparagraph (D) of 

paragraph (1) and pursuant to paragraph (2), attributable to the scheduled payments authorized under 

subsection (b) of Section 5A-12.5 that are not issued in full by the final day of the period attributable to 
each payment authorized under subsection (b) of Section 5A-12.5, shall be refunded. 

    (4) The increases authorized under paragraph (2) of subsection (a) and paragraph (2) of subsection (b-

5) shall be limited to the federally required State share of the total payments authorized under Section 5A-
12.5 if the sum of such payments yields an annualized amount equal to or less than $450,000,000, or if the 

adjustments authorized under subsection (t) of Section 5A-12.2 are found not to be actuarially sound; 

however, this limitation shall not apply to the fee-for-service payments described in subsection (b) of 
Section 5A-12.5. 

    (c) (Blank).  
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    (d) Notwithstanding any of the other provisions of this Section, the Department is authorized to adopt 

rules to reduce the rate of any annual assessment imposed under this Section, as authorized by Section 5-

46.2 of the Illinois Administrative Procedure Act.  

    (e) Notwithstanding any other provision of this Section, any plan providing for an assessment on a 
hospital provider as a permissible tax under Title XIX of the federal Social Security Act and Medicaid-

eligible payments to hospital providers from the revenues derived from that assessment shall be reviewed 

by the Illinois Department of Healthcare and Family Services, as the Single State Medicaid Agency 
required by federal law, to determine whether those assessments and hospital provider payments meet 

federal Medicaid standards. If the Department determines that the elements of the plan may meet federal 

Medicaid standards and a related State Medicaid Plan Amendment is prepared in a manner and form 
suitable for submission, that State Plan Amendment shall be submitted in a timely manner for review by 

the Centers for Medicare and Medicaid Services of the United States Department of Health and Human 
Services and subject to approval by the Centers for Medicare and Medicaid Services of the United States 

Department of Health and Human Services. No such plan shall become effective without approval by the 

Illinois General Assembly by the enactment into law of related legislation. Notwithstanding any other 
provision of this Section, the Department is authorized to adopt rules to reduce the rate of any annual 

assessment imposed under this Section. Any such rules may be adopted by the Department under Section 

5-50 of the Illinois Administrative Procedure Act.  
(Source: P.A. 98-104, eff. 7-22-13; 98-651, eff. 6-16-14; 99-2, eff. 3-26-15; 99-516, eff. 6-30-16.)  

    (305 ILCS 5/5A-4) (from Ch. 23, par. 5A-4) 

    Sec. 5A-4. Payment of assessment; penalty.  
    (a) The assessment imposed by Section 5A-2 for State fiscal year 2009 through State fiscal year 2018 

or as provided in Section 5A-16, and each subsequent State fiscal year shall be due and payable in monthly 

installments, each equaling one-twelfth of the assessment for the year, on the fourteenth State business 
day of each month. No installment payment of an assessment imposed by Section 5A-2 shall be due and 

payable, however, until after the Comptroller has issued the payments required under this Article.  

    Except as provided in subsection (a-5) of this Section, the assessment imposed by subsection (b-5) of 
Section 5A-2 for the portion of State fiscal year 2012 beginning June 10, 2012 through June 30, 2012, and 

for State fiscal year 2013 through State fiscal year 2018 or as provided in Section 5A-16, and each 

subsequent State fiscal year shall be due and payable in monthly installments, each equaling one-twelfth 

of the assessment for the year, on the 14th State business day of each month. No installment payment of 

an assessment imposed by subsection (b-5) of Section 5A-2 shall be due and payable, however, until after: 

(i) the Department notifies the hospital provider, in writing, that the payment methodologies to hospitals 
required under Section 5A-12.4, have been approved by the Centers for Medicare and Medicaid Services 

of the U.S. Department of Health and Human Services, and the waiver under 42 CFR 433.68 for the 

assessment imposed by subsection (b-5) of Section 5A-2, if necessary, has been granted by the Centers for 
Medicare and Medicaid Services of the U.S. Department of Health and Human Services; and (ii) the 

Comptroller has issued the payments required under Section 5A-12.4. Upon notification to the Department 

of approval of the payment methodologies required under Section 5A-12.4 and the waiver granted under 
42 CFR 433.68, if necessary, all installments otherwise due under subsection (b-5) of Section 5A-2 prior 

to the date of notification shall be due and payable to the Department upon written direction from the 

Department and issuance by the Comptroller of the payments required under Section 5A-12.4.  
    Except as provided in subsection (a-5) of this Section, the assessment imposed under Section 5A-2 for 

State fiscal year 2019 and each subsequent State fiscal year shall be due and payable in monthly 

installments, each equaling one-twelfth of the assessment for the year, on the 14th State business day of 
each month. No installment payment of an assessment imposed by Section 5A-2 shall be due and payable, 

however, until after: (i) the Department notifies the hospital provider, in writing, that the payment 

methodologies to hospitals required under Section 5A-12.6 have been approved by the Centers for 
Medicare and Medicaid Services of the U.S. Department of Health and Human Services, and the waiver 

under 42 CFR 433.68 for the assessment imposed by Section 5A-2, if necessary, has been granted by the 

Centers for Medicare and Medicaid Services of the U.S. Department of Health and Human Services; and 
(ii) the Comptroller has issued the payments required under Section 5A-12.6. Upon notification to the 

Department of approval of the payment methodologies required under Section 5A-12.6 and the waiver 

granted under 42 CFR 433.68, if necessary, all installments otherwise due under Section 5A-2 prior to the 
date of notification shall be due and payable to the Department upon written direction from the Department 

and issuance by the Comptroller of the payments required under Section 5A-12.6.  

    (a-5) The Illinois Department may accelerate the schedule upon which assessment installments are due 
and payable by hospitals with a payment ratio greater than or equal to one. Such acceleration of due dates 

for payment of the assessment may be made only in conjunction with a corresponding acceleration in 
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access payments identified in Section 5A-12.2, or Section 5A-12.4 , or Section 5A-12.6 to the same 

hospitals. For the purposes of this subsection (a-5), a hospital's payment ratio is defined as the quotient 

obtained by dividing the total payments for the State fiscal year, as authorized under Section 5A-12.2, or 

Section 5A-12.4, or Section 5A-12.6, by the total assessment for the State fiscal year imposed under 
Section 5A-2 or subsection (b-5) of Section 5A-2.  

    (b) The Illinois Department is authorized to establish delayed payment schedules for hospital providers 

that are unable to make installment payments when due under this Section due to financial difficulties, as 
determined by the Illinois Department.  

    (c) If a hospital provider fails to pay the full amount of an installment when due (including any 

extensions granted under subsection (b)), there shall, unless waived by the Illinois Department for 
reasonable cause, be added to the assessment imposed by Section 5A-2 a penalty assessment equal to the 

lesser of (i) 5% of the amount of the installment not paid on or before the due date plus 5% of the portion 
thereof remaining unpaid on the last day of each 30-day period thereafter or (ii) 100% of the installment 

amount not paid on or before the due date. For purposes of this subsection, payments will be credited first 

to unpaid installment amounts (rather than to penalty or interest), beginning with the most delinquent 
installments.  

    (d) Any assessment amount that is due and payable to the Illinois Department more frequently than once 

per calendar quarter shall be remitted to the Illinois Department by the hospital provider by means of 
electronic funds transfer. The Illinois Department may provide for remittance by other means if (i) the 

amount due is less than $10,000 or (ii) electronic funds transfer is unavailable for this purpose.  

(Source: P.A. 97-688, eff. 6-14-12; 97-689, eff. 6-14-12; 98-104, eff. 7-22-13.) 
    (305 ILCS 5/5A-5) (from Ch. 23, par. 5A-5) 

    Sec. 5A-5. Notice; penalty; maintenance of records.  

    (a) The Illinois Department shall send a notice of assessment to every hospital provider subject to 
assessment under this Article. The notice of assessment shall notify the hospital of its assessment and shall 

be sent after receipt by the Department of notification from the Centers for Medicare and Medicaid 

Services of the U.S. Department of Health and Human Services that the payment methodologies required 
under this Article and, if necessary, the waiver granted under 42 CFR 433.68 have been approved. The 

notice shall be on a form prepared by the Illinois Department and shall state the following:  

        (1) The name of the hospital provider.  

        (2) The address of the hospital provider's principal place of business from which the  

     
provider engages in the occupation of hospital provider in this State, and the name and address of each 

hospital operated, conducted, or maintained by the provider in this State.  
 

        (3) The occupied bed days, occupied bed days less Medicare days, adjusted gross hospital  

     

revenue, or outpatient gross revenue of the hospital provider (whichever is applicable), the amount of 

assessment imposed under Section 5A-2 for the State fiscal year for which the notice is sent, and the 
amount of each installment to be paid during the State fiscal year.  

 

        (4) (Blank).  

        (5) Other reasonable information as determined by the Illinois Department.  
    (b) If a hospital provider conducts, operates, or maintains more than one hospital licensed by the Illinois 

Department of Public Health, the provider shall pay the assessment for each hospital separately.  

    (c) Notwithstanding any other provision in this Article, in the case of a person who ceases to conduct, 
operate, or maintain a hospital in respect of which the person is subject to assessment under this Article as 

a hospital provider, the assessment for the State fiscal year in which the cessation occurs shall be adjusted 

by multiplying the assessment computed under Section 5A-2 by a fraction, the numerator of which is the 
number of days in the year during which the provider conducts, operates, or maintains the hospital and the 

denominator of which is 365. Immediately upon ceasing to conduct, operate, or maintain a hospital, the 

person shall pay the assessment for the year as so adjusted (to the extent not previously paid).  
    (d) Notwithstanding any other provision in this Article, a provider who commences conducting, 

operating, or maintaining a hospital, upon notice by the Illinois Department, shall pay the assessment 

computed under Section 5A-2 and subsection (e) in installments on the due dates stated in the notice and 
on the regular installment due dates for the State fiscal year occurring after the due dates of the initial 

notice.  

    (e) Notwithstanding any other provision in this Article, for State fiscal years 2009 through 2018, in the 
case of a hospital provider that did not conduct, operate, or maintain a hospital in 2005, the assessment for 

that State fiscal year shall be computed on the basis of hypothetical occupied bed days for the full calendar 

year as determined by the Illinois Department. Notwithstanding any other provision in this Article, for the 
portion of State fiscal year 2012 beginning June 10, 2012 through June 30, 2012, and for State fiscal years 

2013 through 2018, in the case of a hospital provider that did not conduct, operate, or maintain a hospital 
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in 2009, the assessment under subsection (b-5) of Section 5A-2 for that State fiscal year shall be computed 

on the basis of hypothetical gross outpatient revenue for the full calendar year as determined by the Illinois 

Department.  

    Notwithstanding any other provision in this Article, for State fiscal years 2019 through 2024, in the case 
of a hospital provider that did not conduct, operate, or maintain a hospital in the year that is the basis of 

the calculation of the assessment under this Article, the assessment under paragraph (3) of subsection (a) 

of Section 5A-2 for the State fiscal year shall be computed on the basis of hypothetical occupied bed days 
for the full calendar year as determined by the Illinois Department, except that for a hospital provider that 

did not have a 2015 Medicare cost report, but paid an assessment in State fiscal year 2018 on the basis of 

hypothetical data, that assessment amount shall be used for State fiscal years 2019 and 2020; however, for 
State fiscal year 2020, the assessment amount shall be increased by the proportion that it represents of the 

total annual assessment that is generated from all hospitals in order to generate $6,250,000 in the aggregate 
for that period from all hospitals subject to the annual assessment under this paragraph. 

    Notwithstanding any other provision in this Article, for State fiscal years 2019 through 2024, in the case 

of a hospital provider that did not conduct, operate, or maintain a hospital in the year that is the basis of 
the calculation of the assessment under this Article, the assessment under subsection (b-5) of Section 5A-

2 for that State fiscal year shall be computed on the basis of hypothetical gross outpatient revenue for the 

full calendar year as determined by the Illinois Department, except that for a hospital provider that did not 
have a 2015 Medicare cost report, but paid an assessment in State fiscal year 2018 on the basis of 

hypothetical data, that assessment amount shall be used for State fiscal years 2019 and 2020; however, for 

State fiscal year 2020, the assessment amount shall be increased by the proportion that it represents of the 
total annual assessment that is generated from all hospitals in order to generate $6,250,000 in the aggregate 

for that period from all hospitals subject to the annual assessment under this paragraph.  

    (f) Every hospital provider subject to assessment under this Article shall keep sufficient records to 
permit the determination of adjusted gross hospital revenue for the hospital's fiscal year. All such records 

shall be kept in the English language and shall, at all times during regular business hours of the day, be 

subject to inspection by the Illinois Department or its duly authorized agents and employees.  
    (g) The Illinois Department may, by rule, provide a hospital provider a reasonable opportunity to request 

a clarification or correction of any clerical or computational errors contained in the calculation of its 

assessment, but such corrections shall not extend to updating the cost report information used to calculate 

the assessment.  

    (h) (Blank).  

(Source: P.A. 98-104, eff. 7-22-13; 98-463, eff. 8-16-13; 98-651, eff. 6-16-14; 98-756, eff. 7-16-14; 99-
78, eff. 7-20-15.)  

    (305 ILCS 5/5A-8) (from Ch. 23, par. 5A-8)  

    Sec. 5A-8. Hospital Provider Fund.  
    (a) There is created in the State Treasury the Hospital Provider Fund. Interest earned by the Fund shall 

be credited to the Fund. The Fund shall not be used to replace any moneys appropriated to the Medicaid 

program by the General Assembly.  
    (b) The Fund is created for the purpose of receiving moneys in accordance with Section 5A-6 and 

disbursing moneys only for the following purposes, notwithstanding any other provision of law:  

        (1) For making payments to hospitals as required under this Code, under the Children's  

     
Health Insurance Program Act, under the Covering ALL KIDS Health Insurance Act, and under the 

Long Term Acute Care Hospital Quality Improvement Transfer Program Act.  
 

        (2) For the reimbursement of moneys collected by the Illinois Department from hospitals  
     or hospital providers through error or mistake in performing the activities authorized under this Code.  

 

        (3) For payment of administrative expenses incurred by the Illinois Department or its  

     
agent in performing activities under this Code, under the Children's Health Insurance Program Act, 
under the Covering ALL KIDS Health Insurance Act, and under the Long Term Acute Care Hospital 

Quality Improvement Transfer Program Act.  
 

        (4) For payments of any amounts which are reimbursable to the federal government for  
     payments from this Fund which are required to be paid by State warrant.  

 

        (5) For making transfers, as those transfers are authorized in the proceedings  

     
authorizing debt under the Short Term Borrowing Act, but transfers made under this paragraph (5) shall 
not exceed the principal amount of debt issued in anticipation of the receipt by the State of moneys to 

be deposited into the Fund.  
 

        (6) For making transfers to any other fund in the State treasury, but transfers made  
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under this paragraph (6) shall not exceed the amount transferred previously from that other fund into 

the Hospital Provider Fund plus any interest that would have been earned by that fund on the monies 

that had been transferred.  
 

        (6.5) For making transfers to the Healthcare Provider Relief Fund, except that transfers  
     made under this paragraph (6.5) shall not exceed $60,000,000 in the aggregate.  

 

        (7) For making transfers not exceeding the following amounts, related to State fiscal  

     years 2013 through 2018, to the following designated funds: 
 

            Health and Human Services Medicaid Trust 

                Fund...................................................................................................$20,000,000 

            Long-Term Care Provider Fund.....................................................................$30,000,000 
            General Revenue Fund................................................................................$80,000,000. 

    Transfers under this paragraph shall be made within 7 days after the payments have been  
     received pursuant to the schedule of payments provided in subsection (a) of Section 5A-4. 

 

        (7.1) (Blank).  

        (7.5) (Blank). 
        (7.8) (Blank). 

        (7.9) (Blank). 

        (7.10) For State fiscal year 2014, for making transfers of the moneys resulting from the  

     

assessment under subsection (b-5) of Section 5A-2 and received from hospital providers under Section 

5A-4 and transferred into the Hospital Provider Fund under Section 5A-6 to the designated funds not 

exceeding the following amounts in that State fiscal year: 
 

            Healthcare Provider Relief Fund...............................................................$100,000,000 

        Transfers under this paragraph shall be made within 7 days after the payments have been  

     received pursuant to the schedule of payments provided in subsection (a) of Section 5A-4.  
 

        The additional amount of transfers in this paragraph (7.10), authorized by Public Act  

     

98-651, shall be made within 10 State business days after June 16, 2014 (the effective date of Public 

Act 98-651). That authority shall remain in effect even if Public Act 98-651 does not become law until 
State fiscal year 2015. 

 

        (7.10a) For State fiscal years 2015 through 2018, for making transfers of the moneys  

     

resulting from the assessment under subsection (b-5) of Section 5A-2 and received from hospital 

providers under Section 5A-4 and transferred into the Hospital Provider Fund under Section 5A-6 to the 

designated funds not exceeding the following amounts related to each State fiscal year:  
 

            Healthcare Provider Relief Fund...............................................................$50,000,000  
        Transfers under this paragraph shall be made within 7 days after the payments have been  

     received pursuant to the schedule of payments provided in subsection (a) of Section 5A-4.  
 

        (7.11) (Blank).  
        (7.12) For State fiscal year 2013, for increasing by 21/365ths the transfer of the  

     

moneys resulting from the assessment under subsection (b-5) of Section 5A-2 and received from 

hospital providers under Section 5A-4 for the portion of State fiscal year 2012 beginning June 10, 2012 
through June 30, 2012 and transferred into the Hospital Provider Fund under Section 5A-6 to the 

designated funds not exceeding the following amounts in that State fiscal year:  
 

            Healthcare Provider Relief Fund.................................................................$2,870,000  
        Since the federal Centers for Medicare and Medicaid Services approval of the assessment  

     

authorized under subsection (b-5) of Section 5A-2, received from hospital providers under Section 5A-

4 and the payment methodologies to hospitals required under Section 5A-12.4 was not received by the 
Department until State fiscal year 2014 and since the Department made retroactive payments during 

State fiscal year 2014 related to the referenced period of June 2012, the transfer authority granted in this 

paragraph (7.12) is extended through the date that is 10 State business days after June 16, 2014 (the 
effective date of Public Act 98-651).  

 

        (7.13) In addition to any other transfers authorized under this Section, for State  

     

fiscal years 2017 and 2018, for making transfers to the Healthcare Provider Relief Fund of moneys 
collected from the ACA Assessment Adjustment authorized under subsections (a) and (b-5) of Section 

5A-2 and paid by hospital providers under Section 5A-4 into the Hospital Provider Fund under Section 

5A-6 for each State fiscal year. Timing of transfers to the Healthcare Provider Relief Fund under this 
paragraph shall be at the discretion of the Department, but no less frequently than quarterly. 

 

        (7.14) For making transfers not exceeding the following amounts, related to State fiscal years 2019 

through 2024, to the following designated funds: 
            Health and Human Services Medicaid Trust 

                Fund...................................................................................................$20,000,000 
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            Long-Term Care Provider Fund.....................................................................$30,000,000 

            Health Care Provider Relief Fund............................................................$325,000,000. 

        Transfers under this paragraph shall be made within 7 days after the payments have been received 

pursuant to the schedule of payments provided in subsection (a) of Section 5A-4.  
        (8) For making refunds to hospital providers pursuant to Section 5A-10.  

        (9) For making payment to capitated managed care organizations as described in  

     subsections (s) and (t) of Section 5A-12.2 and subsection (r) of Section 5A-12.6 of this Code.  
 

    Disbursements from the Fund, other than transfers authorized under paragraphs (5) and (6) of this 

subsection, shall be by warrants drawn by the State Comptroller upon receipt of vouchers duly executed 

and certified by the Illinois Department.  
    (c) The Fund shall consist of the following:  

        (1) All moneys collected or received by the Illinois Department from the hospital  
     provider assessment imposed by this Article.  

 

        (2) All federal matching funds received by the Illinois Department as a result of  

     expenditures made by the Illinois Department that are attributable to moneys deposited in the Fund.  
 

        (3) Any interest or penalty levied in conjunction with the administration of this  

     Article.  
 

        (3.5) As applicable, proceeds from surety bond payments payable to the Department as  
     referenced in subsection (s) of Section 5A-12.2 of this Code.  

 

        (4) Moneys transferred from another fund in the State treasury.  

        (5) All other moneys received for the Fund from any other source, including interest  
     earned thereon.  

 

    (d) (Blank).  

(Source: P.A. 98-104, eff. 7-22-13; 98-463, eff. 8-16-13; 98-651, eff. 6-16-14; 98-756, eff. 7-16-14; 99-
78, eff. 7-20-15; 99-516, eff. 6-30-16; 99-933, eff. 1-27-17; revised 2-15-17.)  

    (305 ILCS 5/5A-10) (from Ch. 23, par. 5A-10)  

    Sec. 5A-10. Applicability.  
    (a) The assessment imposed by subsection (a) of Section 5A-2 shall cease to be imposed and the 

Department's obligation to make payments shall immediately cease, and any moneys remaining in the 

Fund shall be refunded to hospital providers in proportion to the amounts paid by them, if:  

        (1) The payments to hospitals required under this Article are not eligible for federal  

     matching funds under Title XIX or XXI of the Social Security Act; 
 

        (2) For State fiscal years 2009 through 2018, and as provided in Section 5A-16, the Department of 
Healthcare and Family  

     

Services adopts any administrative rule change to reduce payment rates or alters any payment 

methodology that reduces any payment rates made to operating hospitals under the approved Title XIX 
or Title XXI State plan in effect January 1, 2008 except for: 

 

            (A) any changes for hospitals described in subsection (b) of Section 5A-3; 

            (B) any rates for payments made under this Article V-A;  
            (C) any changes proposed in State plan amendment transmittal numbers 08-01, 08-02,  

         08-04, 08-06, and 08-07; 
 

            (D) in relation to any admissions on or after January 1, 2011, a modification in the  

         

methodology for calculating outlier payments to hospitals for exceptionally costly stays, for hospitals 

reimbursed under the diagnosis-related grouping methodology in effect on July 1, 2011; provided 

that the Department shall be limited to one such modification during the 36-month period after the 
effective date of this amendatory Act of the 96th General Assembly;  

 

            (E) any changes affecting hospitals authorized by Public Act 97-689;  

            (F) any changes authorized by Section 14-12 of this Code, or for any changes  
         authorized under Section 5A-15 of this Code; or  

 

            (G) any changes authorized under Section 5-5b.1.  

    (b) The assessment imposed by Section 5A-2 shall not take effect or shall cease to be imposed, and the 
Department's obligation to make payments shall immediately cease, if the assessment is determined to be 

an impermissible tax under Title XIX of the Social Security Act. Moneys in the Hospital Provider Fund 

derived from assessments imposed prior thereto shall be disbursed in accordance with Section 5A-8 to the 
extent federal financial participation is not reduced due to the impermissibility of the assessments, and any 

remaining moneys shall be refunded to hospital providers in proportion to the amounts paid by them.  

    (c) The assessments imposed by subsection (b-5) of Section 5A-2 shall not take effect or shall cease to 
be imposed, the Department's obligation to make payments shall immediately cease, and any moneys 

remaining in the Fund shall be refunded to hospital providers in proportion to the amounts paid by them, 
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if the payments to hospitals required under Section 5A-12.4 or Section 5A-12.6 are not eligible for federal 

matching funds under Title XIX of the Social Security Act. 

    (d) The assessments imposed by Section 5A-2 shall not take effect or shall cease to be imposed, the 

Department's obligation to make payments shall immediately cease, and any moneys remaining in the 
Fund shall be refunded to hospital providers in proportion to the amounts paid by them, if:  

        (1) for State fiscal years 2013 through 2018, and as provided in Section 5A-16, the Department 

reduces any payment rates  

     

to hospitals as in effect on May 1, 2012, or alters any payment methodology as in effect on May 1, 2012, 

that has the effect of reducing payment rates to hospitals, except for any changes affecting hospitals 

authorized in Public Act 97-689 and any changes authorized by Section 14-12 of this Code, and except 
for any changes authorized under Section 5A-15, and except for any changes authorized under Section 

5-5b.1; 
 

        (2) for State fiscal years 2013 through 2018, and as provided in Section 5A-16, the Department 

reduces any supplemental  

     

payments made to hospitals below the amounts paid for services provided in State fiscal year 2011 as 
implemented by administrative rules adopted and in effect on or prior to June 30, 2011, except for any 

changes affecting hospitals authorized in Public Act 97-689 and any changes authorized by Section 14-

12 of this Code, and except for any changes authorized under Section 5A-15, and except for any changes 
authorized under Section 5-5b.1; or 

 

        (3) for State fiscal years 2015 through 2018, and as provided in Section 5A-16, the Department 

reduces the overall  

     

effective rate of reimbursement to hospitals below the level authorized under Section 14-12 of this Code, 

except for any changes under Section 14-12 or Section 5A-15 of this Code, and except for any changes 

authorized under Section 5-5b.1.  
 

    (e) Beginning in State fiscal year 2019, the assessments imposed under Section 5A-2 shall not take 

effect or shall cease to be imposed, the Department's obligation to make payments shall immediately cease, 

and any moneys remaining in the Fund shall be refunded to hospital providers in proportion to the amounts 
paid by them, if: 

        (1) the payments to hospitals required under Section 5A–12.6 are not eligible for federal matching 

funds under Title XIX of the Social Security Act; or 

        (2) the Department reduces the overall effective rate of reimbursement to hospitals below the level 

authorized under Section 14-12 of this Code, as in effect on December 31, 2017, except for any changes 

authorized under Sections 14-12 or Section 5A-15 of this Code, and except for any changes authorized 
under changes to Sections 5A-12.2, 5A-12.4, 5A-12.5, 5A-12.6, and 14-12 made by this amendatory Act 

of the 100th General Assembly.  

(Source: P.A. 98-463, eff. 8-16-13; 98-651, eff. 6-16-14; 99-2, eff. 3-26-15.)  
    (305 ILCS 5/5A-12.5)  

    Sec. 5A-12.5. Affordable Care Act adults; hospital access payments. 

    (a) The Department shall, subject to federal approval, mirror the Medical Assistance hospital 
reimbursement methodology for Affordable Care Act adults who are enrolled under a fee-for-service or 

capitated managed care program, including hospital access payments as defined in Section 5A-12.2 of this 

Article and hospital access improvement payments as defined in Section 5A-12.4 of this Article, in 
compliance with the equivalent rate provisions of the Affordable Care Act. 

    (b) If the fee-for-service payments authorized under this Section are deemed to be increases to payments 

for a prior period, the Department shall seek federal approval to issue such increases for the payments 
made through the period ending on June 30, 2018, or as provided in Section 5A-16, even if such increases 

are paid out during an extended payment period beyond such date. Payment of such increases beyond such 

date is subject to federal approval. If the Department receives federal approval of such increases, the 
Department shall pay such increases on the same schedule as it had used for such payments prior to June 

30, 2018.  

    (c) As used in this Section, "Affordable Care Act" is the collective term for the Patient Protection and 
Affordable Care Act (Pub. L. 111-148) and the Health Care and Education Reconciliation Act of 2010 

(Pub. L. 111-152).  

(Source: P.A. 98-651, eff. 6-16-14; 99-516, eff. 6-30-16.) 
    (305 ILCS 5/5A-12.6 new)  

    Sec. 5A-12.6. Continuation of hospital access payments on or after July 1, 2018. 

    (a) To preserve and improve access to hospital services, for hospital services rendered on or after July 
1, 2018 the Department shall, except for hospitals described in subsection (b) of Section 5A-3, make 

payments to hospitals as set forth in this Section. Payments under this Section are not due and payable, 
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however, until (i) the methodologies described in this Section are approved by the federal government in 

an appropriate State Plan amendment and (ii) the assessment imposed under this Article is determined to 

be a permissible tax under Title XIX of the Social Security Act. In determining the hospital access 

payments authorized under subsections (f) through (n) of this Section, unless otherwise specified, only 
Illinois hospitals shall be eligible for a payment and total Medicaid utilization statistics shall be used to 

determine the payment amount. In determining the hospital access payments authorized under subsection 

(d) and subsections (f) through (l) of this Section, if a hospital ceases to receive payments from the pool, 
the payments for all hospitals continuing to receive payments from such pool shall be uniformly adjusted 

to fully expend the aggregate amount of the pool, with such adjustment being effective on the first day of 

the second month following the date the hospital ceases to receive payments from such pool. 
    (b) Phase in of funds to claims-based payments and updates. To ensure access to hospital services, the 

Department may only use funds financed by the assessment authorized under Section 5A-2 to increase 
claims-based payment rates, including applicable policy add-on payments or adjusters, in accordance with 

this subsection. To increase the claims-based payment rates up to the amounts specified in this subsection, 

the hospital access payments authorized in subsection (d) and subsections (g) through (l) of this Section 
shall be uniformly reduced. 

        (1) For State fiscal years 2019 and 2020, up to $635,000,000 of the total spending financed from the 

assessment authorized under Section 5A-2 that is intended to pay for hospital services and the hospital 
supplemental access payments authorized under subsections (d) and (f) of Section 14-12 for payment in 

State fiscal year 2018 may be used to increase claims-based hospital payment rates as specified under 

Section 14-12. 
        (2) For State fiscal years 2021 and 2022, up to $1,164,000,000 of the total spending financed from 

the assessment authorized under Section 5A-2 that is intended to pay for hospital services and the hospital 

supplemental access payments authorized under subsections (d) and (f) of Section 14-12 for payment in 
State Fiscal Year 2018 may be used to increase claims-based hospital payment rates as specified under 

Section 14-12. 

        (3) For State fiscal years 2023, up to $1,397,000,000 of the total spending financed from the 
assessment authorized under Section 5A-2 that is intended to pay for hospital services and the hospital 

supplemental access payments authorized under subsections (d) and (f) of Section 14-12 for payment in 

State Fiscal Year 2018 may be used to increase claims-based hospital payment rates as specified under 

Section 14-12. 

        (4) For State fiscal years 2024, up to $1,663,000,000 of the total spending financed from the 

assessment authorized under Section 5A-2 that is intended to pay for hospital services and the hospital 
supplemental access payments authorized under subsections (d) and (f) of Section 14-12 for payment in 

State Fiscal Year 2018 may be used to increase claims-based hospital payment rates as specified under 

Section 14-12. 
        (5) Beginning in State fiscal year 2021, and at least every 24 months thereafter, the Department shall, 

by rule, update the hospital access payments authorized under this Section to take into account the amount 

of funds being used to increase claims-based hospital payment rates under Section 14-12 and to apply the 
most recently available data and information, including data from the most recent base year and qualifying 

criteria which shall correlate to the updated base year data, to determine a hospital's eligibility for each 

payment and the amount of the payment authorized under this Section. Any updates of the hospital access 
payment methodologies shall not result in any diminishment of the aggregate amount of hospital access 

payment expenditures, except for reductions attributable to the use of such funds to increase claims-based 

hospital payment rates as authorized by this Section. Nothing in this Section shall be construed as 
precluding variations in the amount of any individual hospital's access payments. The Department shall 

publish the proposed rules to update the hospital access payments at least 90 days before their proposed 

effective date. The proposed rules shall not be adopted using emergency rulemaking authority. The 
Department shall notify each hospital, in writing, of the impact of these updates on the hospital at least 30 

calendar days prior to their effective date. 

    (c) The hospital access payments authorized under subsections (d) through (n) of this Section shall be 
paid in 12 equal installments on or before the seventh State business day of each month, except that no 

payment shall be due within 100 days after the later of the date of notification of federal approval of the 

payment methodologies required under this Section or any waiver required under 42 CFR 433.68, at which 
time the sum of amounts required under this Section prior to the date of notification is due and payable. 

Payments under this Section are not due and payable, however, until (i) the methodologies described in 

this Section are approved by the federal government in an appropriate State Plan amendment and (ii) the 
assessment imposed under this Article is determined to be a permissible tax under Title XIX of the Social 
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Security Act. The Department may, when practicable, accelerate the schedule upon which payments 

authorized under this Section are made. 

    (d) Rate increase-based adjustment. 

        (1) From the funds financed by the assessment authorized under Section 5A-2, individual funding 
pools by category of service shall be established, for Inpatient General Acute Care services in the amount 

of $268,051,572, Inpatient Rehab Care services in the amount of $24,500,610, Inpatient Psychiatric Care 

service in the amount of $94,617,812, and Outpatient Care Services in the amount of $328,828,641. 
        (2) Each Illinois hospital and other hospitals authorized under this subsection, except for long-term 

acute care hospitals and public hospitals, shall be assigned a pool allocation percentage for each category 

of service that is equal to the ratio of the hospital's estimated FY2019 claims-based payments including 
all applicable FY2019 policy adjusters, multiplied by the applicable service credit factor for the hospital, 

divided by the total of the FY2019 claims-based payments including all FY2019 policy adjusters for each 
category of service adjusted by each hospital's applicable service credit factor for all qualified hospitals. 

For each category of service, a hospital shall receive a supplemental payment equal to its pool allocation 

percentage multiplied by the total pool amount. 
        (3) Effective July 1, 2018, for purposes of determining for State fiscal years 2019 and 2020 the 

hospitals eligible for the payments authorized under this subsection, the Department shall include 

children's hospitals located in St. Louis that are designated a Level III perinatal center by the Department 
of Public Health and also designated a Level I pediatric trauma center by the Department of Public Health 

as of December 1, 2017. 

        (4) As used in this subsection, "service credit factor" is determined based on a hospital's Rate Year 
2017 Medicaid inpatient utilization rate ("MIUR") rounded to the nearest whole percentage, as follows: 

            (A) Tier 1: A hospital with a MIUR equal to or greater than 60% shall have a service credit factor 

of 200%. 
            (B) Tier 2: A hospital with a MIUR equal to or greater than 33% but less than 60% shall have a 

service credit factor of 100%. 

            (C) Tier 3: A hospital with a MIUR equal to or greater than 20% but less than 33% shall have a 
service credit factor of 50%. 

            (D) Tier 4: A hospital with a MIUR less than 20% shall have a service credit factor of 10%. 

    (e) Graduate medical education. 

        (1) The calculation of graduate medical education payments shall be based on the hospital's Medicare 

cost report ending in Calendar Year 2015, as reported in Medicare cost reports released on October 19, 

2016 with data through September 30, 2016. An Illinois hospital reporting intern and resident cost on its 
Medicare cost report shall be eligible for graduate medical education payments. 

        (2) Each hospital's annualized Medicaid Intern Resident Cost is calculated using annualized intern 

and resident total costs obtained from Worksheet B Part I, Column 21 and 22 the sum of Lines 30-43, 50-
76, 90-93, 96-98, and 105-112 multiplied by the percentage that the hospital's Medicaid days (Worksheet 

S3 Part I, Column 7, Lines 14 and 16-18) comprise of the hospital's total days (Worksheet S3 Part I, 

Column 8, Lines 14 and 16-18). 
        (3) An annualized Medicaid indirect medical education (IME) payment is calculated for each hospital 

using its IME payments (Worksheet E Part A, Line 29, Col 1) multiplied by the percentage that its 

Medicaid days (Worksheet S3 Part I, Column 7, Lines 14 and 16-18) comprise of its Medicare days 
(Worksheet S3 Part I, Column 6, Lines 14 and 16-18). 

        (4) For each hospital, its annualized Medicaid Intern Resident Cost and its annualized Medicaid IME 

payment are summed and multiplied by 33% to determine the hospital's final graduate medical education 
payment. 

    (f) Alzheimer's treatment access payment. Each Illinois academic medical center or teaching hospital, 

as defined in Section 5-5e.2 of this Code, that is identified as the primary hospital affiliate of one of the 
Regional Alzheimer's Disease Assistance Centers, as designated by the Alzheimer's Disease Assistance 

Act and identified in the Department of Public Health's Alzheimer's Disease State Plan dated December 

2016, shall be paid an Alzheimer's treatment access payment equal to the product of $10,000,000 
multiplied by a fraction, the numerator of which is the qualifying hospital's Fiscal Year 2015 total 

admissions and the denominator of which is the Fiscal Year 2015 total admissions for all hospitals eligible 

for the payment. 
    (g) Safety-net hospital, private critical access hospital, and outpatient high volume access payment. 

        (1) Each safety-net hospital, as defined in Section 5-5e.1 of this Code, for Rate Year 2017 that is not 

publicly owned shall be paid an outpatient high volume access payment equal to $40,000,000 multiplied 
by a fraction, the numerator of which is the hospital's Fiscal Year 2015 outpatient services and the 
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denominator of which is the Fiscal Year 2015 outpatient services for all hospitals eligible under this 

paragraph for this payment. 

        (2) Each critical access hospital that is not publicly owned shall be paid an outpatient high volume 

access payment equal to $55,000,000 multiplied by a fraction, the numerator of which is the hospital's 
Fiscal Year 2015 outpatient services and the denominator of which is the Fiscal Year 2015 outpatient 

services for all hospitals eligible under this paragraph for this payment. 

        (3) Each tier 1 hospital that is not publicly owned shall be paid an outpatient high volume access 
payment equal to $25,000,000 multiplied by a fraction, the numerator of which is the hospital's Fiscal Year 

2015 outpatient services and the denominator of which is the Fiscal Year 2015 outpatient services for all 

hospitals eligible under this paragraph for this payment. A tier 1 outpatient high volume hospital means 
one of the following: (i) a non-publicly owned hospital, excluding a safety net hospital as defined in 

Section 5-5e.1 of this Code for Rate Year 2017, with total outpatient services, equal to or greater than the 
regional mean plus one standard deviation for all hospitals in the region but less than the mean plus 1.5 

standard deviation; (ii) an Illinois non-publicly owned hospital with total outpatient service units equal to 

or greater than the statewide mean plus one standard deviation; or (iii) a non-publicly owned safety net 
hospital as defined in Section 5-5e.1 of this Code for Rate Year 2017, with total outpatient services, equal 

to or greater than the regional mean plus one standard deviation for all hospitals in the region. 

        (4) Each tier 2 hospital that is not publicly owned shall be paid an outpatient high volume access 
payment equal to $25,000,000 multiplied by a fraction, the numerator of which is the hospital's Fiscal Year 

2015 outpatient services and the denominator of which is the Fiscal Year 2015 outpatient services for all 

hospitals eligible under this paragraph for this payment. A tier 2 outpatient high volume hospital means a 
non-publicly owned hospital, excluding a safety-net hospital as defined in Section 5-5e.1 of this Code for 

Rate Year 2017, with total outpatient services equal to or greater than the regional mean plus 1.5 standard 

deviations for all hospitals in the region but less than the mean plus 2 standard deviations. 
        (5) Each tier 3 hospital that is not publicly owned shall be paid an outpatient high volume access 

payment equal to $58,000,000 multiplied by a fraction, the numerator of which is the hospital's Fiscal Year 

2015 outpatient services and the denominator of which is the Fiscal Year 2015 outpatient services for all 
hospitals eligible under this paragraph for this payment. A tier 3 outpatient high volume hospital means a 

non-publicly owned hospital, excluding a safety-net hospital as defined in Section 5-5e.1 of this Code for 

Rate Year 2017, with total outpatient services equal to or greater than the regional mean plus 2 standard 

deviations for all hospitals in the region. 

    (h) Medicaid dependent or high volume hospital access payment. 

        (1) To qualify for a Medicaid dependent hospital access payment, a hospital shall meet one of the 
following criteria: 

            (A) Be a non-publicly owned general acute care hospital that is a safety-net hospital, as defined in 

Section 5-5e.1 of this Code, for Rate Year 2017. 
            (B) Be a pediatric hospital that is a safety net hospital, as defined in Section 5-5e.1 of this Code, 

for Rate Year 2017 and have a Medicaid inpatient utilization rate equal to or greater than 50%. 

            (C) Be a general acute care hospital with a Medicaid inpatient utilization rate equal to or greater 
than 50% in Rate Year 2017. 

        (2) The Medicaid dependent hospital access payment shall be determined as follows: 

            (A) Each tier 1 hospital shall be paid a Medicaid dependent hospital access payment equal to 
$23,000,000 multiplied by a fraction, the numerator of which is the hospital's Fiscal Year 2015 total days 

and the denominator of which is the Fiscal Year 2015 total days for all hospitals eligible under this 

subparagraph for this payment. A tier 1 Medicaid dependent hospital means a qualifying hospital with a 
Rate Year 2017 Medicaid inpatient utilization rate equal to or greater than the statewide mean but less than 

the statewide mean plus 0.5 standard deviation. 

            (B) Each tier 2 hospital shall be paid a Medicaid dependent hospital access payment equal to 
$15,000,000 multiplied by a fraction, the numerator of which is the hospital's Fiscal Year 2015 total days 

and the denominator of which is the Fiscal Year 2015 total days for all hospitals eligible under this 

subparagraph for this payment. A tier 2 Medicaid dependent hospital means a qualifying hospital with a 
Rate Year 2017 Medicaid inpatient utilization rate equal to or greater than the statewide mean plus 0.5 

standard deviations but less than the statewide mean plus one standard deviation. 

            (C) Each tier 3 hospital shall be paid a Medicaid dependent hospital access payment equal to 
$15,000,000 multiplied by a fraction, the numerator of which is the hospital's Fiscal Year 2015 total days 

and the denominator of which is the Fiscal Year 2015 total days for all hospitals eligible under this 

subparagraph for this payment. A tier 3 Medicaid dependent hospital means a qualifying hospital with a 
Rate Year 2017 Medicaid inpatient utilization rate equal to or greater than the statewide mean plus one 

standard deviation but less than the statewide mean plus 1.5 standard deviations. 
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            (D) Each tier 4 hospital shall be paid a Medicaid dependent hospital access payment equal to 

$53,000,000 multiplied by a fraction, the numerator of which is the hospital's Fiscal Year 2015 total days 

and the denominator of which is the Fiscal Year 2015 total days for all hospitals eligible under this 

subparagraph for this payment. A tier 4 Medicaid dependent hospital means a qualifying hospital with a 
Rate Year 2017 Medicaid inpatient utilization rate equal to or greater than the statewide mean plus 1.5 

standard deviations but less than the statewide mean plus 2 standard deviations. 

            (E) Each tier 5 hospital shall be paid a Medicaid dependent hospital access payment equal to 
$75,000,000 multiplied by a fraction, the numerator of which is the hospital's Fiscal Year 2015 total days 

and the denominator of which is the Fiscal Year 2015 total days for all hospitals eligible under this 

subparagraph for this payment. A tier 5 Medicaid dependent hospital means a qualifying hospital with a 
Rate Year 2017 Medicaid inpatient utilization rate equal to or greater than the statewide mean plus 2 

standard deviations. 
        (3) Each Medicaid high volume hospital shall be paid a Medicaid high volume access payment equal 

to $300,000,000 multiplied by a fraction, the numerator of which is the hospital's Fiscal Year 2015 total 

admissions and the denominator of which is the Fiscal Year 2015 total admissions for all hospitals eligible 
under this paragraph for this payment. A Medicaid high volume hospital means the Illinois general acute 

care hospitals with the highest number of Fiscal Year 2015 total admissions that when ranked in 

descending order from the highest Fiscal Year 2015 total admissions to the lowest Fiscal Year 2015 total 
admissions, in the aggregate, sum to at least 50% of the total admissions for all such hospitals in Fiscal 

Year 2015; however, any hospital which has qualified as a Medicaid dependent hospital shall not also be 

considered a Medicaid high volume hospital. 
    (i) Perinatal care access payment. 

        (1) Each Illinois non-publicly owned hospital designated a Level II or II+ perinatal center by the 

Department of Public Health as of December 1, 2017 shall be paid an access payment equal to 
$200,000,000 multiplied by a fraction, the numerator of which is the hospital's Fiscal Year 2015 total 

admissions and the denominator of which is the Fiscal Year 2015 total admissions for all hospitals eligible 

under this paragraph for this payment. 
        (2) Each Illinois non-publicly owned hospital designated a Level III perinatal center by the 

Department of Public Health as of December 1, 2017 shall be paid an access payment equal to 

$100,000,000 multiplied by a fraction, the numerator of which is the hospital's Fiscal Year 2015 total 

admissions and the denominator of which is the Fiscal Year 2015 total admissions for all hospitals eligible 

under this paragraph for this payment. 

    (j) Trauma care access payment. 
        (1) Each Illinois non-publicly owned hospital designated a Level I trauma center by the Department 

of Public Health as of December 1, 2017 shall be paid an access payment equal to $160,000,000 multiplied 

by a fraction, the numerator of which is the hospital's Fiscal Year 2015 total admissions and the 
denominator of which is the Fiscal Year 2015 total admissions for all hospitals eligible under this 

paragraph for this payment. 

        (2) Each Illinois non-publicly owned hospital designated a Level II trauma center by the Department 
of Public Health as of December 1, 2017 shall be paid an access payment equal to $200,000,000 multiplied 

by a fraction, the numerator of which is the hospital's Fiscal Year 2015 total admissions and the 

denominator of which is the Fiscal Year 2015 total admissions for all hospitals eligible under this 
paragraph for this payment. 

    (k) Perinatal and trauma center access payment. 

        (1) Each Illinois non-publicly owned hospital designated a Level III perinatal center and a Level I or 
II trauma center by the Department of Public Health as of December 1, 2017, and that has a Rate Year 

2017 Medicaid inpatient utilization rate equal to or greater than 20% and a calendar year 2015 occupancy 

ratio equal to or greater than 50%, shall be paid an access payment equal to $160,000,000 multiplied by a 
fraction, the numerator of which is the hospital's Fiscal Year 2015 total admissions and the denominator 

of which is the Fiscal Year 2015 total admissions for all hospitals eligible under this paragraph for this 

payment. 
        (2) Each Illinois non-publicly owned hospital designated a Level II or II+ perinatal center and a Level 

I or II trauma center by the Department of Public Health as of December 1, 2017, and that has a Rate Year 

2017 Medicaid inpatient utilization rate equal to or greater than 20% and a calendar year 2015 occupancy 
ratio equal to or greater than 50%, shall be paid an access payment equal to $200,000,000 multiplied by a 

fraction, the numerator of which is the hospital's Fiscal Year 2015 total admissions and the denominator 

of which is the Fiscal Year 2015 total admissions for all hospitals eligible under this paragraph for this 
payment. 
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    (l) Long-term acute care access payment. Each Illinois non-publicly owned long-term acute care 

hospital that has a Rate Year 2017 Medicaid inpatient utilization rate equal to or greater than 25% and a 

calendar year 2015 occupancy ratio equal to or greater than 60% shall be paid an access payment equal to 

$19,000,000 multiplied by a fraction, the numerator of which is the hospital's Fiscal Year 2015 general 
acute care admissions and the denominator of which is the Fiscal Year 2015 general acute care admissions 

for all hospitals eligible under this subsection for this payment. 

    (m) Small public hospital access payment. 
        (1) As used in this subsection, "small public hospital" means any Illinois publicly owned hospital 

which is not a "large public hospital" as described in 89 Ill. Adm. Code 148.25(a). 

        (2) Each small public hospital shall be paid an inpatient access payment equal to $2,825,000 
multiplied by a fraction, the numerator of which is the hospital's Fiscal Year 2015 total days and the 

denominator of which is the Fiscal Year 2015 total days for all hospitals under this paragraph for this 
payment. 

        (3) Each small public hospital shall be paid an outpatient access payment equal to $24,000,000 

multiplied by a fraction, the numerator of which is the hospital's Fiscal Year 2015 outpatient services and 
the denominator of which is the Fiscal Year 2015 outpatient services for all hospitals eligible under this 

paragraph for this payment. 

    (n) Psychiatric care access payment. In addition to rates paid for inpatient psychiatric services, the 
Illinois Department shall, by rule, establish an access payment for inpatient hospital psychiatric services 

that shall, in the aggregate, spend approximately $61,141,188 annually. In consultation with the hospital 

community, the Department may, by rule, incorporate the funds used for this access payment to increase 
the payment rates for inpatient psychiatric services, except that such changes shall not take effect before 

July 1, 2019. Upon incorporation into the claims payment rates, this access payment shall be repealed. 

Beginning July 1, 2018, for purposes of determining for State fiscal years 2019 and 2020 the hospitals 
eligible for the payments authorized under this subsection, the Department shall include out-of-state 

hospitals that are designated a Level I pediatric trauma center or a Level I trauma center by the Department 

of Public Health as of December 1, 2017. 
    (o) For purposes of this Section, a hospital that is enrolled to provide Medicaid services during State 

fiscal year 2015 shall have its utilization and associated reimbursements annualized prior to the payment 

calculations being performed under this Section. 

    (p) Definitions. As used in this Section, unless the context requires otherwise: 

    "General acute care admissions" means, for a given hospital, the sum of inpatient hospital admissions 

provided to recipients of medical assistance under Title XIX of the Social Security Act for general acute 
care, excluding admissions for individuals eligible for Medicare under Title XVIII of the Social Security 

Act (Medicaid/Medicare crossover admissions), as tabulated from the Department's paid claims data for 

general acute care admissions occurring during State fiscal year 2015 that was adjudicated by the 
Department through October 28, 2016. 

    "Occupancy ratio" is determined utilizing the IDPH Hospital Profile CY15 – Facility Utilization Data 

– Source 2015 Annual Hospital Questionnaire. Utilizes all beds and days including observation days but 
excludes Long Term Care and Swing bed and their associated beds and days. 

    "Outpatient services" means, for a given hospital, the sum of the number of outpatient encounters 

identified as unique services provided to recipients of medical assistance under Title XIX of the Social 
Security Act for general acute care, psychiatric care, and rehabilitation care, excluding outpatient services 

for individuals eligible for Medicare under Title XVIII of the Social Security Act (Medicaid/Medicare 

crossover services), as tabulated from the Department's paid claims data for outpatient services occurring 
during State fiscal year 2015 that was adjudicated by the Department through October 28, 2016. 

    "Total days" means, for a given hospital, the sum of inpatient hospital days provided to recipients of 

medical assistance under Title XIX of the Social Security Act for general acute care, psychiatric care, and 
rehabilitation care, excluding days for individuals eligible for Medicare under Title XVIII of the Social 

Security Act (Medicaid/Medicare crossover days), as tabulated from the Department's paid claims data for 

total days occurring during State fiscal year 2015 that was adjudicated by the Department through October 
28, 2016. 

    "Total admissions" means, for a given hospital, the sum of inpatient hospital admissions provided to 

recipients of medical assistance under Title XIX of the Social Security Act for general acute care, 
psychiatric care, and rehabilitation care, excluding admissions for individuals eligible for Medicare under 

Title XVIII of that Act (Medicaid/Medicare crossover admissions), as tabulated from the Department's 

paid claims data for admissions occurring during State fiscal year 2015 that was adjudicated by the 
Department through October 28, 2016. 
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    (q) Notwithstanding any of the other provisions of this Section, the Department is authorized to adopt 

rules that change the hospital access payments specified in this Section, but only to the extent necessary 

to conform to any federally approved amendment to the Title XIX State Plan. Any such rules shall be 

adopted by the Department as authorized by Section 5-50 of the Illinois Administrative Procedure Act. 
Notwithstanding any other provision of law, any changes implemented as a result of this subsection (q) 

shall be given retroactive effect so that they shall be deemed to have taken effect as of the effective date 

of this amendatory Act of the 100th General Assembly. 
    (r) On or after July 1, 2018, and no less than annually thereafter, the Department shall increase capitation 

payments to capitated managed care organizations (MCOs) to equal the aggregate reduction of payments 

made in this Section to preserve access to hospital services for recipients under the Medical Assistance 
Program. The aggregate amount of all increased capitation payments to all MCOs for a fiscal year shall at 

least be the amount needed to avoid reduction in payments authorized under Section 5A-15. Payments to 
MCOs under this Section shall be consistent with actuarial certification and shall be published by the 

Department each year. Managed care organizations and hospitals (including through their representative 

organizations), shall develop and implement methodologies and rates for payments that will preserve and 
improve access to hospital services for recipients in furtherance of the State's public policy to ensure equal 

access to covered services to recipients under the Medical Assistance Program. The Department shall make 

available, on a monthly basis, a report of the capitation payments that are made to each MCO, including 
the number of enrollees for which such payment is made, the per enrollee amount of the payment, and any 

adjustments that have been made. Payments to MCOs that would be paid consistent with actuarial 

certification and enrollment in the absence of the increased capitation payments under this Section shall 
not be reduced as a consequence of payments made under this subsection. 

    As used in this subsection, "MCO" means an entity which contracts with the Department to provide 

services where payment for medical services is made on a capitated basis. 
    (305 ILCS 5/5A-13)  

    Sec. 5A-13. Emergency rulemaking.  

    (a) The Department of Healthcare and Family Services (formerly Department of Public Aid) may adopt 
rules necessary to implement this amendatory Act of the 94th General Assembly through the use of 

emergency rulemaking in accordance with Section 5-45 of the Illinois Administrative Procedure Act. For 

purposes of that Act, the General Assembly finds that the adoption of rules to implement this amendatory 

Act of the 94th General Assembly is deemed an emergency and necessary for the public interest, safety, 

and welfare.  

    (b) The Department of Healthcare and Family Services may adopt rules necessary to implement this 
amendatory Act of the 97th General Assembly through the use of emergency rulemaking in accordance 

with Section 5-45 of the Illinois Administrative Procedure Act. For purposes of that Act, the General 

Assembly finds that the adoption of rules to implement this amendatory Act of the 97th General Assembly 
is deemed an emergency and necessary for the public interest, safety, and welfare.  

    (c) The Department of Healthcare and Family Services may adopt rules necessary to initially implement 

the changes to Articles 5, 5A, 12, and 14 of this Code under this amendatory Act of the 100th General 
Assembly through the use of emergency rulemaking in accordance with subsection (aa) of Section 5-45 

of the Illinois Administrative Procedure Act. For purposes of that Act, the General Assembly finds that 

the adoption of rules to implement the changes to Articles 5, 5A, 12, and 14 of this Code under this 
amendatory Act of the 100th General Assembly is deemed an emergency and necessary for the public 

interest, safety, and welfare. The 24-month limitation on the adoption of emergency rules does not apply 

to rules adopted to initially implement the changes to Articles 5, 5A, 12, and 14 of this Code under this 
amendatory Act of the 100th General Assembly. For purposes of this subsection, "initially" means any 

emergency rules necessary to immediately implement the changes authorized to Articles 5, 5A, 12, and 14 

of this Code under this amendatory Act of the 100th General Assembly; however, emergency rulemaking 
authority shall not be used to make changes that could otherwise be made following the process established 

in the Illinois Administrative Procedure Act.  

(Source: P.A. 97-688, eff. 6-14-12.) 
    (305 ILCS 5/5A-14)  

    Sec. 5A-14. Repeal of assessments and disbursements. 

    (a) Section 5A-2 is repealed on July 1, 2020 2018. 
    (b) Section 5A-12 is repealed on July 1, 2005.  

    (c) Section 5A-12.1 is repealed on July 1, 2008.  

    (d) Section 5A-12.2 and Section 5A-12.4 are repealed on July 1, 2018, subject to Section 5A-16.  
    (e) Section 5A-12.3 is repealed on July 1, 2011.  

    (f) Section 5A-12.6 is repealed on July 1, 2020.  
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(Source: P.A. 97-688, eff. 6-14-12; 97-689, eff. 6-14-12; 98-651, eff. 6-16-14.) 

    (305 ILCS 5/5A-15)  

    Sec. 5A-15. Protection of federal revenue. 

    (a) If the federal Centers for Medicare and Medicaid Services finds that any federal upper payment limit 
applicable to the payments under this Article is exceeded then: 

        (1) (i) if such finding is made before payments have been issued, the payments under this Article and 

the increases in claims-based hospital payment rates specified under Section 14-12 of this Code, as 
authorized under this amendatory Act of the 100th General Assembly, that exceed the applicable federal 

upper payment  

     

limit shall be reduced uniformly to the extent necessary to comply with the applicable federal upper 
payment limit; or (ii) if such finding is made after payments have been issued, the payments under this 

Article that exceed the applicable federal upper payment limit shall be reduced uniformly to the extent 
necessary to comply with the applicable federal upper payment limit; and 

 

        (2) any assessment rate imposed under this Article shall be reduced such that the  

     aggregate assessment is reduced by the same percentage reduction applied in paragraph (1); and 
 

        (3) any transfers from the Hospital Provider Fund under Section 5A-8 shall be reduced by  

     the same percentage reduction applied in paragraph (1). 
 

    (b) Any payment reductions made under the authority granted in this Section are exempt from the 
requirements and actions under Section 5A-10.  

(Source: P.A. 97-688, eff. 6-14-12; 97-689, eff. 6-14-12.) 

    (305 ILCS 5/5A-16 new)  
    Sec. 5A-16. State fiscal year 2019 implementation protection. To preserve access to hospital services, 

it is the intent of the General Assembly that there not be a gap in payments to hospitals while the changes 

authorized under this amendatory Act of the 100th General Assembly are being reviewed by the federal 
Centers for Medicare and Medicaid Services and implemented by the Department. Therefore, pending the 

review and approval of the changes to the assessment and hospital reimbursement methodologies 

authorized under this amendatory Act of the 100th General Assembly by the federal Centers for Medicare 
and Medicaid Services and the final implementation of such program by the Department, the Department 

shall take all actions necessary to continue the reimbursement methodologies and payments to hospitals 

that are changed under this amendatory Act of the 100th General Assembly, as they are in effect on June 

30, 2018, until the first day of the second month after the new and revised methodologies and payments 

authorized under this amendatory Act of the 100th General Assembly are effective and implemented by 

the Department. Such actions by the Department shall include, but not be limited to, requesting the 
extension of any federal approval of the currently approved payment methodologies contained in Illinois' 

Medicaid State Plan while the federal Centers for Medicare and Medicaid Services reviews the proposed 

changes authorized under this amendatory Act of the 100th General Assembly. 
    Notwithstanding any other provision of this Code, if the federal Centers for Medicare and Medicaid 

Services should approve the continuation of the reimbursement methodologies and payments to hospitals 

under Sections 5A-12.2, 5A-12.4, 5A-12.5, and Section 14-12, as they are in effect on June 30, 2018, until 
the new and revised methodologies and payments authorized under Sections 5A-12.6 and Section 14-12 

of this amendatory Act of the 100th General Assembly are federally approved, then the reimbursement 

methodologies and payments to hospitals under Sections 5A-12.2, 5A-12.4, 5A-12.5, and 14-12, and the 
assessments imposed under Section 5A-2, as they are in effect on June 30, 2018, shall continue until the 

effective date of the new and revised methodologies and payments, which shall be the first day of the 

second month following the date of approval by the federal Centers for Medicare and Medicaid Services. 
    (305 ILCS 5/12-4.105)  

    Sec. 12-4.105. Human poison control center; payment program. Subject to funding availability resulting 

from transfers made from the Hospital Provider Fund to the Healthcare Provider Relief Fund as authorized 
under this Code, for State fiscal year 2017 and State fiscal year 2018, and for each State fiscal year 

thereafter in which the assessment under Section 5A-2 is imposed, the Department of Healthcare and 

Family Services shall pay to the human poison control center designated under the Poison Control System 
Act an amount of not less than $3,000,000 for each of those State fiscal years that the human poison control 

center is in operation.  

(Source: P.A. 99-516, eff. 6-30-16.) 
    (305 ILCS 5/14-12)  

    Sec. 14-12. Hospital rate reform payment system. The hospital payment system pursuant to Section 14-

11 of this Article shall be as follows: 
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    (a) Inpatient hospital services. Effective for discharges on and after July 1, 2014, reimbursement for 

inpatient general acute care services shall utilize the All Patient Refined Diagnosis Related Grouping 

(APR-DRG) software, version 30, distributed by 3MTM Health Information System.  

        (1) The Department shall establish Medicaid weighting factors to be used in the  

     

reimbursement system established under this subsection. Initial weighting factors shall be the weighting 

factors as published by 3M Health Information System, associated with Version 30.0 adjusted for the 

Illinois experience.  
 

        (2) The Department shall establish a statewide-standardized amount to be used in the  

     
inpatient reimbursement system. The Department shall publish these amounts on its website no later 

than 10 calendar days prior to their effective date.  
 

        (3) In addition to the statewide-standardized amount, the Department shall develop  

     
adjusters to adjust the rate of reimbursement for critical Medicaid providers or services for trauma, 
transplantation services, perinatal care, and Graduate Medical Education (GME).  

 

        (4) The Department shall develop add-on payments to account for exceptionally costly  

     

inpatient stays, consistent with Medicare outlier principles. Outlier fixed loss thresholds may be updated 
to control for excessive growth in outlier payments no more frequently than on an annual basis, but at 

least triennially. Upon updating the fixed loss thresholds, the Department shall be required to update 

base rates within 12 months. 
 

        (5) The Department shall define those hospitals or distinct parts of hospitals that  

     

shall be exempt from the APR-DRG reimbursement system established under this Section. The 

Department shall publish these hospitals' inpatient rates on its website no later than 10 calendar days 
prior to their effective date.  

 

        (6) Beginning July 1, 2014 and ending on June 30, 2024 2018, in addition to the  

     
statewide-standardized amount, the Department shall develop an adjustor to adjust the rate of 
reimbursement for safety-net hospitals defined in Section 5-5e.1 of this Code excluding pediatric 

hospitals.  
 

        (7) Beginning July 1, 2014 and ending on June 30, 2020, or upon implementation of inpatient 
psychiatric rate increases as described in subsection (n) of Section 5A-12.6 2018, in addition to the  

     

statewide-standardized amount, the Department shall develop an adjustor to adjust the rate of 

reimbursement for Illinois freestanding inpatient psychiatric hospitals that are not designated as 

children's hospitals by the Department but are primarily treating patients under the age of 21.  
 

        (7.5) Beginning July 1, 2020, the reimbursement for inpatient psychiatric services shall be so that 

base claims projected reimbursement is increased by an amount equal to the funds allocated in paragraph 
(2) of subsection (b) of Section 5A-12.6, less the amount allocated under paragraphs (8) and (9) of this 

subsection and paragraphs (3) and (4) of subsection (b) multiplied by 13%. Beginning July 1, 2022, the 

reimbursement for inpatient psychiatric services shall be so that base claims projected reimbursement is 
increased by an amount equal to the funds allocated in paragraph (3) of subsection (b) of Section 5A-12.6, 

less the amount allocated under paragraphs (8) and (9) of this subsection and paragraphs (3) and (4) of 

subsection (b) multiplied by 13%. Beginning July 1, 2024, the reimbursement for inpatient psychiatric 
services shall be so that base claims projected reimbursement is increased by an amount equal to the funds 

allocated in paragraph (4) of subsection (b) of Section 5A-12.6, less the amount allocated under paragraphs 

(8) and (9) of this subsection and paragraphs (3) and (4) of subsection (b) multiplied by 13%. 
        (8) Beginning July 1, 2018, in addition to the statewide-standardized amount, the Department shall 

adjust the rate of reimbursement for hospitals designated by the Department of Public Health as a Perinatal 

Level II or II+ center by applying the same adjustor that is applied to Perinatal and Obstetrical care cases 
for Perinatal Level III centers, as of December 31, 2017. 

        (9) Beginning July 1, 2018, in addition to the statewide-standardized amount, the Department shall 

apply the same adjustor that is applied to trauma cases as of December 31, 2017 to inpatient claims to treat 
patients with burns, including, but not limited to, APR-DRGs 841, 842, 843, and 844. 

        (10) Beginning July 1, 2018, the statewide-standardized amount for inpatient general acute care 

services shall be uniformly increased so that base claims projected reimbursement is increased by an 
amount equal to the funds allocated in paragraph (1) of subsection (b) of Section 5A-12.6, less the amount 

allocated under paragraphs (8) and (9) of this subsection and paragraphs (3) and (4) of subsection (b) 

multiplied by 40%. Beginning July 1, 2020, the statewide-standardized amount for inpatient general acute 
care services shall be uniformly increased so that base claims projected reimbursement is increased by an 

amount equal to the funds allocated in paragraph (2) of subsection (b) of Section 5A-12.6, less the amount 

allocated under paragraphs (8) and (9) of this subsection and paragraphs (3) and (4) of subsection (b) 
multiplied by 40%. Beginning July 1, 2022, the statewide-standardized amount for inpatient general acute 

care services shall be uniformly increased so that base claims projected reimbursement is increased by an 



50 

 

[February 28, 2018] 

amount equal to the funds allocated in paragraph (3) of subsection (b) of Section 5A-12.6, less the amount 

allocated under paragraphs (8) and (9) of this subsection and paragraphs (3) and (4) of subsection (b) 

multiplied by 40%. Beginning July 1, 2023 the statewide-standardized amount for inpatient general acute 

care services shall be uniformly increased so that base claims projected reimbursement is increased by an 
amount equal to the funds allocated in paragraph (4) of subsection (b) of Section 5A-12.6, less the amount 

allocated under paragraphs (8) and (9) of this subsection and paragraphs (3) and (4) of subsection (b) 

multiplied by 40%. 
        (11) Beginning July 1, 2018, the reimbursement for inpatient rehabilitation services shall be increased 

by the addition of a $96 per day add-on. 

        Beginning July 1, 2020, the reimbursement for inpatient rehabilitation services shall be uniformly 
increased so that the $96 per day add-on is increased by an amount equal to the funds allocated in paragraph 

(2) of subsection (b) of Section 5A-12.6, less the amount allocated under paragraphs (8) and (9) of this 
subsection and paragraphs (3) and (4) of subsection (b) multiplied by 0.9%. 

        Beginning July 1, 2022, the reimbursement for inpatient rehabilitation services shall be uniformly 

increased so that the $96 per day add-on as adjusted by the July 1, 2020 increase, is increased by an amount 
equal to the funds allocated in paragraph (3) of subsection (b) of Section 5A-12.6, less the amount allocated 

under paragraphs (8) and (9) of this subsection and paragraphs (3) and (4) of subsection (b) multiplied by 

0.9%. 
        Beginning July 1, 2023, the reimbursement for inpatient rehabilitation services shall be uniformly 

increased so that the $96 per day add-on as adjusted by the July 1, 2022 increase, is increased by an amount 

equal to the funds allocated in paragraph (4) of subsection (b) of Section 5A-12.6, less the amount allocated 
under paragraphs (8) and (9) of this subsection and paragraphs (3) and (4) of subsection (b) multiplied by 

0.9%.  

    (b) Outpatient hospital services. Effective for dates of service on and after July 1, 2014, reimbursement 
for outpatient services shall utilize the Enhanced Ambulatory Procedure Grouping (E-APG) software, 

version 3.7 distributed by 3MTM Health Information System.  

        (1) The Department shall establish Medicaid weighting factors to be used in the  

     
reimbursement system established under this subsection. The initial weighting factors shall be the 

weighting factors as published by 3M Health Information System, associated with Version 3.7.  
 

        (2) The Department shall establish service specific statewide-standardized amounts to be  

     used in the reimbursement system.  
 

            (A) The initial statewide standardized amounts, with the labor portion adjusted by  

         
the Calendar Year 2013 Medicare Outpatient Prospective Payment System wage index with 
reclassifications, shall be published by the Department on its website no later than 10 calendar days 

prior to their effective date.  
 

            (B) The Department shall establish adjustments to the statewide-standardized amounts  

         

for each Critical Access Hospital, as designated by the Department of Public Health in accordance 

with 42 CFR 485, Subpart F. The EAPG standardized amounts are determined separately for each 

critical access hospital such that simulated EAPG payments using outpatient base period paid claim 
data plus payments under Section 5A-12.4 of this Code net of the associated tax costs are equal to 

the estimated costs of outpatient base period claims data with a rate year cost inflation factor applied.  
 

        (3) In addition to the statewide-standardized amounts, the Department shall develop  

     

adjusters to adjust the rate of reimbursement for critical Medicaid hospital outpatient providers or 

services, including outpatient high volume or safety-net hospitals. Beginning July 1, 2018, the outpatient 

high volume adjustor shall be increased to increase annual expenditures associated with this adjustor by 
$79,200,000, based on the State Fiscal Year 2015 base year data and this adjustor shall apply to public 

hospitals, except for large public hospitals, as defined under 89 Ill. Adm. Code 148.25(a). 
 

        (4) Beginning July 1, 2018, in addition to the statewide standardized amounts, the Department shall 
make an add-on payment for outpatient expensive devices and drugs. This add-on payment shall at least 

apply to claim lines that: (i) are assigned with one of the following EAPGs: 490, 1001 to 1020, and coded 

with one of the following revenue codes: 0274 to 0276, 0278; or (ii) are assigned with one of the following 
EAPGs: 430 to 441, 443, 444, 460 to 465, 495, 496, 1090. The add-on payment shall be calculated as 

follows: the claim line's covered charges multiplied by the hospital's total acute cost to charge ratio, less 

the claim line's EAPG payment plus $1,000, multiplied by 0.8. 
        (5) Beginning July 1, 2018, the statewide-standardized amounts for outpatient services shall be 

increased so that base claims projected reimbursement is increased by an amount equal to the funds 

allocated in paragraph (1) of subsection (b) of Section 5A-12.6, less the amount allocated under paragraphs 
(8) and (9) of subsection (a) and paragraphs (3) and (4) of this subsection multiplied by 46%. Beginning 

July 1, 2020, the statewide-standardized amounts for outpatient services shall be increased so that base 
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claims projected reimbursement is increased by an amount equal to the funds allocated in paragraph (2) of 

subsection (b) of Section 5A-12.6, less the amount allocated under paragraphs (8) and (9) of subsection 

(a) and paragraphs (3) and (4) of this subsection multiplied by 46%. Beginning July 1, 2022, the statewide-

standardized amounts for outpatient services shall be increased so that base claims projected 
reimbursement is increased by an amount equal to the funds allocated in paragraph (3) of subsection (b) 

of Section 5A-12.6, less the amount allocated under paragraphs (8) and (9) of subsection (a) and 

paragraphs (3) and (4) of this subsection multiplied by 46%. Beginning July 1, 2023, the statewide-
standardized amounts for outpatient services shall be increased so that base claims projected 

reimbursement is increased by an amount equal to the funds allocated in paragraph (4) of subsection (b) 

of Section 5A-12.6, less the amount allocated under paragraphs (8) and (9) of subsection (a) and 
paragraphs (3) and (4) of this subsection multiplied by 46%.  

    (c) In consultation with the hospital community, the Department is authorized to replace 89 Ill. Admin. 
Code 152.150 as published in 38 Ill. Reg. 4980 through 4986 within 12 months of the effective date of 

this amendatory Act of the 98th General Assembly. If the Department does not replace these rules within 

12 months of the effective date of this amendatory Act of the 98th General Assembly, the rules in effect 
for 152.150 as published in 38 Ill. Reg. 4980 through 4986 shall remain in effect until modified by rule by 

the Department. Nothing in this subsection shall be construed to mandate that the Department file a 

replacement rule.  
    (d) Transition period. There shall be a transition period to the reimbursement systems authorized under 

this Section that shall begin on the effective date of these systems and continue until June 30, 2018, unless 

extended by rule by the Department. To help provide an orderly and predictable transition to the new 
reimbursement systems and to preserve and enhance access to the hospital services during this transition, 

the Department shall allocate a transitional hospital access pool of at least $290,000,000 annually so that 

transitional hospital access payments are made to hospitals.  
        (1) After the transition period, the Department may begin incorporating the transitional  

     
hospital access pool into the base rate structure; however, the transitional hospital access payments in 

effect on June 30, 2018 shall continue to be paid, if continued under Section 5A-16.  
 

        (2) After the transition period, if the Department reduces payments from the  

     

transitional hospital access pool, it shall increase base rates, develop new adjustors, adjust current 

adjustors, develop new hospital access payments based on updated information, or any combination 

thereof by an amount equal to the decreases proposed in the transitional hospital access pool payments, 

ensuring that the entire transitional hospital access pool amount shall continue to be used for hospital 

payments.  
 

    (d-5) Hospital transformation program. The Department, in conjunction with the Hospital 

Transformation Review Committee created under subsection (d-5), shall develop a hospital transformation 

program to provide financial assistance to hospitals in transforming their services and care models to better 
align with the needs of the communities they serve. The payments authorized in this Section shall be 

subject to approval by the federal government. 

        (1) Phase 1. In State fiscal years 2019 through 2020, the Department shall allocate funds from the 
transitional access hospital pool to create a hospital transformation pool of at least $262,906,870 annually 

and make hospital transformation payments to hospitals. Subject to Section 5A-16, in State fiscal years 

2019 and 2020, an Illinois hospital that received either a transitional hospital access payment under 
subsection (d) or a supplemental payment under subsection (f) of this Section in State fiscal year 2018, 

shall receive a hospital transformation payment as follows: 

            (A) If the hospital's Rate Year 2017 Medicaid inpatient utilization rate is equal to or greater than 
45%, the hospital transformation payment shall be equal to 100% of the sum of its transitional hospital 

access payment authorized under subsection (d) and any supplemental payment authorized under 

subsection (f). 
            (B) If the hospital's Rate Year 2017 Medicaid inpatient utilization rate is equal to or greater than 

25% but less than 45%, the hospital transformation payment shall be equal to 75% of the sum of its 

transitional hospital access payment authorized under subsection (d) and any supplemental payment 
authorized under subsection (f). 

            (C) If the hospital's Rate Year 2017 Medicaid inpatient utilization rate is less than 25%, the hospital 

transformation payment shall be equal to 50% of the sum of its transitional hospital access payment 
authorized under subsection (d) and any supplemental payment authorized under subsection (f). 

        (2) Phase 2. During State fiscal years 2021 and 2022, the Department shall allocate funds from the 

transitional access hospital pool to create a hospital transformation pool annually and make hospital 
transformation payments to hospitals participating in the transformation program. Any hospital may seek 

transformation funding in Phase 2. Any hospital that seeks transformation funding in Phase 2 to update or 
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repurpose the hospital's physical structure to transition to a new delivery model, must submit to the 

Department in writing a transformation plan, based on the Department's guidelines, that describes the 

desired delivery model with projections of patient volumes by service lines and projected revenues, 

expenses, and net income that correspond to the new delivery model. In Phase 2, subject to the approval 
of rules, the Department may use the hospital transformation pool to increase base rates, develop new 

adjustors, adjust current adjustors, or develop new access payments in order to support and incentivize 

hospitals to pursue such transformation. In developing such methodologies, the Department shall ensure 
that the entire hospital transformation pool continues to be expended to ensure access to hospital services 

or to support organizations that had received hospital transformation payments under this Section. 

            (A) Any hospital participating in the hospital transformation program shall provide an opportunity 
for public input by local community groups, hospital workers, and healthcare professionals and assist in 

facilitating discussions about any transformations or changes to the hospital. 
            (B) As provided in paragraph (9) of Section 3 of the Illinois Health Facilities Planning Act, any 

hospital participating in the transformation program may be excluded from the requirements of the Illinois 

Health Facilities Planning Act for those projects related to the hospital's transformation. To be eligible, 
the hospital must submit to the Health Facilities and Services Review Board certification from the 

Department, approved by the Hospital Transformation Review Committee, that the project is a part of the 

hospital's transformation. 
            (C) As provided in subsection (a-20) of Section 32.5 of the Emergency Medical Services (EMS) 

Systems Act, a hospital that received hospital transformation payments under this Section may convert to 

a freestanding emergency center. To be eligible for such a conversion, the hospital must submit to the 
Department of Public Health certification from the Department, approved by the Hospital Transformation 

Review Committee, that the project is a part of the hospital's transformation. 

        (3) Within 6 months after the effective date of this amendatory Act of the 100th General Assembly, 
the Department, in conjunction with the Hospital Transformation Review Committee, shall develop and 

adopt, by rule, the goals, objectives, policies, standards, payment models, or criteria to be applied in Phase 

2 of the program to allocate the hospital transformation funds. The goals, objectives, and policies to be 
considered may include, but are not limited to, achieving unmet needs of a community that a hospital 

serves such as behavioral health services, outpatient services, or drug rehabilitation services; attaining 

certain quality or patient safety benchmarks for health care services; or improving the coordination, 

effectiveness, and efficiency of care delivery. Notwithstanding any other provision of law, any rule 

adopted in accordance with this subsection (d-5) may be submitted to the Joint Committee on 

Administrative Rules for approval only if the rule has first been approved by 9 of the 14 members of the 
Hospital Transformation Review Committee. 

        (4) Hospital Transformation Review Committee. There is created the Hospital Transformation 

Review Committee. The Committee shall consist of 14 members. No later than 30 days after the effective 
date of this amendatory Act of the 100th General Assembly, the 4 legislative leaders shall each appoint 3 

members; the Governor shall appoint the Director of Healthcare and Family Services, or his or her 

designee, as a member; and the Director of Healthcare and Family Services shall appoint one member. 
Any vacancy shall be filled by the applicable appointing authority within 15 calendar days. The members 

of the Committee shall select a Chair and a Vice-Chair from among its members, provided that the Chair 

and Co-Chair cannot be appointed by the same appointing authority and must be from different political 
parties. The Chair shall have the authority to establish a meeting schedule and convene meetings of the 

Committee, and the Vice-Chair shall have the authority to convene meetings in the absence of the Chair. 

The Committee may establish its own rules with respect to meeting schedule, notice of meetings, and the 
disclosure of documents; however, the Committee shall not have the power to subpoena individuals or 

documents and any rules must be approved by 9 of the 14 members. The Committee shall perform the 

functions described in this Section and advise and consult with the Director in the administration of this 
Section. In addition to reviewing and approving the policies, procedures, and rules for the hospital 

transformation program, the Committee shall consider and make recommendations related to qualifying 

criteria and payment methodologies related to safety-net hospitals and children's hospitals. Members of 
the Committee appointed by the legislative leaders shall be subject to the jurisdiction of the Legislative 

Ethics Commission, not the Executive Ethics Commission, and all requests under the Freedom of 

Information Act shall be directed to the applicable Freedom of Information officer for the General 
Assembly. The Department shall provide operational support to the Committee as necessary.  

    (e) Beginning 36 months after initial implementation, the Department shall update the reimbursement 

components in subsections (a) and (b), including standardized amounts and weighting factors, and at least 
triennially and no more frequently than annually thereafter. The Department shall publish these updates 

on its website no later than 30 calendar days prior to their effective date.  
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 Under the rules, the foregoing Senate Bill No. 1773, with House Amendments numbered 3, 8 and 

9, was referred to the Secretary’s Desk. 

 

 

JOINT ACTION MOTIONS FILED 

 

 The following Joint Action Motions to the Senate Bills listed below have been filed with the 

Secretary and referred to the Committee on Assignments: 

 
 Motion to Concur in House Amendment 1 to Senate Bill 1573 

 Motion to Concur in House Amendment 2 to Senate Bill 1573 

 Motion to Concur in House Amendment 3 to Senate Bill 1773 
 Motion to Concur in House Amendment 8 to Senate Bill 1773 

 Motion to Concur in House Amendment 9 to Senate Bill 1773 

    (f) Continuation of supplemental payments. Any supplemental payments authorized under Illinois 

Administrative Code 148 effective January 1, 2014 and that continue during the period of July 1, 2014 

through December 31, 2014 shall remain in effect as long as the assessment imposed by Section 5A-2 that 

is in effect on December 31, 2017 remains is in effect.  
    (g) Notwithstanding subsections (a) through (f) of this Section and notwithstanding the changes 

authorized under Section 5-5b.1, any updates to the system shall not result in any diminishment of the 

overall effective rates of reimbursement as of the implementation date of the new system (July 1, 2014). 
These updates shall not preclude variations in any individual component of the system or hospital rate 

variations. Nothing in this Section shall prohibit the Department from increasing the rates of 

reimbursement or developing payments to ensure access to hospital services. Nothing in this Section shall 
be construed to guarantee a minimum amount of spending in the aggregate or per hospital as spending 

may be impacted by factors including but not limited to the number of individuals in the medical assistance 
program and the severity of illness of the individuals. 

    (h) The Department shall have the authority to modify by rulemaking any changes to the rates or 

methodologies in this Section as required by the federal government to obtain federal financial 
participation for expenditures made under this Section.  

    (i) Except for subsections (g) and (h) of this Section, the Department shall, pursuant to subsection (c) 

of Section 5-40 of the Illinois Administrative Procedure Act, provide for presentation at the June 2014 
hearing of the Joint Committee on Administrative Rules (JCAR) additional written notice to JCAR of the 

following rules in order to commence the second notice period for the following rules: rules published in 

the Illinois Register, rule dated February 21, 2014 at 38 Ill. Reg. 4559 (Medical Payment), 4628 
(Specialized Health Care Delivery Systems), 4640 (Hospital Services), 4932 (Diagnostic Related 

Grouping (DRG) Prospective Payment System (PPS)), and 4977 (Hospital Reimbursement Changes), and 

published in the Illinois Register dated March 21, 2014 at 38 Ill. Reg. 6499 (Specialized Health Care 
Delivery Systems) and 6505 (Hospital Services).  

    (j) Out-of-state hospitals. Beginning July 1, 2018, for purposes of determining for State fiscal years 

2019 and 2020 the hospitals eligible for the payments authorized under subsections (a) and (b) of this 
Section, the Department shall include out-of-state hospitals that are designated a Level I pediatric trauma 

center or a Level I trauma center by the Department of Public Health as of December 1, 2017. 

    (k) The Department shall notify each hospital and managed care organization, in writing, of the impact 

of the updates under this Section at least 30 calendar days prior to their effective date.  

(Source: P.A. 98-651, eff. 6-16-14; 99-2, eff. 3-26-15.) 

  
    Section 95. No acceleration or delay. Where this Act makes changes in a statute that is represented in 

this Act by text that is not yet or no longer in effect (for example, a Section represented by multiple 

versions), the use of that text does not accelerate or delay the taking effect of (i) the changes made by this 
Act or (ii) provisions derived from any other Public Act. 

   

    Section 99. Effective date. This Act takes effect upon becoming law, but this Act does not take effect 
at all unless Senate Bill 1573 of the 100th General Assembly, as amended, becomes law.".  

AMENDMENT NO. 9 TO SENATE BILL 1773  

      AMENDMENT NO.   9   . Amend Senate Bill 1773, AS AMENDED, with reference to page and line 

numbers of House Amendment No. 8, on page 133, line 24, by replacing "Co-Chair" with "Vice-Chair".  



54 

 

[February 28, 2018] 

 

 

HOUSE BILL RECALLED 

  

 On motion of Senator Harmon, House Bill No. 1273 was recalled from the order of third reading 

to the order of second reading. 

 Floor Amendment No. 1 was held in the Committee on Assignments. 
 Senator Harmon offered the following amendment and moved its adoption: 

 

AMENDMENT NO. 2 TO HOUSE BILL 1273 

      AMENDMENT NO.   2   . Amend House Bill 1273 by replacing everything after the enacting clause 

with the following:  
  

    "Section 5. If and only if Senate Bill 1657 of the 100th General Assembly becomes law in the form in 

which it passed the Senate on April 27, 2017, then the Gun Dealer Licensing Act is amended by changing 
Sections 35, 70, and 150 as follows: 

    (100 SB1657eng, Sec. 35)  

    Sec. 35. Issuance of license; renewal; fees. 
    (a) The Department shall, upon the applicant's satisfactory completion of the requirements under this 

Act and receipt of the fee, issue the license indicating the name and business location of the licensee and 

the date of expiration. On or before December 31, 2019, the Department shall issue dealer and dealership 
licenses to all qualified applicants whose business existed in that location on the effective date of this Act, 

and who submitted the application to the Department on or after January 1, 2019 but before October 1, 

2019. If an applicant submits an application for a license before October 1, 2019 and the Department does 
not issue or deny the license on or before December 31, 2019, or the Department does not issue or deny a 

license within 90 days to an applicant who submits an application for a license or renewal of a license on 

October 1, 2019 or thereafter, the applicant or licensee shall not be in violation of this Act on the basis of 
continuing to operate the business. 

    (b) The expiration date, renewal period, and conditions for renewal and restoration of each license shall 

be set by rule. The renewal period of each license shall be 5 years. The holder may renew the license 

during the 90 days preceding its expiration by paying the required fee and by meeting conditions that the 

Department may specify. As a condition of renewal of a dealer's license, the Department shall receive 

from the applicant a copy of his or her valid and unexpired concealed carry license, or shall verify the 
validity of the applicant's Firearm Owner's Identification Card through the Department of State Police in 

a manner prescribed by rule by the Department of State Police. A dealership or dealer operating on an 

expired license is considered to be practicing without a license. 
    (c) A dealership that has permitted a license to expire may have it restored by submitting an application 

to the Department, successfully completing an inspection by the Department, and by paying the required 

restoration fee and all lapsed renewal fees. 
    (d) A dealer that has permitted a license to expire may have it restored by submitting an application to 

the Department, paying the required restoration fee and all lapsed renewal fees and by providing evidence 

of competence to resume practice satisfactory to the Department and the Board, which shall include a copy 
of the license holder's valid and unexpired concealed carry license, or verification of the continued validity 

of the license holder's Firearm Owner's Identification Card through the Department of State Police in a 

manner prescribed by rule by the Department of State Police, and may include passing a written 
examination. 

    (e) Any dealer whose license has expired while he or she has been engaged (1) in the federal service in 

active duty with the Army of the United States, the United States Navy, the Marine Corps, the Air Force, 
the Coast Guard, or the State Militia called into the service or training of the United States of America, or 

(2) in training or education under the supervision of the United States preliminary to induction into the 

military service, may have his or her license restored without paying any lapsed renewal fees or restoration 
fee, if within 2 years after termination of that service, training or education, other than by dishonorable 

discharge, he or she furnishes the Department with an affidavit to the effect that he or she has been so 

engaged and that his or her service, training or education has been so terminated. 
    (f) A license shall not be denied any applicant because of the race, religion, creed, national origin, 

political beliefs or activities, age, sex, sexual orientation, or physical disability that does not affect a 

person's ability to practice with reasonable judgment, skill, or safety.  
(Source: 100SB1657eng.) 

    (100 SB1657eng, Sec. 70)  
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    Sec. 70. Requirements; prohibitions. 

    (a) The Department of Financial and Professional Regulation shall implement the provisions of this 

Section by rule. 

    (b) A licensee shall maintain operating documents which shall include procedures for the oversight of 
the licensee and procedures to ensure accurate recordkeeping. 

    (c) By the date of application, a licensee shall implement appropriate security measures, as provided by 

rule, to deter and prevent the theft of firearms and unauthorized entrance into areas containing firearms. 
The rules may provide for: 

        (1) the manner of securing firearms when the location is both open and closed for  

     business; 
 

        (2) alarm systems for licensees; and 

        (3) other reasonable requirements to deter illegal sales and reduce the risk of  
     burglaries and other crimes or accidents at licensees' business establishments. 

 

    (d) Beginning January 1, 2021, if If a licensee operates the business at a permanent physical location 

that is open to the public, that location shall be equipped with a video surveillance system sufficient to 
monitor the critical areas of the business premises, including, but not limited to, all places where firearms 

are stored, handled, sold, transferred, or carried. A video surveillance system of the licensee's business 

premises may not be installed in a bathroom and may not monitor the bathrooms located in the business 
premises. The video surveillance system shall operate without interruption whenever the licensee is open 

for business. Whenever the licensee is not open for business, the system shall be triggered by a motion 

detector and begin recording immediately upon detection of any motion within the monitored area. The 
stored images shall be maintained on the business premises of the licensee for a period of not less than 90 

days from the date of recording and shall only be available for inspection on the premises by the licensee, 

the licensee's dealership agents, the Department, or federal, State, and local law enforcement upon request, 
and neither the stored images, copies, records, or reproductions of the stored images shall leave the custody 

of the licensee except under a court order, subpoena, or search warrant. The licensee shall post a sign in a 

conspicuous place at each entrance to the premises that states in block letters not less than one inch in 
height: 

    "THESE PREMISES ARE UNDER VIDEO SURVEILLANCE. YOUR IMAGE MAY BE 

RECORDED." 

    (e) The area where the licensee stores firearms that are inventory of the licensee shall only be accessed 

by dealership agents, Department of Financial and Professional Regulation staff performing inspections, 

law enforcement or other emergency personnel, and contractors working on jobs unrelated to firearms, 
such as installing or maintaining security devices or performing electrical wiring. 

    (f) A licensee shall operate its business and conduct all sales and transfers of firearms in compliance 

with all federal and State laws, and maintain all records as required by federal and State laws. 
    (g) A licensee shall make a photo copy of a buyer's or transferee's valid photo I.D. card whenever a sale 

transaction takes place. The photo copy shall be attached to the documentation detailing the record of sale. 

    (h) A licensee shall post in a conspicuous position on the premises where the licensee conducts business 
a sign that contains the following warning in block letters not less than one inch in height: 

        "With few exceptions, it is unlawful for you to: 

            (1) store or leave an unsecured firearm in a place where a child can obtain access  
         to it, 

 

            (2) sell or transfer your firearm to someone else without receiving approval for  

         the transfer from the Department of State Police, or 
 

            (3) fail to report the loss or theft of your firearm to local law enforcement  

         within 72 hours." 
 

    A licensee shall post any additional warnings or provide any other information regarding firearms laws 
and the safe storage of firearms to consumers as required by the Department by rule. 

    (i) Before issuance, renewal, or restoration of a dealership license, the Department shall inspect the 

premises of the proposed business to ensure compliance with this Act. Licensees shall have their places of 
business open for inspection by the Department and law enforcement during all hours of operation, 

provided that the Department may conduct no more than one unannounced inspection per dealer or 

dealership per year without good cause. Licensees shall make all records, documents, and firearms 
accessible for inspection upon the request of law enforcement and the Department. 

    (j) The premises where the licensee conducts business shall not be located in any district or area that is 

within 500 feet of any school, pre-school, or day-care facility. This subsection (j) does not apply to a 
licensee whose business existed in that location on the effective date of this Act, and does not limit the 
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authority of a local government to impose and enforce additional limits on the location of a business 

regulated under this Act.  

(Source: 100SB1657eng.) 

    (100SB1657eng, Sec. 150)  
    Sec. 150. Fees; deposit of fees and fines. The Department shall by rule provide for fees for the 

administration and enforcement of this Act, and those fees are nonrefundable. An application fee or 

renewal fee for a dealership license or a dealer license shall not exceed $1,000 for the 5-year period. All 
of the fees, penalties, and fines collected under this Act shall be deposited into the General Professions 

Dedicated Fund and shall be appropriated to the Department for the ordinary and contingent expenses of 

the Department in the administration and enforcement of this Act.  
(Source: 100SB1657eng.) 

  
    Section 99. Effective date. This Act takes effect upon Senate Bill 1657 of the 100th General Assembly 

becoming law.".  

 
 The motion prevailed. 

 And the amendment was adopted and ordered printed. 

 There being no further amendments, the bill, as amended, was ordered to a third reading. 

 

 

READING BILL FROM THE HOUSE OF REPRESENTATIVES A THIRD TIME 

 

 On motion of Senator Harmon, House Bill No. 1273 having been printed as received from the 

House of Representatives, together with all Senate Amendments adopted thereto, was taken up and read 
by title a third time. 

 And the question being, “Shall this bill pass?” it was decided in the affirmative by the following 

vote: 
 

  YEAS 30; NAYS 23. 

 

 The following voted in the affirmative: 

 

Aquino Harmon Lightford Rooney 
Bennett Harris Link Sandoval 

Biss Hastings Martinez Sims 

Bush Hunter McGuire Steans 
Castro Hutchinson Mulroe Van Pelt 

Clayborne Jones, E. Muñoz Mr. President 

Collins Koehler Murphy  
Cunningham Landek Raoul  

 

 The following voted in the negative: 
 

Althoff Cullerton, T. McCarter Rose 

Anderson Curran McConnaughay Schimpf 
Barickman Fowler Nybo Syverson 

Bivins Haine Oberweis Tracy 

Brady Manar Rezin Weaver 
Connelly McCann Righter  

 

 This bill, having received the vote of a constitutional majority of the members elected, was declared 
passed, and all amendments not adopted were tabled pursuant to Senate Rule No. 5-4(a). 

 Ordered that the Secretary inform the House of Representatives thereof and ask their concurrence 

in the Senate Amendment adopted thereto. 
 Senator Morrison asked and obtained unanimous consent for the Journal to reflect her intention to 

have voted in the affirmative on House Bill No. 1273. 

 
 

REPORT FROM COMMITTEE ON ASSIGNMENTS 



57 

 

[February 28, 2018] 

 

 Senator Clayborne, Chairperson of the Committee on Assignments, during its February 28, 2018 

meeting, reported that the following Legislative Measures have been approved for consideration: 

 

 Motion to Concur in House Amendments 1 and 2 to Senate Bill 1573 

 Motion to Concur in House Amendments 3, 8 and 9 to Senate Bill 1773 

 

 The foregoing concurrences were placed on the Secretary’s Desk. 

 

 

CONSIDERATION OF HOUSE AMENDMENTS TO SENATE BILLS ON  

SECRETARY’S DESK 

 

 On motion of Senator Steans, Senate Bill No. 1773, with House Amendments numbered 3, 8 and 

9 on the Secretary’s Desk, was taken up for immediate consideration. 
 Senator Steans moved that the Senate concur with the House in the adoption of their amendments 

to said bill. 

 And on that motion, a call of the roll was had resulting as follows: 
 

  YEAS 53; NAYS 3; Present 1. 

 
 The following voted in the affirmative: 

 

Althoff Cullerton, T. McCann Rose 
Anderson Curran McCarter Sandoval 

Aquino Fowler McConnaughay Schimpf 

Barickman Haine McGuire Sims 
Bennett Harmon Morrison Stadelman 

Bertino-Tarrant Harris Mulroe Steans 

Biss Holmes Muñoz Syverson 

Bivins Hunter Murphy Tracy 

Brady Koehler Nybo Van Pelt 

Bush Landek Oberweis Weaver 
Castro Lightford Raoul Mr. President 

Clayborne Link Rezin  

Collins Manar Righter  
Connelly Martinez Rooney  

 

 The following voted in the negative: 
 

Cunningham 

Hastings 
Hutchinson 

 

 The following voted present: 
 

Jones, E. 

 
 The motion prevailed. 

 And the Senate concurred with the House in the adoption of their Amendments numbered 3, 8 and 

9 to Senate Bill No. 1773. 
 Ordered that the Secretary inform the House of Representatives thereof. 

 

 On motion of Senator Steans, Senate Bill No. 1573, with House Amendments numbered 1 and 2 
on the Secretary’s Desk, was taken up for immediate consideration. 

 Senator Steans moved that the Senate concur with the House in the adoption of their amendments 

to said bill. 
 And on that motion, a call of the roll was had resulting as follows: 
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  YEAS 56; NAYS None; Present 1. 

 

 The following voted in the affirmative: 

 
Althoff Cunningham Martinez Rose 

Anderson Curran McCann Sandoval 

Aquino Fowler McCarter Schimpf 
Barickman Haine McConnaughay Sims 

Bennett Harmon McGuire Stadelman 

Bertino-Tarrant Harris Morrison Steans 
Biss Hastings Mulroe Syverson 

Bivins Holmes Muñoz Tracy 
Brady Hunter Murphy Van Pelt 

Bush Hutchinson Nybo Weaver 

Castro Koehler Oberweis Mr. President 
Clayborne Landek Raoul  

Collins Lightford Rezin  

Connelly Link Righter  
Cullerton, T. Manar Rooney  

 

 The following voted present: 
 

Jones, E. 

 
 The motion prevailed. 

 And the Senate concurred with the House in the adoption of their Amendments numbered 1 and 2 

to Senate Bill No. 1573. 
 Ordered that the Secretary inform the House of Representatives thereof. 

 

 

READING BILL OF THE SENATE A THIRD TIME 
 

 On motion of Senator Bush, Senate Bill No. 576 having been transcribed and typed and all 
amendments adopted thereto having been printed, was taken up and read by title a third time. 

 And the question being, “Shall this bill pass?” it was decided in the affirmative by the following 

vote: 
 

  YEAS 56; NAYS None. 

 
 The following voted in the affirmative: 

 

Althoff Cunningham Manar Rooney 
Anderson Curran Martinez Rose 

Aquino Fowler McCann Sandoval 

Barickman Haine McCarter Schimpf 
Bennett Harmon McConnaughay Sims 

Bertino-Tarrant Harris McGuire Stadelman 

Biss Hastings Morrison Steans 
Bivins Holmes Mulroe Syverson 

Brady Hunter Muñoz Tracy 

Bush Hutchinson Murphy Van Pelt 
Castro Jones, E. Nybo Weaver 

Clayborne Koehler Oberweis  

Collins Landek Raoul  
Connelly Lightford Rezin  

Cullerton, T. Link Righter  

 
 This bill, having received the vote of a constitutional majority of the members elected, was declared 

passed, and all amendments not adopted were tabled pursuant to Senate Rule No. 5-4(a). 
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 Ordered that the Secretary inform the House of Representatives thereof and ask their concurrence 

therein. 

 

 

HOUSE BILL RECALLED 

  

 On motion of Senator Morrison, House Bill No. 772 was recalled from the order of third reading 
to the order of second reading. 

 Senator Morrison offered the following amendment and moved its adoption: 

 

AMENDMENT NO. 1 TO HOUSE BILL 772 

      AMENDMENT NO.   1   . Amend House Bill 772 by replacing everything after the enacting clause 
with the following:  

  

    "Section 1. Short title. This Act may be cited as the Lethal Violence Order of Protection Act. 
  

    Section 5. Definitions. In this Act: 

    "Family member of the respondent" means a spouse, parent, child, or step-child of the respondent, any 
other person related by blood or present marriage to the respondent, or a person who shares a common 

dwelling with the respondent. 

    "Intimate partner" means a spouse, former spouse, a person with whom the respondent has or allegedly 
has a child in common, or a person with whom the respondent has or has had a dating or engagement 

relationship. 

    "Lethal violence order of protection" means an order issued by the court, prohibiting and enjoining a 
named person from having in his or her custody or control, owning, purchasing, possessing, or receiving 

any firearms.  

    "Petitioner" means: 
        (1) a family member of the respondent as defined in this Act; or  

        (2) a law enforcement officer, who files a petition alleging that the respondent poses  

     
a danger of causing personal injury to himself, herself, or another by having in his or her custody or 

control, owning, purchasing, possessing, or receiving a firearm. 
 

    "Respondent" means the person alleged in the petition to pose a danger of causing personal injury to 

himself, herself, or another by having in his or her custody or control, owning, purchasing, possessing, or 
receiving a firearm. 

  

    Section 10. Commencement of action; procedure.  
    (a) Actions for a lethal violence order of protection are commenced by filing a verified petition for a 

lethal violence order of protection in any circuit court.  

    (b) A petition for a lethal violence order of protection may be filed in any county where the respondent 
resides.  

    (c) No fee shall be charged by the clerk for filing, amending, vacating, certifying, or photocopying 

petitions or orders; or for issuing alias summons; or for any related filing service. No fee shall be charged 
by the sheriff for service by the sheriff of a petition, rule, motion, or order in an action commenced under 

this Section. 

    (d) The court shall provide, through the office of the clerk of the court, simplified forms and clerical 
assistance to help with the writing and filing of a petition under this Section by any person not represented 

by counsel. In addition, that assistance may be provided by the State's Attorney.  

  
    Section 15. Subject matter jurisdiction. Each of the circuit courts of this State shall have the power to 

issue lethal violence orders of protection. 

  
    Section 20. Jurisdiction over persons. The circuit courts of this State have jurisdiction to bind: (1) State 

residents; and (2) non-residents having minimum contacts with this State, to the extent permitted by 

Section 2-209 of the Code of Civil Procedure.  
  

    Section 25. Process. The summons shall be in the form prescribed by Supreme Court Rule 101(d), 

except that it shall require the respondent to answer or appear within 7 days. Attachments to the summons 
or notice shall include the petition for the lethal violence order of protection and supporting affidavits, if 

any, and any emergency lethal violence order of protection that has been issued. The enforcement of an 
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order under Section 35 shall not be affected by the lack of service, delivery, or notice, provided the 

requirements of subsection (f) of that Section are otherwise met.  

  

    Section 30. Service of notice of hearings. Except as provided in Section 25 of this Act, notice of hearings 
on petitions or motions shall be served in accordance with Supreme Court Rules 11 and 12, unless notice 

is excused by Section 35 of this Act, the Code of Civil Procedure, Supreme Court Rules, or local rules.  

  
    Section 35. Ex parte orders and emergency hearings.  

    (a) A petitioner may request an emergency lethal violence order of protection by filing an affidavit or 

verified pleading alleging that the respondent poses an immediate and present danger of causing personal 
injury to himself, herself, or another by having in his or her custody or control, owning, purchasing, 

possessing, or receiving a firearm. The petition shall also describe the type and location of any firearm or 
firearms presently believed by the petitioner to be possessed or controlled by the respondent.  

    (b) If the respondent is alleged to pose an immediate and present danger of causing personal injury to 

an intimate partner, or an intimate partner is alleged to have been the target of a threat or act of violence 
by the respondent, the petitioner shall make a good faith effort to provide notice to any and all intimate 

partners of the respondent. The notice must include that the petitioner intends to petition the court for an 

emergency lethal violence order of protection, and, if the petitioner is a law enforcement officer, referral 
to relevant domestic violence or stalking advocacy or counseling resources, if appropriate. The petitioner 

shall attest to having provided the notice in the filed affidavit or verified pleading. If, after making a good 

faith effort, the petitioner is unable to provide notice to any or all intimate partners, the affidavit or verified 
pleading should describe what efforts were made. 

    (c) Every person who files a petition for an emergency lethal violence order of protection, knowing the 

information provided to the court at any hearing or in the affidavit or verified pleading to be false, is guilty 
of perjury under Section 32-2 of the Criminal Code of 2012.  

    (d) An emergency order of protection shall be issued on an ex parte basis, that is, without notice to the 

respondent.  
    (e) An emergency hearing held on an ex parte basis shall be held the same day that the petition is filed 

or the next day that the court is in session.  

    (f) If a circuit or associate judge finds reasonable cause to believe that the respondent poses an 

immediate and present danger of causing personal injury to himself, herself, or another by having in his 

or her custody or control, owning, purchasing, possessing, or receiving a firearm, the circuit or associate 

judge shall issue an emergency order.  
    (g) An emergency lethal violence order of protection shall require:  

        (1) the respondent to refrain from having in his or her custody or control, owning,  

     purchasing, possessing, or receiving additional firearms for the duration of the order;  
 

        (2) the respondent to turn over to the local law enforcement agency any Firearm Owner's  

     

Identification Card and concealed carry license in his or her possession. The local law enforcement 

agency shall immediately mail the card and concealed carry license to the Department of State Police 
Firearm Owner's Identification Card Office for safekeeping. The firearm or firearms and Firearm 

Owner's Identification Card and concealed carry license, if unexpired, shall at the respondent's request, 

be returned to the respondent after the lethal violence order of protection is terminated or expired. It is 
the respondent's responsibility to notify the Department of State Police Firearm Owner's Identification 

Card Office; and  
 

        (3) any law enforcement agency to forthwith search for and seize firearms of the  

     
respondent upon probable cause that the respondent has possession of a firearm, and the petitioner or 

the court can describe, with sufficient particularity, the location of the firearm or firearms.  
 

    (h) Upon expiration of the period of safekeeping, if the firearms or Firearm Owner's Identification Card 
and concealed carry license cannot be returned to the respondent because the respondent cannot be located, 

fails to respond to requests to retrieve the firearms, or is not lawfully eligible to possess a firearm, upon 

petition from the local law enforcement agency, the court may order the local law enforcement agency to 
destroy the firearms, use the firearms for training purposes, or for any other application as deemed 

appropriate by the local law enforcement agency.  

    (i) In accordance with subsection (e) of this Section, the court shall schedule a full hearing within 14 
days of the issuance of an ex parte lethal violence order of protection to determine if a one-year lethal 

violence order of protection shall be issued. The court may extend an ex parte order as needed, but not to 

exceed 30 days, to effectuate service of the order or if necessary to continue protection.  
  

    Section 40. One-year orders.  
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    (a) A petitioner may request a one-year lethal violence order of protection by filing an affidavit or 

verified pleading alleging that the respondent poses a significant danger of causing personal injury to 

himself, herself, or another in the near future by having in his or her custody or control, owning, 

purchasing, possessing, or receiving a firearm. The petition shall also describe the number, types, and 
locations of any firearms presently believed by the petitioner to be possessed or controlled by the 

respondent.  

    (b) If the respondent is alleged to pose an immediate and present danger of causing personal injury to 
an intimate partner, or an intimate partner is alleged to have been the target of a threat or act of violence 

by the respondent, the petitioner shall make a good faith effort to provide notice to any and all intimate 

partners of the respondent. The notice must include that the petitioner intends to petition the court for an 
emergency lethal violence order of protection, and, if the petitioner is a law enforcement officer, referral 

to relevant domestic violence or stalking advocacy or counseling resources, if appropriate. The petitioner 
shall attest to having provided the notice in the filed affidavit or verified pleading. If, after making a good 

faith effort, the petitioner is unable to provide notice to any or all intimate partners, the affidavit or verified 

pleading should describe what efforts were made. 
    (c) Every person who files a petition for an emergency lethal violence order of protection, knowing the 

information provided to the court at any hearing or in the affidavit or verified pleading to be false, is guilty 

of perjury under Section 32-2 of the Criminal Code of 2012.  
    (d) Upon receipt of a petition for a one-year lethal violence order of protection, the court shall order a 

hearing within 30 days.  

    (e) In determining whether to issue a lethal violence order of protection under this Section, the court 
shall consider evidence of:  

        (1) A recent threat of violence or act of violence by the respondent directed toward  

     himself, herself, or another.  
 

        (2) A violation of an emergency order of protection issued under Section 217 of the  

     

Illinois Domestic Violence Act of 1986 or Section 112A-17 of the Code of Criminal Procedure of 1963 

or of an order of protection issued under Section 214 of the Illinois Domestic Violence Act of 1986 or 
Section 112A-14 of the Code of Criminal Procedure of 1963.  

 

        (3) A pattern of violent acts or violent threats, including, but not limited to, threats  

     of violence or acts of violence by the respondent directed toward himself, herself, or another.  
 

    (f) In determining whether to issue a lethal violence order of protection under this Section, the court 

may consider evidence including, but not limited to, the following:  

        (1) The unlawful and reckless use, display, or brandishing of a firearm by the  
     respondent.  

 

        (2) The history of use, attempted use, or threatened use of physical force by the  

     respondent against another person.  
 

        (3) Any prior arrest of the respondent for a felony offense. 

        (4) Evidence of the abuse of controlled substances or alcohol by the respondent. 

        (5) Evidence of recent acquisition of firearms, ammunition, or other deadly weapons. 
    (g) At the hearing, the petitioner shall have the burden of proving, by a preponderance of the evidence, 

that the respondent poses a significant danger of personal injury to himself, herself, or another by having 

in his or her custody or control, owning, purchasing, possessing, or receiving a firearm. 
    (h) If the court finds that there is a preponderance of the evidence to issue a lethal violence order of 

protection, the court shall issue a lethal violence order of protection that shall be in effect for one year 

subject to renewal under Section 45 of this Act or termination under that Section.  
    (i) A one-year lethal violence order of protection shall require: 

        (1) the respondent to refrain from having in his or her custody or control, owning,  

     purchasing, possessing or receiving additional firearms for the duration of the order; 
 

        (2) the respondent to turn over to the local law enforcement agency any firearm or  

     

Firearm Owner's Identification Card and concealed carry license in his or her possession. The local law 

enforcement agency shall immediately mail the card and concealed carry license to the Department of 
State Police Firearm Owner's Identification Card Office for safekeeping. The firearm or firearms and 

Firearm Owner's Identification Card and concealed carry license, if unexpired, shall, at the respondent's 

request, be returned to the respondent after the lethal violence order of protection is terminated or 
expired. It is the respondent's responsibility to notify the Department of State Police Firearm Owner's 

Identification Card Office; and  
 

        (3) any law enforcement agency to forthwith search for and seize firearms of the  

     
respondent upon probable cause that the respondent has possession of a firearm, and the petitioner can 

describe, with sufficient particularity, the location of the firearm or firearms.  
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    (j) Upon expiration of the period of safekeeping, if the firearms or Firearm Owner's Identification Card 

cannot be returned to the respondent because the respondent cannot be located, fails to respond to requests 

to retrieve the firearms, or is not lawfully eligible to possess a firearm, upon petition from the local law 

enforcement agency, the court may order the local law enforcement agency to destroy the firearms, use 
the firearms for training purposes, or for any other application as deemed appropriate by the local law 

enforcement agency. 

    (k) If the court does not issue a lethal violence order of protection at the hearing, the court shall dissolve 
any emergency lethal violence order of protection then in effect. 

    (l) If the court issues a lethal violence order of protection under this Section, the court shall inform the 

respondent that he or she is entitled to one hearing during the period of the order to request a termination 
of the order, under Section 45 of this Act, and shall provide the respondent with a form to request a hearing.  

  
    Section 45. Termination and renewal.  

    (a) A person subject to a lethal violence order of protection issued under this Act may submit one written 

request at any time during the effective period of the order for a hearing to terminate the order. 
        (1) The respondent shall have the burden of proving, by a preponderance of the evidence,  

     

that the respondent does not pose a danger of causing personal injury to himself, herself, or another in 

the near future by having in his or her custody or control, owning, purchasing, possessing, or receiving 
a firearm. 

 

        (2) If the court finds after the hearing that the respondent has met his or her burden,  

     the court shall terminate the order.  
 

    (b) A petitioner may request a renewal of a lethal violence order of protection at any time within the 3 

months before the expiration of a lethal violence order of protection. 

        (1) A court shall, after notice and a hearing, renew a lethal violence order of  

     

protection issued under this part if the petitioner proves, by a preponderance of the evidence, that the 

respondent continues to pose a danger of causing personal injury to himself, herself, or another in the 

near future by having in his or her custody or control, owning, purchasing, possessing, or receiving a 
firearm. 

 

        (2) In determining whether to renew a lethal violence order of protection issued under  

     

this Act, the court shall consider evidence of the facts identified in subsection (e) of Section 40 of this 

Act and any other evidence of an increased risk for violence, including, but not limited to, evidence of 

any of the factors identified in subsection (f) of Section 40 of this Act.  
 

        (3) At the hearing, the petitioner shall have the burden of proving, by a preponderance  

     

of the evidence, that the respondent continues to pose a danger of causing personal injury to himself, 

herself, or another in the near future by having in his or her custody or control, owning, purchasing, 

possessing, or receiving a firearm. 
 

        (4) The renewal of a lethal violence order of protection issued under this Section  

     
shall be in effect for one year, subject to termination by further order of the court at a hearing held under 

this Section and further renewal by further order of the court under this Section. 
 

 

  

    Section 50. Notice of orders.  
    (a) Entry and issuance. Upon issuance of any lethal violence order of protection, the clerk shall 

immediately, or on the next court day if an emergency lethal violence order of protection is issued in 

accordance with Section 35 of this Act (emergency lethal violence order of protection), (i) enter the order 
on the record and file it in accordance with the circuit court procedures and (ii) provide a file stamped 

copy of the order to the respondent, if present, and to the petitioner.  

    (b) Filing with sheriff. The clerk of the issuing judge shall, or the petitioner may, on the same day that 
a lethal violence order of protection is issued, file a certified copy of that order with the sheriff or other 

law enforcement officials charged with maintaining Department of State Police records or charged with 

serving the order upon the respondent. If the order was issued in accordance with Section 35 of this Act 
(emergency lethal violence order of protection), the clerk shall, on the next court day, file a certified copy 

of the order with the sheriff or other law enforcement officials charged with maintaining Department of 

State Police records.  
    (c) Service by sheriff. Unless the respondent was present in court when the order was issued, the sheriff, 

other law enforcement official, or special process server shall promptly serve that order upon the 

respondent and file proof of service in the manner provided for service of process in civil proceedings. 
Instead of serving the order upon the respondent, however, the sheriff, other law enforcement official, 

special process server, or other persons defined in Section 112A-22.10 of the Code of Criminal Procedure 



63 

 

[February 28, 2018] 

of 1963 may serve the respondent with a short form notification as provided in that Section. If process has 

not yet been served upon the respondent, it shall be served with the order or short form notification if the 

service is made by the sheriff, other law enforcement official, or special process server. A single fee may 

be charged for service of an order obtained in circuit court, or for service of the order together with process, 
unless waived or deferred under subsection (c) of Section 10 of this Act. 

    (d) Any order renewing or terminating any lethal violence order of protection shall be promptly 

recorded, issued, and served as provided in this Section. 
  

    Section 55. Data maintenance by law enforcement agencies.  

    (a) All sheriffs shall furnish to the Department of State Police, daily, in the form and detail the 
Department requires, copies of any recorded lethal violence order of protection issued by the court and 

any foreign orders of protection filed by the clerk of the court, transmitted to the sheriff by the clerk of the 
court under Section 50. Each lethal violence order of protection shall be entered in the Law Enforcement 

Agencies Data System (LEADS) on the same day it is issued by the court. If an emergency lethal violence 

order of protection was issued in accordance with Section 35 of this Act, the order shall be entered in the 
Law Enforcement Agencies Data System (LEADS) as soon as possible after receipt from the clerk. 

    (b) The Department of State Police shall maintain a complete and systematic record and index of all 

valid and recorded lethal violence orders of protection issued or filed under this Act. The data shall be 
used to inform all dispatchers and law enforcement officers at the scene of a violation of a lethal violence 

order of protection of the effective dates and terms of any recorded order of protection.  

    (c) The data, records, and transmittals required under this Section shall pertain to any valid emergency 
or one-year lethal violence order of protection, whether issued in a civil or criminal proceeding or 

authorized under the laws of another state, tribe, or United States territory.  

  
    Section 60. Filing of a lethal violence order of protection issued by another state.  

    (a) A person entitled to protection under a lethal violence order of protection or similar order issued by 

the court of another state, tribe, or United States territory may file a certified copy of the lethal violence 
order of protection with the clerk of the court in a judicial circuit in which the person believes that 

enforcement may be necessary.  

    (b) The clerk shall:  

        (1) treat the foreign lethal violence order of protection in the same manner as a  

     

judgment of the circuit court for any county of this State in accordance with the provisions of the 

Uniform Enforcement of Foreign Judgments Act, except that the clerk shall not mail notice of the filing 
of the foreign order to the respondent named in the order; and 

 

        (2) on the same day that a foreign lethal violence order of protection is filed, file a  

     
certified copy of that order with the sheriff or other law enforcement officials charged with maintaining 
Department of State Police records as set forth in Section 55 of this Act. 

 

    (c) Neither residence in this State nor filing of a foreign lethal violence order of protection shall be 

required for enforcement of the order by this State. Failure to file the foreign order shall not be an 
impediment to its treatment in all respects as an Illinois lethal violence order of protection. 

    (d) The clerk shall not charge a fee to file a foreign order of protection under this Section.  

  
    Section 65. Enforcement; sanctions for violation of order.  

    (a) A respondent who knowingly violates a lethal violence order of protection is guilty of a Class A 

misdemeanor. Prosecution for a violation of a lethal violence order of protection shall not bar concurrent 
prosecution for any other crime, including any crime that may have been committed at the time of the 

violation of the lethal violence order of protection.  

    (b) A petitioner who files a petition for a lethal violence order of protection knowing the information in 
the petition to be false is guilty of a Class A misdemeanor.  

  

    Section 70. Non-preclusion of remedies. Nothing in this Act shall preclude a petitioner or law 
enforcement officer from removing weapons under other authority, or filing criminal charges when 

probable cause exists.  

  
    Section 135. The Firearm Owners Identification Card Act is amended by changing Section 8.2 as 

follows: 

    (430 ILCS 65/8.2)  
    Sec. 8.2. Firearm Owner's Identification Card denial or revocation. The Department of State Police shall 

deny an application or shall revoke and seize a Firearm Owner's Identification Card previously issued 
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under this Act if the Department finds that the applicant or person to whom such card was issued is or was 

at the time of issuance subject to an existing order of protection or lethal violence order of protection.  

(Source: P.A. 96-701, eff. 1-1-10.)  

  
    Section 140. The Firearm Concealed Carry Act is amended by changing Section 70 as follows: 

    (430 ILCS 66/70)  

    Sec. 70. Violations.  
    (a) A license issued or renewed under this Act shall be revoked if, at any time, the licensee is found to 

be ineligible for a license under this Act or the licensee no longer meets the eligibility requirements of the 

Firearm Owners Identification Card Act. 
    (b) A license shall be suspended if an order of protection, including an emergency order of protection, 

plenary order of protection, or interim order of protection under Article 112A of the Code of Criminal 
Procedure of 1963 or under the Illinois Domestic Violence Act of 1986, or if a lethal violence order of 

protection, including an emergency lethal violence order of protection under the Lethal Violence Order of 

Protection Act, is issued against a licensee for the duration of the order, or if the Department is made aware 
of a similar order issued against the licensee in any other jurisdiction. If an order of protection is issued 

against a licensee, the licensee shall surrender the license, as applicable, to the court at the time the order 

is entered or to the law enforcement agency or entity serving process at the time the licensee is served the 
order. The court, law enforcement agency, or entity responsible for serving the order of protection shall 

notify the Department within 7 days and transmit the license to the Department. 

    (c) A license is invalid upon expiration of the license, unless the licensee has submitted an application 
to renew the license, and the applicant is otherwise eligible to possess a license under this Act. 

    (d) A licensee shall not carry a concealed firearm while under the influence of alcohol, other drug or 

drugs, intoxicating compound or combination of compounds, or any combination thereof, under the 
standards set forth in subsection (a) of Section 11-501 of the Illinois Vehicle Code. 

    A licensee in violation of this subsection (d) shall be guilty of a Class A misdemeanor for a first or 

second violation and a Class 4 felony for a third violation. The Department may suspend a license for up 
to 6 months for a second violation and shall permanently revoke a license for a third violation. 

    (e) Except as otherwise provided, a licensee in violation of this Act shall be guilty of a Class B 

misdemeanor. A second or subsequent violation is a Class A misdemeanor. The Department may suspend 

a license for up to 6 months for a second violation and shall permanently revoke a license for 3 or more 

violations of Section 65 of this Act. Any person convicted of a violation under this Section shall pay a 

$150 fee to be deposited into the Mental Health Reporting Fund, plus any applicable court costs or fees. 
    (f) A licensee convicted or found guilty of a violation of this Act who has a valid license and is otherwise 

eligible to carry a concealed firearm shall only be subject to the penalties under this Section and shall not 

be subject to the penalties under Section 21-6, paragraph (4), (8), or (10) of subsection (a) of Section 24-
1, or subparagraph (A-5) or (B-5) of paragraph (3) of subsection (a) of Section 24-1.6 of the Criminal 

Code of 2012. Except as otherwise provided in this subsection, nothing in this subsection prohibits the 

licensee from being subjected to penalties for violations other than those specified in this Act. 
    (g) A licensee whose license is revoked, suspended, or denied shall, within 48 hours of receiving notice 

of the revocation, suspension, or denial, surrender his or her concealed carry license to the local law 

enforcement agency where the person resides. The local law enforcement agency shall provide the licensee 
a receipt and transmit the concealed carry license to the Department of State Police. If the licensee whose 

concealed carry license has been revoked, suspended, or denied fails to comply with the requirements of 

this subsection, the law enforcement agency where the person resides may petition the circuit court to 
issue a warrant to search for and seize the concealed carry license in the possession and under the custody 

or control of the licensee whose concealed carry license has been revoked, suspended, or denied. The 

observation of a concealed carry license in the possession of a person whose license has been revoked, 
suspended, or denied constitutes a sufficient basis for the arrest of that person for violation of this 

subsection. A violation of this subsection is a Class A misdemeanor. 

    (h) A license issued or renewed under this Act shall be revoked if, at any time, the licensee is found 
ineligible for a Firearm Owner's Identification Card, or the licensee no longer possesses a valid Firearm 

Owner's Identification Card. A licensee whose license is revoked under this subsection (h) shall surrender 

his or her concealed carry license as provided for in subsection (g) of this Section.  
    This subsection shall not apply to a person who has filed an application with the State Police for renewal 

of a Firearm Owner's Identification Card and who is not otherwise ineligible to obtain a Firearm Owner's 

Identification Card.  
    (i) A certified firearms instructor who knowingly provides or offers to provide a false certification that 

an applicant has completed firearms training as required under this Act is guilty of a Class A misdemeanor. 
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A person guilty of a violation of this subsection (i) is not eligible for court supervision. The Department 

shall permanently revoke the firearms instructor certification of a person convicted under this subsection 

(i).  

(Source: P.A. 98-63, eff. 7-9-13; 98-756, eff. 7-16-14; 98-899, eff. 8-15-14.)".  
 

 The motion prevailed. 

 And the amendment was adopted and ordered printed. 
 There being no further amendments, the bill, as amended, was ordered to a third reading. 

 

 

READING BILL FROM THE HOUSE OF REPRESENTATIVES A THIRD TIME 

 

 On motion of Senator Morrison, House Bill No. 772 having been printed as received from the 

House of Representatives, together with all Senate Amendments adopted thereto, was taken up and read 

by title a third time. 
 And the question being, “Shall this bill pass?” it was decided in the affirmative by the following 

vote: 

 
  YEAS 40; NAYS 14. 

 

 The following voted in the affirmative: 
 

Althoff Cunningham Manar Rezin 

Aquino Curran Martinez Rooney 
Bennett Harmon McConnaughay Sandoval 

Bertino-Tarrant Hastings McGuire Sims 

Biss Hunter Morrison Steans 
Bush Hutchinson Mulroe Van Pelt 

Castro Jones, E. Muñoz Mr. President 

Clayborne Koehler Murphy  

Collins Landek Nybo  

Connelly Lightford Oberweis  

Cullerton, T. Link Raoul  
 

 The following voted in the negative: 

 
Anderson Fowler Righter Tracy 

Barickman Haine Rose Weaver 

Bivins McCann Schimpf  
Brady McCarter Syverson  

 

 This bill, having received the vote of a constitutional majority of the members elected, was declared 
passed, and all amendments not adopted were tabled pursuant to Senate Rule No. 5-4(a). 

 Ordered that the Secretary inform the House of Representatives thereof and ask their concurrence 

in the Senate Amendment adopted thereto. 
 

 

COMMITTEE MEETING ANNOUNCEMENTS 

 

 The Chair announced the following committees to meet immediately upon adjournment: 

 
  Executive in Room 212 

  State Government in Room 409 

  Licensed Activities and Pensions in Room 400 

 

 The Chair announced the following committee to meet at 4:15 o'clock p.m.: 

 
  Revenue in Room 212 
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MESSAGES FROM THE HOUSE 

 

A message from the House by 
Mr. Mapes, Clerk: 

Mr. President  --  I am directed to inform the Senate that the House of Representatives has 

passed a bill of the following title, in the passage of which I am instructed to ask the concurrence of the 
Senate, to-wit:  

HOUSE BILL NO. 1465 

A bill for AN ACT concerning criminal law. 
Passed the House, February 28, 2018. 

   
TIMOTHY D. MAPES, Clerk of the House 

 

 The foregoing House Bill No. 1465 was taken up, ordered printed and placed on first reading. 

 

A message from the House by 

Mr. Mapes, Clerk: 
Mr. President  --  I am directed to inform the Senate that the House of Representatives has 

passed a bill of the following title, in the passage of which I am instructed to ask the concurrence of the 

Senate, to-wit:  
HOUSE BILL NO. 1467 

A bill for AN ACT concerning criminal law. 

Passed the House, February 28, 2018. 
   

TIMOTHY D. MAPES, Clerk of the House 

 
 The foregoing House Bill No. 1467 was taken up, ordered printed and placed on first reading. 

 

 

READING BILLS FROM THE HOUSE OF REPRESENTATIVES A FIRST TIME 

 

  House Bill No. 1465, sponsored by Senator J. Cullerton, was taken up, read by title a first time and 
referred to the Committee on Assignments. 

 

  House Bill No. 1467, sponsored by Senator J. Cullerton, was taken up, read by title a first time and 
referred to the Committee on Assignments. 

 

 

APPOINTMENT MESSAGES  

 

Appointment Message No. 1000354  
 

To the Honorable Members of the Senate, One Hundredth General Assembly:  

   
I, Jesse White, Secretary of State, am nominating and, by and with the advice and consent of the Senate, 

appointing the following named individual to the office enumerated below. The advice and consent of this 

Honorable Body is respectfully requested.  
   

Title of Office: Executive Inspector General  

   
Agency or Other Body: Office of the Secretary of State  

   

Start Date: July 1, 2018  
   

End Date: June 30, 2022  

   
Name: Nathan Maddox  
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Residence: 2605 Manchester Dr., Springfield, IL 62704  

   

Annual Compensation: $115,584  

   
Per diem: Not Applicable  

   

Nominee's Senator: Senator Wm. Sam McCann  
   

Most Recent Holder of Office: Reappointment  

   
Superseded Appointment Message: Not Applicable  

 

Appointment Message No. 1000355  
 

To the Honorable Members of the Senate, One Hundredth General Assembly:  
   

I, Jesse White, Secretary of State, am nominating and, by and with the advice and consent of the Senate, 

appointing the following named individual to the office enumerated below. The advice and consent of this 
Honorable Body is respectfully requested.  

   

Title of Office: Member  
   

Agency or Other Body: Secretary of State Merit Commission  

   
Start Date: July 1, 2018  

   

End Date: June 30, 2024  
   

Name: James Taylor  

   

Residence: 2641 S. Franklin Street Rd., Decatur, IL 62521  

   

Annual Compensation: $12,906  
   

Per diem: Not Applicable  

   
Nominee's Senator: Senator Bill Brady  

   

Most Recent Holder of Office: Reappointment  
   

Superseded Appointment Message: Not Applicable  

 
 Under the rules, the foregoing Appointment Messages were referred to the Committee on Executive 

Appointments. 

 
 

 At the hour of 2:53 o'clock p.m., the Chair announced that the Senate stands adjourned until 

Thursday, March 1, 2018, at 11:30 o'clock a.m. 
 

 


